Patient Yearly Update Form
Clear Information
Welcome to our office. We are committed to providing the best, most comprehensive care possible. We encourage you to ask questions.
Please assist us by providing the following information. All information is confidential and is released only with your consent.

PERSONAL INFORMATION:
Today’s Date
Last Name
Date of Birth

Sex

Age

Preferred Pharmacy

First Name

Middle Name

Social Security #

Drivers License #

Marital Status

Home Address

City

Home Phone

State

Cell Phone

Zip

Email

NOTIFY INCASE OF EMERGENCY:
Name
Phone Number

Relationship

INSURANCE INFORMATION:
Primary Insurance
Subscriber

Date of Birth

Policy #

Group #

Social Security #

I authorize Premier Women's Health to speak with and/or leave information about my visit
and/or financial information to the following individuals:
Name

Relationship

Phone Number

______________________
______________________
______________________
______________________
______________________

____________________
____________________
____________________
____________________
____________________

__________________
__________________
__________________
__________________
__________________

Patient Name (Printed) _____________________________________________________
Patient Signature __________________________________________________________
Date ____________________________________________________________________
Premier Women's Health
14231 Seaway Road, # 3004, Gulfport, MS 39503
Phone: 228-206-1905 Fax: 228-206-1917
www.mspwh.com

Patient Update History Form

If nothing has changed in the specified categories below, write N/A.
Patient Name __________________________

Date____________________

Reason for Visit ________________________

Age ____________

Primary Care Provider ___________________

Marital Status __________________________________

Date of Birth _______________

Past Medical History
Any new medical issues that have developed since your last visit? Examples: asthma, blood clots, caner, high blood
pressure, high cholesterol, heart disease, diabetes, thyroid disease, osteoporosis, etc.
_____________________________________________________________________________________________

GYNECOLOGIC/OBSTETRIC HISTORY:
Any new OB/GYN issues since you were last in? Examples: frequent Urinary tract infections, herpes, Sexually
transmitted diseases, incontinence, infertility, pregnancies, changes in bleeding, etc.
_____________________________________________________________________________________________
Have you received any vaccinations since your last visit? _______________________________________________
_____________________________________________________________________________________________
SURGICAL HISTORY: Write date and type any new surgeries. ___________________________________________
_____________________________________________________________________________________________
Current medications and supplements (with dosing and instructions): ____________________________________
_____________________________________________________________________________________________
Medications you are allergic to: _______________________________________ ☐Latex ☐Eggs ☐Iodine

FAMILY MEDICAL HISTORY:

Have any family members developed any illnesses or cancer since your last visit? If yes, who and what type?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

BASIC OB/GYN INFORMATION:

First day of last period _______ Last mammogram _______ Last Colonoscopy _______ Last DEXA scan _________
Are you planning a pregnancy in the next year? _____________________ _ If applicable, what are you using for
birth control? _____________________ _ Do you have any questions/concerns about your sexual life?
_____________________________________________________________________________________________

PERSONAL HEALTH HISTORY:
Occupation ___________________________________ What do you do for exercise? ________________________
Have you ever been physically, emotionally, or sexually abused? _________________________________________
Do you drink alcohol? Y/N Amount: Daily ____ Weekly _____ Monthly ________
Do you use tobacco? ☐Former ☐Never ☐Current- amount used _______

Premier Women's Health
14231 Seaway Road, # 3004, Gulfport, MS 39503
Phone: 228-206-1905 Fax: 228-206-1917
www.mspwh.com

Patient Financial Policy
Clear Financial
Your clear understanding of our Financial Policy is important to our professional relationship. Premier Women's Health, PLLC (PWH) is
committed to providing you with the best possible care and we are pleased to discuss our professional fees with you at any time. Please ask if
you have any questions about our fees, Financial Policy or your responsibilities.
To establish your financial account with PWH, you must first complete our Patient Registration Form and return it to the Front Office staff. It is
YOUR responsibility to notify us of any changes.
In our effort to better serve you and to alleviate unnecessary billing confusion over patient balances we require you to pay all your
copayments, deductibles, and co-insurance at the time of service.
We accept the following forms of payment: cash, checks and all major credit cards. As a convenience to our patients, we will assist you with
applying for care credit for certain procedures, surgeries and/or deliveries.
The parents (or guardians) of minors treated at PWH are financially responsible for full payment of the minor's account.
INSURANCE
Insurance is a contract between you and your insurance company. We are NOT a party to this contract. We file insurance claims as a courtesy
to our patients. We will not become involved in disputes between you and your insurance company regarding deductibles, co-payments,
coinsurance, covered charges, secondary insurance and/or coordination of benefits, "usual and customary" charges, pre-existing conditions,
etc., other than to supply factual information as necessary.
Insurance companies require that all claims must be submitted within a specified time of service. If there are any changes to your insurance
policy, you must notify us and update your Patient Registration Form, or you may be financially responsible for any amounts denied by
insurance.
If your insurance company has not paid the full balance for any office visit, procedure, surgery or delivery within sixty (60) days; PWH may
deem the balance your responsibility. We will mail you a statement every 30 days at which time any unpaid balances are due and payable upon
receipt. If payments of any remaining balances have not been made within ninety (90) days of receiving your first statement, your entire
balance may be sent to an outside collection service. You will be responsible for any additional expense of collections, including but not limited
to, collection service fees and attorney's fees.
All prior balances must be paid in full prior to entering an OB Addendum or Surgical Addendum.
PPO/HMO
Each time you make an appointment with any provider at PWH, it is your responsibility to make sure your provider and PWH are currently
under contract with your plan. Verification of your plan is required: therefore, you must show your current card to our Front Office Staff at
check in for each visit. If we are not currently a participating provider in your Insurance Plan, you are responsible for full payment of your visit
at the time of service.
MEDICARE/MEDICAID
The federal government requires that all Medicare/Medicaid claims be filed directly by PWH. Therefore, you must show your current
Medicare/Medicaid card to our Front Office Staff at check in.
By signing below, you acknowledge that you have received a copy of this notice. You further acknowledge that you have read and understand
the information contained in this Financial Policy.

_________________________________________________________________

Patient Name (Printed)

_____________________________________________________
Patient Signature
_____________________________________________________
Date

Premier Women's Health
14231 Seaway Road, # 3004, Gulfport, MS 39503
Phone: 228-206-1905 Fax: 228-206-1917
www.mspwh.com

Patient Privacy Policy
Clear Privacy
PATIENT PRIVACY NOTICE
Health Information Portability and Accountability Act (HIPAA)
THIS NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED AND DISCLOSED AND HOW YOU CAN GAIN ACCESS TO THIS
INFORMATION. PLEASE READ IT CAREFULLY.
Your privacy and safeguarding your medical information are critical concerns to us here at Premier Women's Health, PLLC. The Federal
Government's Health Information Portability and Accountability Act (HIPAA) requires that every patient receive notification about how the
details of their current or past health condition (Protected Health Information or PHI) are disclosed to those outside our practice. We agree
with this policy and will do our utmost to protect personal information about you that our practice may have in your record. Although our
policy is to disclose information only after receiving a written release from you, or from someone legally responsible for you, we will disclose
information to persons or organizations outside the practice under certain conditions. These circumstances include but are not limited to, filing
insurance claims, communicating with other doctors or organizations (hospitals, labs, health care agencies and governmental agencies), or
performing those tasks necessary to conduct your medical care.
Given the complexity of modern medicine, and the insurance industry, there are several appropriate circumstances in which we will need to
disclose or use your PHI without your specific written consent. These uses are best described in terms of the following categories:
For Treatment: In order to undertake, coordinate, or complete a patient's treatment we may need to disclose PHI to nurses, pharmacists,
doctors, lab technicians, X-ray technicians and other individuals involved in your care.
For Health Care Operations: We may use or disclose your PHI to others in connection with review of our practice carried out as part of a quality
assurance programs or record reviews conducted by outside insurance agencies or governmental agencies responsible for regulating medical
practices or insuring compliance with existing regulations. If these reviews are conducted, we will make every attempt to protect your identity
and the anonymity of our patients while complying with the review. However, enough material may need to be disclosed that could possibly
reveal your PHI.
Appointment Reminders or Verification: We may need to disclose PHI about you in connection with appointment reminders by phone or by
mail. Simply by identifying ourselves as a caller, other persons may learn that you are under our care. We will make every effort to be discreet,
but your information may need to be used to remind you of an appointment or verify to others that you have an appointment.
Individuals Involved in your Care: Our practice may disclose PHI to friends or family members who are involved in our patient's care.
Information will be disclosed with the intent of insuring the accurate conduct of care, or to answer questions about appropriate delivery of
care.
Research/Medical Literature: Our doctors participate in research, which may involve collection and use of your PHI in connection with a study,
journal article, or educational program. Before using your information, a valid authorization to do so will be specifically requested from you.
You are under no obligation to participate in any research being conducted.
As Required by Law or to Avert a Serious Threat to Health or Safety: PHI may be disclosed or used when required by public law. An example of
this is the requirement to release specific patient information when certain kinds of communicable diseases are discovered.
For Payment: Our practice may use or disclose PHI to third-party payers (insurance companies or Government Agencies) so that we may
receive payment for treating you.
By signing below, you acknowledge that you have received a copy of this notice. You further acknowledge that you have read and
understand the information contained in this HIPAA Privacy Notice.
_________________________________________________________________

Patient Name (Printed)

_____________________________________________________
Patient Signature
_____________________________________________________
Date

Premier Women's Health
14231 Seaway Road, # 3004, Gulfport, MS 39503
Phone: 228-206-1905 Fax: 228-206-1917
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Cancellation and No- Show Policy
Clear No-Show
Premier Women's Health's goal is to provide excellent medical care to our patients in a timely manner. To better serve the needs of our
patients, beginning February19, 2018, a Cancellation and No-Show Policy will be enforced. This will allow us to better accommodate patients
that need to be seen by our providers.
Please read each paragraph below and initial to the left acknowledging your understanding of our office policies.
________ Appointments: We require that you call and give our staff at least 24 hours (1 business day) notice to cancel or reschedule your
appointment. If the appointment is not cancelled or rescheduled at least 24 hours (1 business day) in advance you will be charged a
$40.00 fee for the missed visit and an additional $40.00 to be applied to the next scheduled appointment. Arriving 15 minutes late
without prior notice to your appointment is considered a late cancellation and is subject to the same $40.00 fee.
________ In-office procedure appointments: We require that you call and give our staff at least 72 hours (3 business days) notice to cancel or
reschedule the in-office procedure appointment. If the appointment is not cancelled or rescheduled at least 72 hours (3 business
days) in advance you will be charged a $150.00 fee.
________ Surgeries: We require that you call and give our staff at least 72 hours (3 business days) notice to cancel or reschedule your
scheduled surgery. If the surgery is not cancelled or rescheduled at least 72 hours (3 business days) in advance you will be charged a
$200.00 fee.
________ Rescheduled appointments/surgeries: If an appointment/surgery has been rescheduled for two consecutive times, the fee will be
applied to the type of rendered service and the third rescheduled appointment will result in pre-payment for rendering services. If
you fail to keep the third rescheduled appointment and/or surgery date you could be dismissed from the practice.
All fees must be paid in full prior to scheduling your next appointment and/or surgery. This is nonrefundable and will not be covered by your
insurance company.
By signing below, you acknowledge that you have read and understand the policies. I also understand that such terms may be amended
periodically by the practice.

_________________________________________________________________

Patient Name (Printed)

_____________________________________________________
Patient Signature
_____________________________________________________
Date

Premier Women's Health
14231 Seaway Road, # 3004, Gulfport, MS 39503
Phone: 228-206-1905 Fax: 228-206-1917
www.mspwh.com

