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TO BE COMPLETED ON VISITS FOR WELL WOMAN EXAMS 

Patient Name: 

Date: -------------,---­
Doctor: 

Insurance issues, requirements and coverage are ever changing. We are making every effort to 
be in compliance and to eliminate payment denials before they occur. Your insurance plan mayor 
may not cover routine preventative services (well woman exam). 

We are legally obligated to assign procedure codes based on the service provided to you, whether 
it is a well woman exam or a visit to take care of problems or both. We cannot change the coding 
later to cause the insurance company to pay for a non-covered service. 

Based on the kind of coverage you have, some or all of this cost may have to be billed to 
you. 

Please keep in mind that while the appointment may be just for a physical or just for problems, if 
both kinds of services are provided during a visit, then both services may be billed. If both, 
services are billed, you may be responsible for paying a co-payment for each service, 
depending on your insurance coverage. 

Please indicate below the purpose of your visit as you understand it. We thank you for taking time 
to complete this form. We are making every effort to comply with governmental rules and the rules 
of all insurance plans for claims submission. We appreciate the help of our patients in this 
endeavor. 

Patient Signature 
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Name:------- _ Date: ----------­

Annual Medical I Ipdate 
Please fill out this form to help update us on your health status and relevant medical issues since your last visit. 

j\ge: _ Date of Bilih: _ 

Today's visit is for: ___ 1. AmIual health exam 

--- 2. Focus on a specific gynecological probleJffi (explain):..---­

o Last PAP date 0 AllY history abnormal F'APs? Y N 
o Primary Care Dr. 0 Any history abnormal breast exam/mammogram Y N 

Current Medical Conditions: (i.e., high blood pressure, diabetes, migraines etc.) 

1. 3. 5. 
2. 4. _ 

Medications & Dose. . . . . . . . . . . . . . . . . . . . . . . . . . .. Reason for taking 
1. 1. , 
2. 2. _ 

3. 3. 

4. 4. 
5. 5. 
Allergies Reaction 

1. 1. 

2. 2. 
3. 3. _ 

4. 4. 

Surgeries and dates (all surgeries) 

Hospitalizations & dates 

Falnily History: 
Breast cancer--­ Y 
(~olon cancer -------­ Y 
Diabetes Y 

N 
N 
N 

Ovarian cancer ------------­ Y 
Heart disease ------------­ Y 
Other ----------------­ Y 

N 
N 
N 

Y N 

Y N 
Y N 

Y N 
Y N 
Y N 

Please check any condition that applies to you: 
Do you s1110ke cigarettes? Y N 
i\lTIOunt per day? _ 
'Would you like to quit? 
Do you routinely wear a seatbelt? 
Do you feel safe at home, 
physically & emotionally? 
Are you physically active? 
Do you exercise? 
Do you. ·avoid excessive alcohol 
consumption? 

Any complaints with: 

Lungs Y 

Heart Y 

Appetite Y 

Weight Y 

Headache Y 

N 

N 

N 

N 

N 

Skin problems 

Visual changes 

HearingNision 

Kidneys/Bladder 

Vaginal discharge 

Y 

Y 

Y 

Y 

Y 

N 

N 

N 

N 

N 
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