Alpine Women’s Healthcare, P.C.,
Office Policies

Office Hours: Monday—Thursday, 8:00am-5:00pm
Friday, 7:30am-4:00pm

Phone Hours: Monday-Thursday, 8:00am-5:00pm
Friday, 7:30am-3:00pm

(We are closed for lunch each day from 12:00-1:00pm)

Our practice strives to provide prompt, skilled, up-to-date, personalized women’s healthcare in a
welcoming and supporting setting. Ours is a collaborative practice with board certified
physicians, Nurse Practitioners, and Nurse-Midwife. We offer a full spectrum of obstetrics and
gynecologic care. This includes routine annual exams, management of numerous gynecologic
problems, gynecologic surgery, prenatal care and delivery, basis infertility, contraception, STD
screening and treatment and menopausal care. The variety of providers ensures that patients with
acute problems can be seen quickly (often by one of our Nurse-Practitioners or Nurse-Midwife).
More complex long-term issues can receive the care and attention they require from one of our
physicians. Each of our providers has particular areas of expertise or interest: you can learn more
about each of them by visiting our website at http://alpinewomenshealthcare.com.

The following is a further statement of our office policies, which we require you to read and sign
prior to any treatment.

After Hours:

All of our physicians share on-call coverage after office hours and at night. Through weekends
and holidays, on-call is shared with two other women OB/GYN’s, Dr.’s Peck and Martin. The
Midwife has their own call schedule, but can be contacted at the same number. The answering
service will contact the on-call physician or midwife and one will call you back. If you have not
heard from the physician or midwife within 30 minutes, please call the office and speak again to
the answering service.

Insurance:

We cannot bill your insurance company without a completed form and copy of your card. We
will bill only insurance companies that we are contracted with. Since you are the policyholder, it
is your responsibility to know what is covered under your plan prior to your visit. Your insurance
card will be expected each time you are scheduled for an appointment.

Insurance plans we do not participate with:

If your insurance company is one that we are not contracted with, full payment is expected at the
time of service. We will be happy to provide you a copy of your bill to submit to your insurance
company for reimbursement. Insurance plans are always subject to change so we recommend
that you check with our billing office prior to your visit.



http://alpinewomenshealthcare.com/

Appointments:

If you arrive 15 minutes late for your scheduled appointment, your appointment may need to be
rescheduled. Please help us serve you better by keeping scheduled appointments and arriving 15
minutes prior to your scheduled appointment.

Repetitive no shows will be charged a fee of $50.00

Payments:
We accept the following forms of payment: cash, checks, Visa and MasterCard. All returned

checks are subject to a $35.00 returned check fee in addition to the full amount of the check. In
the event that your account is assigned to a collection agency for non-payment on your account,
our office will no longer provide services to you.

Parking:
Free valet parking is available in the front of our building between the hours of 8am-5pm. If you

find the valet full or choose not to valet, you may park free in the west-parking garage, located
across the street from the emergency room located East of Logan off Girard. Directions can also
be found on our website.

Prescription Refills:

Please plan ahead for prescription refills. We ask that you contact your pharmacy at least 3 days
prior to your needing a refill. If you are out of refills, the pharmacy will contact our office for
physician approval. Please note: We will NOT refill narcotics prescriptions over the weekend.

I understand that I am responsible to pay for all medical services not reimbursed by my
insurance. | consent to treatment for myself. | have read the Office Policies and my
guestions have been answered satisfactorily. I understand that this is a contract and | agree
to these Policies.

Print Name Signature

Date




Alpine Women's Healthcare, P.C.

Patient Registration Form

PATIENT INFORMATION

FIRST M.I. LAST NICKNAME

MARITAL STATUS DATE OF BIRTH AGE SOCIAL SEC. NO. HOME PHONE NO. CELL PHONE NO.
s fufw[o]¥

STREET ADDRESS APT/ CITY AND STATE ZIP CODE
UNIT #

PATIENT’S EMPLOYER OCCUPATION (INDICATE IF STUDENT) WORK PHONE NO.

NOTIFY IN CASE OF EMERGENCY:

NAME (FIRST & LAST) HOME PHONE NO. WORK PHONE NO. RELATION

SPOUSE/PARENT INFORMATION

FIRST M.1. LAST NICKNAME

DATE OF BIRTH EMPLOYER WORK PHONE NO.

INSURANCE INFORMATION

NAME OF PRIMARY INSURANCE CO. PRIMARY INSURED PERSON RELATIONSHIP TO PATIENT
INSURED’S DATE OF INSURED’S EMPLOYER ID/POLICY # GROUP #

BIRTH

SECONDARY INSURANCE CO. PRIMARY INSURED PERSON RELATIONSHIP TO PATIENT
INSURED’S DATE OF INSURED’S EMPLOYER ID/POLICY # GROUP #

BIRTH

HOW DID YOU HEAR ABOUT US
O Yellow Pages O Insurance listing O Relative/Friend O Physician O Other

AUTHORIZATION TO RELEASE INFORMATION

Please contact me at: (check all that apply) O Home O Work O Cell

We may leave messages for you at: (check all that apply) O Home O Work O Cell O Do not leave message
I authorize Alpine Women’s Healthcare, P.C. to release any information on my medical condition to the following people:

Name: Relationship:

Name: Relationship:

CONSENT FOR TREATMENT, AGREEMENT OF FINANCIAL RESPONSIBILITY, AND ASSIGNEMENT OF BENEFITS:

I, the undersigned consent to treatment necessary for the care of the above named patient. | consent to the use and disclosure of my protected
health information for treatment, payment and operations and such other purposes that are permitted under the federal Health Insurance
Portability and Accountability Act without a written authorization. | further acknowledge full financial responsibility for any services rendered by
Alpine Women's Healthcare, P.C. | hereby assign all medical benefits, to include major medical benefits to which entitled to Alpine Women'’s
Healthcare, P.C. and other providers, if applicable. For those insurance plans for which Alpine accepts assignment, | accept personal responsibility
for all co-payments, deductibles, and non-covered services | authorize Alpine Women’s Healthcare, P.C. to file any claims for payment of patient
bills and assign all rights and benefits to Alpine Women’s Healthcare, P.C. as appropriate. | further agree, subject to state or federal law, to pay all
costs, attorney fees expenses and interest in the event that Alpine Women'’s Healthcare, P.C. has to take action to collect the same because of my
failure to pay incurred charges

PATIENT RIGHTS AND PRIVACY:

| understand that | have the right to refuse treatment and/or to change doctors and to be informed of the medical consequences of his/her action. |
understand that | have the right to be provided a copy of my complete patient rights upon my request. Furthermore, | acknowledge the receipt of
notice of Alpine Women’s Healthcare, P.C. health information practices, which describes how my health information can be used or disclosed and to
whom.

| have read this form and by signing this form | understand and agree to what it states.

Signature Date



Alpine Women's Healthcare, P.C.
Gynecol ogyt &t rOi cs O I ncontinence

499 East Hampden, Suite 350 O Englewood, Colorado 80113

303-744-3477 303-733-5848
Name: Preferred Name: Date:
Drug Allergies: Age: DOB:
Please complete this side of page only You Primary Care Physician:

PAST MEDICAL HISTORY Please ( & )

Pelvic or tubal problems
2. Vaginal problems, frequent infections, unexplained
bleeding
3. Abnormal pap smear
4.  Pain or bleeding with intercourse
5. DES exposure
6
7
8

Infertility
Breast problems
Headaches, convulsions or mood disorder; eating
disorder
9. Thyroid or other glandular disease
10. High blood pressure, heart disease or rheumatic fever
11. Lung disorder
12. Jaundice, hepatitis or other liver disorder
13. Stomach, bowel or gall bladder problems
14. Bladder or kidney problems
15. Anemia, blood disorder, phlebitis or clotting problems
16. Blood transfusions
17. Diabetes
18. Cancer
19. Birth defects or inherited problems
20. Arthritis, bone or joint problems, fibromyalgia
21. How many cigarettes do you smoke a day?
22. How many alcoholic drinks per week?
23. Other conditions

STAFF USE ONLY

24,
Date | Problem List:
25. MENSTRUAL HISTORY 26. FAMILY PLANNING
Last period started? Birth Control Pill Past Present Problem
Was it normal? mEE O O O
How many days apart are periods? IUD 0O 0O O
How long does your flow last? Diaphragm 0O O O
Other O
How many days are heavy? 0o o
Do you spot between periods? o
What age did you start your period? Sterilization: Male [
Female [J
27. PREGNANCY HISTORY Number of times pregnant:
Premature births: Miscarriages: Abortions: Living Children:
28. OPERATIONS OR OTHER HOSPITALIZATION
Mo./Yr. | lliness or Operation Complications
Yes No
/ O O
/ O O
/ O O
/ O O
/ O O
/ O O
/ O O
/ O O




History Form, Part Il Patient Name:

Social / Lifestyle

Marital status: Sexual orientation: Active: Y N
Highest grade, or degree, completed: Occupation:
Is your work satisfying? Stressful?

Which people can you count on for support in times of need?

Was your childhood pleasant, or difficult?

Any physical or sexual abuse, past or present?

Have you had problems with alcohol or substance abuse?

Do you engage in prayer, meditation, yoga, or other forms of stress management?

What do you do for fun?

Do you follow any dietary guidelines?

What types of exercise do you do, and how often?

Review of Systems: Please CIRCLE any that apply in the last 6 months.

Weight change Night sweats  Hot flashes Unusual fatigue Hair loss Headaches
Painful intercourse Chronic vaginal discharge Vaginal dryness Loss of sex drive

Mood swings Anxiety attacks Irritability Breast tenderness Nipple discharge
Memory/concentration difficulty Dizziness/Fainting Numbness Clumsiness

Increase of facial/body hair Acne Sleep disturbance Aching joints

Intolerance to heat or cold Vision change Hearing problems Earaches Sinus problems
Dental problems Easy bruising Swollen glands Rash Eczema Change in mole
Chest pain Irregular heartbeat Severe shortness of breath Chronic cough/wheeze
Frequent diarrhea/constipation Gas/bloating Blood in stool Loss of gas/stool control
Blood in urine Painful urination Urine leakage w/cough or sneeze Frequent infection

What else about you is important that is not covered by these forms?




PHONE MESSAGE CONSENT

Your physician or other staff members may need to contact you. Please fill out the information
below.

NAME

HOME PHONE

WORK PHONE

CELL PHONE

In an effort to protect your privacy, we have developed a policy regarding leaving medical
information.

We will not leave messages with anyone except the patient or legal guardian
We will not leave any information on an answering machine
We will not leave any messages on a voice mail....

UNLESS WE HAVE YOUR WRITTEN PERMISSION TO DO SO

Please read below and consider carefully whom you want to have access to your medical
information.

I, give Alpine Women’s Healthcare permission to leave phone
messages regarding my medical care at the following numbers. My medical care may be
discussed with the person(s) listed below.

My cell voice mail Initial
My home answering machine Initial
My office/work voice mail Initial
Spouse (name) Initial
Other (names) Initial
Initial
Initial
Signature Date

PLEASE INDICATE WHICH # 1S BEST TO REACH YOU DURING OUR OFFICE HOURS.



HIPAA Notice of Privacy Practices
Alpine Women’s Healthcare, P.C.

THIS NOTICE DESRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out
treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also describes
your rights to access and control your protected health information. “Protected health information™ is information about you,
including demographic information, that may identify you and that relates to your past, present, or future physical or mental health
or condition and related health care services.

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office
that are involved in your care and treatment for the purposes of providing health care services to you, to pay your health care bills,
to support the operation of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and
any related services. This includes the coordination or management of your health care with a third party. For example, we would
disclose your protected health information, as necessary, to a home health agency that provides care to you. For example, your
protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the
necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected information be disclosed to the health
plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business
activities of your physician’s practice. These activities include, but are not limited to, quality assessment activities, emp loyee
review activities, training of medical students, licensing, and conducting or arranging for other business activities. For example,
we may disclose your protected health information to medical school students that see patients at our office. In addition, we may
use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also
call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health
information, as necessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. These situations
include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight: Abuse or
Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and
Organ Donation: Research: Criminal Activity: Military Activity and National Security: Worker’s Compensation: Inmates:
Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary of the
Department of Health and Human Services to investigate or determine our compliance with the requirements of Section 164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity to
Obiject unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice
has taken an action in reliance on the use or disclosure indicated in the authorization.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy
practices with respect to protected health information. If you have any objections to this form, please ask to speak with our
HIPAA Compliance Officer in person or by phone at our Main Phone Number.



MEDICATIONS LIST

NAME: ACCTH#:

DATE MEDICATION DOSE SIG

DATE SUPPLEMENT/VITAMIN DOSE FREQUENCY




