



MidMichigan Obstetrics & Gynecology * 3016 W. Wackerly St. * Midland, MI 48640 * T 989-631-6730 / F 989-631-4968
PRENATAL DIAGNOSIS SCREENING EVALUATION
Patient 
Name 						 DOB 			
Significant Other 
Name 						 DOB 			 Occupation 					
Father of Baby (IF DIFFERENT THAN SIGNIFICANT OTHER)
Name 						 DOB 			 Occupation 					

Physicians
OB 						 Pediatrician 								

Does your family or the biological father of the baby’s family have the following ethnic background:
Yes 	No 	Southeast Asia, Taiwan, China, or the Philippines
Yes 	No 	Italy, Greece, or the Middle East
Yes 	No 	Eastern European (Ashkenazi) Jewish
Yes 	No 	French Canadian
Yes 	No 	African American, African, or Black
Have you or your partner been tested for thalassemia?		Yes 	No 
Have you or your partner been tested for Tay Sachs?		Yes 	No 
Have you or your partner been tested for sickle cell anemia?	Yes 	No 

Have you, the baby’s biological father, or anyone in either of your families ever had any of the following?
Yes 	No 	Down Syndrome
Yes 	No 	Neural Tube Defect (e.g. spina bifida, anencephaly)
Yes 	No 	Hemophilia or Other Bleeding Disorders
Yes 	No 	Muscular Dystrophy
Yes 	No 	Cystic Fibrosis
Yes 	No 	Huntington’s Disease
Yes 	No 	Heart Defect (from birth)
Yes 	No 	Do you or the baby’s father have any relatives with mental retardation or developmental delay?
Yes 	No 	Does anyone in either of your families have a genetic defect, or chromosome abnormality not listed?
If “yes”, please explain: 																
															
															

Yes 	No 	Have you or the baby’s biological father had a stillborn child, or three or more first trimester miscarriages?
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Date: _________________Legal Name: ________________________________________ DOB: __________________  
Maiden Name: ____________________________________ Preferred Name: _________________________________
Birth Sex: ___Female ___Male
Identifies as: ___F ___F-to-M Transgender ___M ___M-to-F Transgender ___Non-conforming Gender ___Other 
Medical Sex: ___Female ___Male
Preferred Pronoun Sex: ___Female ___Gender Neutral ___Male
Administrative Sex: ___Female ___Male 
Sexual Orientation: ___Asexual ___Bisexual ___Gay ___Heterosexual ___Lesbian ___Other 
Relationship status: _____Single _____Married _____Divorced _____Widowed ____ Separated _____Partner
Race: _______________________ Ethnicity: _________________________ Language: _________________________
Occupation: 						 Employer: 							
REASON FOR VISIT ______________________________________________________________________________
CHIEF COMPLAINT IF FOR PROBLEM VISIT_______________________________________________________
PRIMARY CARE PHYSICIAN 											
ALLERGIES (Please list all allergies AND reactions) ____________________________________________________________________________________________________________________________________________________________________________________________________
PAST MEDICAL HISTORY
Medications (name, dosage, frequency):__________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________
Preferred Pharmacy: 								 Location: 				
Illnesses/diagnoses:__________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________
Surgeries/Hospitalizations(dates):_______________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________
SOCIAL HISTORY
Alcohol 	_____Never  _____Occasional 	_____Moderate   _____Daily
Tobacco	_____Never  _____Occasional	_____Moderate   _____Daily
Illicit Drugs 	_____No     	   Yes 		Type/Frequency_____________________________________________
History of, or current physical or sexual abuse _____No ______Yes
PATIENT NAME: _______________________________  DOB: __________________  DATE: ___________________

BLOOD PRODUCTS
In an emergency, would you accept a blood transfusion? Yes 	 No 		
If “no”, why? 														
Please mark below if there is a personal or family history of any of the following cancers. If yes, then indicate family relationship and age at diagnosis in the appropriate column. Consider parents, children, brothers, sisters, grandparents, aunts, uncles, and cousins.
	
	YOU
	SIBLINGS/CHILDREN
	MOTHER’S SIDE
	FATHER’S SIDE

	For example:
Colorectal cancer
	N/A
	Brother 36 yrs
	Aunt 44 yrs
Cousin 58 yrs
	Grandfather 65 yrs

	· Breast Cancer
	
	
	
	

	· Ovarian Cancer
	
	
	
	

	· Uterine (endometrial) cancer
	
	
	
	

	· Colorectal cancer
	
	
	
	

	· 10 or more colon polyps
	
	
	
	



FAMILY HISTORY
Age		Diseases						If Deceased, Cause of Death
Father 		_____		__________________________________		________________________
Mother		_____		__________________________________		________________________
Brother(s)	_____		__________________________________		________________________
		_____		__________________________________		________________________
		_____		__________________________________		________________________
Sister(s)	_____		__________________________________		________________________
		_____		__________________________________		________________________
		_____		__________________________________		_______________________ Children  M/F	_____		__________________________________		________________________
	   M/F	_____		__________________________________		________________________
	   M/F	_____		__________________________________		________________________
	   M/F	_____		__________________________________		________________________

PREGNANCY AND BIRTH HISTORY
# of pregnancies:______ # of term deliveries:______ # of preterm deliveries:______ # of miscarriages/abortions:_______
# of living children:______       Type of delivery (vaginal or cesarean section):___________________________________
Pregnancy Complications: 																											
MENSTRUAL HISTORY
First date of Last Menstrual Period _________________ Age periods began: ____ Contraception:___________________
Periods occur every _____days, and last for _______ days. Flow is: Light / Moderate / Heavy? Clots? ________________

Please describe any irregularities: ______________________________________________________________________
__________________________________________________________________________________________

PATIENT NAME: _______________________________  DOB: __________________  DATE: ___________________
PATIENT INFORMATION FORM SYSTEM REVIEW
(MD NOTE: Ext ROS= > 2 systems, Complete ROS = > 10 systems = pert positive + all others ‘negative’)
	GENERAL
	NO
	YES
	GASTROINTESTINAL CONT.
	NO
	YES

	   Appetite loss
	
	
	   Hemorrhoids
	
	

	   Chills
	
	
	   Heartburn
	
	

	   Fatigue
	
	
	   Incontinence of Stool
	
	

	   Fever
	
	
	 FEMALE GENITOURINARY  
	
	

	   Night Sweats
	
	
	   Absence of Menstruation
	
	

	   Weight gain
	
	
	   Blood in Urine
	
	

	   Weight loss
	
	
	   Dysmenorrhea (Painful)
	
	

	SKIN
	
	
	   Frequency (Urinating)
	
	

	   Bruising
	
	
	   Menorrhagia (Heavy)
	
	

	   Dryness
	
	
	   Menstrual Irregularities
	
	

	   Hair Growth
	
	
	   Painful Intercourse
	
	

	   Hair Loss
	
	
	   Painful Urination
	
	

	   New Lesions
	
	
	   Pelvic Pain
	
	

	HEENT
	
	
	   Vaginal Discharge
	
	

	   Wear contacts/glasses
	
	
	   Vaginal Dryness
	
	

	   Hearing loss
	
	
	   Vaginal itching/burning
	
	

	   Nose bleeds
	
	
	   Decreased libido
	
	

	   Dental problems
	
	
	   Hot flashes
	
	

	NECK
	
	
	   Sexual difficulty
	
	

	   Neck pain
	
	
	   Vulvar lesion
	
	

	   Neck Stiffness
	
	
	   Urine leakage
	
	

	   Swollen glands
	
	
	MUSCULOSKELETAL
	
	

	RESPIRATORY
	
	
	   Back Pain
	
	

	   Cough
	
	
	   Joint Pain
	
	

	   Difficulty Breathing
	
	
	   Muscle Cramps
	
	

	   Snoring
	
	
	   Muscle Pain
	
	

	   Shortness of Breath
	
	
	   Varicose Veins
	
	

	BREAST
	
	
	NEUROLOGICAL 
	
	

	   Breast mass
	
	
	   Dizziness
	
	

	   Breast pain
	
	
	   Headaches
	
	

	   Nipple discharge
	
	
	   Visual Changes
	
	

	   Skin changes
	
	
	PSYCHIATRIC
	
	

	   Breast cysts
	
	
	   Anxiety
	
	

	CARDIOVASCULAR
	
	
	   Depression
	
	

	   Chest pain
	
	
	   Frequent crying
	
	

	   Elevated Blood Pressure
	
	
	   Inability to concentrate
	
	

	   Fainting/Blacking Out
	
	
	   Insomnia
	
	

	   Murmur
	
	
	   Memory loss
	
	

	   Rapid Heart Rate
	
	
	ENDOCRINE
	
	

	   Slow Heart Rate
	
	
	   Cold Intolerance
	
	

	GASTROINTESTINAL 
	
	
	   Excessive Thirst
	
	

	   Abdominal Pain
	
	
	HEMATOLOGY
	
	

	   Bloating
	
	
	   Anemia
	
	

	   Change in Bowel Habits
	
	
	   Blood Clots
	
	

	   Constipation
	
	
	   Past Transfusions
	
	

	   Diarrhea
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Patient Authorization

1. I authorize the release of any information necessary to process my insurance claim.

2. I authorize payment of medical benefits to my physician.

3. I authorize release of my medical records to my referring and/or family physician.

4. I authorize medical information/test results to be delivered to me via email or answering machine.

5. I authorize and I give my consent for my medical information to be discussed, and/or sent to the below named person.



Signature: ______________________________________________________________________ Date: _______________________



Please Print Name: _______________________________________________________________DOB:________________________



Name of Person to Release Information to: _________________________________________________________________________



Consent for Minors



Name of minor child: ______________________________________________________________ DOB: _______________________



Relationship to minor child: _____________________________________________________________________________________



Name of Person(s) to release information to: _______________________________________________________________________







Acknowledgement of Receipt of Notice of Privacy Practices (HIPPA Consent)

The undersigned patient of legally authorized representative (Agent) of the patient acknowledges that he or she personally received the information, or was offered a copy of the information, contained I the practice’s Notice of Privacy Policy on the date indicated below.



Signature: _______________________________________________________________________Date: _______________________



If a patient or agent is unwilling to sign, a good faith effort to obtain this acknowledgement was made on ____________________(date)  by _______________________________________________________.



Signed: _________________________________________________________________________Date: _______________________









For All Medicare Patients

Please read and sign below. This gives us the authority to bill Medicare for you. I request that payment of authorized Medicare benefits be made to either me or on my behalf to MidMichigan Obstetrics and Gynecology, P.C. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable for related services.



Signed: _________________________________________________________________________ Date: ______________________









For Medicare Patients Having Yearly Examinations

Certain test that you are about to receive may or may not be reimbursed by Medicare. Medicare will pay for your screening pap smear, pelvic exam, and breast exam every 24 months. Medicare will not cover the cost of annual physical exams or stool testing for blood (ColoCare). Your signature below acknowledges your understanding of Medicare non-coverage and your agreement to pay for this service. This facility will submit a claim to Medicare on your behalf. Medicare will send you a written notification stating if this was a covered service. This will come in the form of an Explanation of Benefits, or a Notice of Medicare Claim Determination. This is to acknowledge that I have received this notice date, and fully understand its contents. I understand that I am financially responsible for all charges not covered by Medicare.



Signed: __________________________________________________________________________ Date: _____________________
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  P LEASE FILL   OUT  COMPLETELY .  DRAW A LINE THROUGH A SECTION OR PUT N/A IF NOT APPLICABLE       Date:   _________________________  Who   are you seeing today?   _ ________________________ ____________     Legal  Name: ___________________________________________________________________ ____________                   Last                                                            First                                                                                Middle                                       Address:   ___________________________________________________________________ ___ ____________                     Street                                                                                          City                                                                State                                               Zip     Home Ph one:   _______________ ____   Work Phone:   _______________ ____   Cell Phone:________________ ___     Date of Birth : _ ___________ _   Age:   ____ __   SSN:_____________ __   E - Mail: ___________________________     Re l ationship   Status:  S ___   M ___ D___ W___ Sep ___  Partner ___  Maiden Na me: ________________________     Name of Spouse if applicable: _________________________ _________   Spouse Birth Date:   ____________ ___     Spouse’s SSN: ____________________ __   Spouse’s Employer:   ____________________________ __________     Patient’s Employer: ___________________________________  Occupation: ___________________________     Employer’s Address: ________________________________________________________________________     Next of Kin: _____________________ ______   Relationship: __________ _____ ___   Phone: _____________ ___     Referred to this office b y: ________________________________________________________ ____________     Patient’s family doctor: __________________________________________________________ ____________                 Last name         First  name     Primary Insurance: _______________ ____   Subscriber: _____________ _______   Subscriber DOB: _________ _     Relationship to patient: ____________ __________  Contract #: _______________ __   Group #: _____________     Secondary Insurance: _____________ ____   Subscri ber: _____________ ______   Subscriber DOB: _________ __     Relationship to patient: ____________ __________  Contract #: _______________ __   Group #: _____________     Person responsible for bill:  _______________________________________________________ ____________     Address (if different than patient): __________________________________________________ ____________       How would you like to receive electronic reminders? (Please Circle)   Phone   / Text / Em ail   If you have chosen to be notified by phone you will receive a call on the number you have listed as  your  home phone.  
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PLEASE FILL OUT COMPLETELY. DRAW A LINE THROUGH A SECTION OR PUT N/A IF NOT APPLICABLE





Date: _________________________ Who are you seeing today? _____________________________________



Legal Name:_______________________________________________________________________________

             	Last                                                  		  First                                                                          		Middle                                 



Address: __________________________________________________________________________________

                Street                                                                                          City                                                              State                                             Zip



Home Phone: ___________________ Work Phone: ___________________ Cell Phone:___________________



Date of Birth: _____________ Age: ______ SSN:_______________ E-Mail: ___________________________



Relationship Status: S___ M___ D___ W___ Sep___ Partner ___ Maiden Name: ________________________



Name of Spouse if applicable: __________________________________ Spouse Birth Date: _______________



Spouse’s SSN: ______________________ Spouse’s Employer: ______________________________________



Patient’s Employer: ___________________________________ Occupation: ___________________________



Employer’s Address: ________________________________________________________________________



Next of Kin: ___________________________ Relationship: __________________ Phone: ________________



Referred to this office by: ____________________________________________________________________



Patient’s family doctor: ______________________________________________________________________

			     	Last name				First name



Primary Insurance: ___________________ Subscriber: ____________________ Subscriber DOB: __________



Relationship to patient: ______________________ Contract #: _________________ Group #: _____________



Secondary Insurance: _________________ Subscriber: ___________________ Subscriber DOB: ___________



Relationship to patient: ______________________ Contract #: _________________ Group #: _____________



Person responsible for bill: ___________________________________________________________________



Address (if different than patient): ______________________________________________________________





How would you like to receive electronic reminders? (Please Circle) Phone / Text / Email

If you have chosen to be notified by phone you will receive a call on the number you have listed as your home phone.
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MidMichigan Obstetrics and Gynecology, P.C.     Patient Authorization   1.   I authorize the release of any information necessary to process my insurance claim.   2.   I authorize payment of medical benefits to my physician.   3.   I authorize release of my medical records to my   referring and/or family physician.   4.   I authorize medical information/test results to be delivered to me via email or answering machine.   5.   I authorize and I give my consent for my medical information to be discussed, and/or sent to the below named person.     Sig nature: ______________________________________________________________ ________   Date: _________________ ______     Please Print Name: _______________________________________________________________ DOB: __________ ______________     Name of Person to Release Informat ion to: __________________________________________________________ _______________     Consent for Minors     Name of minor child: ______________________________________________________________ DOB: _______________________     Relationship to minor child:  _____________________________________________________________________________________     Name of Person(s)  to release information to: _______________________________________________________________________         Acknowledgement of Receipt of Notice of Privacy P ractices (HIPPA Consent)   The undersigned patient of legally authorized representative (Agent) of the patient acknowledges that he or she personally re ceived the information, or  was offered a copy of the information, contained I the practice’s Notice of  Privacy Policy on the date indicated below.     Signature: _______________________________ ________________________________________ Date: _________________ ______     If a patient or agent is unwilling to sign, a good faith effort to obtain this acknowledgement was   made on   ____________________(date)   b y ______________________ _________________________________.     Signed: ________________________________________________________________ _________ Date: _________________ ______           For All Medicare Patients   Please read and s ign below. This gives us the authority to bill Medicare for you. I request that payment of authorized Medicare benefits be ma de to  either me or on my behalf to MidMichigan Obstetrics and Gynecology, P.C. I authorize any holder of medical information about  me to release to the  Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payabl e for related services.     Signed: ________________________________________________________________ _________   Date: _________________ _____           For Medicare Patient s   Having Yearly Examinations   Certain test that you are about to receive may or may not be reimbursed by Medicare. Medicare will pay for your screening pap   smear, pelvic exam, and  breast exam every 24 mo nths. Medicare will not cover the cost of annual physical exams or stool testing for blood (ColoCare). Your signature below  acknowledges your understanding of Medicare non - coverage and your agreement to pay for this service. This facility will submit a cla im to Medicare on  your behalf. Medicare will send you a written notification stating if this was a covered service. This will come in the form  of an Explanation of Benefits, or  a Notice of Medicare Claim Determination. This is to acknowledge that I have re ceived this notice date, and fully understand its contents. I understand  that I am financially responsible for all charges not covered by Medicare.     Signed: _________________________________________________________________ _________   Date: _______________ ___ __ _    


