
Fem Care Health Associates, PC 
Notice of Privacy Practices 

 
This notice describes how health information about you may be used and disclosed and how you can 
get access to this information.  Please review it carefully. If you have any questions about this Notice 
please ask our Receptionist. 
 
This Notice of Privacy Practice describes how we may use and disclose your protected health 
information to carry out treatment, payment or health care operations and for other purposes that are 
permitted or required by law. It also describes your right 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 you past, present or future condition and related 
health care services. 
 
We are required to abide by the terms of this Notice of Privacy Practices. We may change the terms of 
our notice, at any time. The new notice will be effective for all protected health information that we 
maintain at that time. 
 
1. Uses and Disclosures of Protected Health Information 
 
Treatment:  We may use or disclose your protected health information to a physician, dentist or other 
health care provider who is providing treatment to you. 
 
Payment:  We may use and disclose your protected health information to obtain payment for services 
we provide you. 
 
Healthcare Operations:  We may use or disclose your protected health information in order to support 
the business activities of our practice.  These activities include, but are not limited to, credentialing and 
conducting or arranging for other business activities. 
 
For example, we may disclose your protected health information to medical school students that see 
patient 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,  We may also call you by name in the waiting room when we are 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 share your protected health information with business associates that 
perform various activities such as legal and accounting services, billing and transcription for the 
practice. 
 
Other Involved in Your Healthcare:  Unless you object, we may disclose to a member of your family, 
a relative, a close friend or any other person you identify, your protected information that directly 
relates to that person's involvement in your health care. If you are unable to agree or object such a 
disclosure, we may disclose such information as necessary if determine that it is in your best interest 
based on our professional judgment. 
 
Minors:  Under New York State Law, you have the right to confidential communication with your 
physician, regardless of your age. 
 
Emergencies:  We may use or disclose your protected health information in an emergency treatment 
situation. 
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Communication Barriers:  We may use and disclose your protected health information if our staff 
attempts to obtain consent from you but is unable to do so due to substantial communication barriers 
and our staff determines, using professional judgment, that you intent to consent to use or disclosure 
under the circumstances. 
 
Required by Law:  We may use and disclose your protected health information to the extent that law 
requires the use or disclosure. The use or disclosure will be made in compliance with the law and will 
be limited to the relevant requirements of the law. 
 
Public Health:  We may use and disclose your protected health information for public health activities 
and purposes to a public health authority that is permitted by law to collect or receive the information. 
The disclosure will be made for the purpose of controlling disease, injury or disability. We may also 
disclose your protected health information, if directed by the public health authority, to a foreign 
government agency that is collaborating with the public health authority. 
 
Communicable Diseases:  We may use and disclose your protected health information, if authorized 
by law, to a person who may have been exposed to a communicable disease or may otherwise be at risk 
of contacting or spreading the disease or condition. 
 
Health Oversight:  We may disclose protected health information to a health oversight agency for 
activities authorized by law, such as audits, investigations, and inspections. Oversight agencies seeking 
this information include government agencies that oversee the health care system, government benefit 
programs, other government regulatory programs and civil rights laws. 
 
Food and Drug Administration:   We may disclose your protected health information to a person or 
company required by the Food and Drug Administration to report adverse events, product defects or 
problems. Biologic product deviations, track products; to enable product recalls; to make repairs or 
replacements, or to conduct post marketing surveillance, as required. 
 
Worker's Compensation:  Your protected health information may be disclosed by us as authorized to 
comply with workers' compensation laws and others similar legally-establishes programs. 
 
Abuse or Neglect:   We may disclose your protected health information to a public health authority 
that is authorized by the law to receive reports of child abuse or neglect.  In addition, we may disclose 
your protected health information if we believe that you have been a victim of abuse, neglect or 
domestic violence to the government entity or agency authorized to receive such information. In this 
case, the disclosure will be made consistent with the requirements of applicable federal and state laws. 
 
Legal Proceedings:   We may disclose your protected health information in the course of any judicial 
or administrative proceeding, in response to an order of a court or administrative tribunal (to the extent 
such disclosure is expressly authorized), in certain conditions in response to a subpoena, discovery 
request or other lawful process. 
 
Law Enforcement:   We may also disclose protected health information, so long as applicable legal 
requirements are met, for law enforcement purposes. There law enforcement purposes include (1) legal 
processes and otherwise required by law, (2) limited information requests for identification and location 
purposes, (3) pertaining to victims of a crime, (4) suspicion that death has occurred as a result of 
criminal conduct, (5) in the event that a crime occurs on the premises of the practice, and (6) medical 
emergency (not on the Practice's premises) and it is likely that a crime has occurred. 
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Coroners, Funeral Directors, and Organ Donation:  We may disclose protected health information 
to a coroner or medical examiner for identification purposes, determining cause of death or for the 
coroner or medical examiner to perform other duties authorized by law. We ,ay also disclose protected 
health information to a funeral director, as authorized by law, in order to permit the funeral director to 
carry out their duties. We may disclose such information in reasonable anticipation of death. Protected 
health information may be used and disclosed for cadaver, organ, eye or tissue donation purposes. 
 
Research:  We may disclose your protected health information to researches when an institutional 
review board that has reviewed the research proposal and established protocols to ensure the privacy of 
your protected health information has approved their research. 
 
Criminal Activity:  Consistent with applicable federal and state laws we may disclose your protected 
health information, if we believe that the use or disclosure is necessary to prevent or lessen a serious 
and imminent threat to the health or safety of a person or the public. We may also disclose protected 
health information if it is necessary for the law enforcement authorities to identify or apprehend an 
individual. 
 
Military Activity and National Security:  When the appropriate conditions apply, we may use or 
disclose protected health information of individuals who are Armed Forces personnel (1) for activities 
deemed necessary by appropriate military command authorities; (2) for the purpose of a determination 
by the Department of Veterans Affairs of your eligibility for benefits, or (3) to foreign military authority 
if you are a member of that foreign military services. We may also disclose your protected health 
information to authorized federal officials for conducting national security and intelligence activities, 
including for the provision of protective services to the President or others legally authorized. 
 
Inmates:  We may use or disclose your protected health information if you are an inmate of a 
correctional facility. 
 
2. Your Rights 
 
You have the right to inspect and copy your protected health information.  This means you may 
inspect and obtain a copy of protected health information about you for as long as we maintain the 
protected health information. 
 
Under federal law, however, you may not inspect or copy the following records; psychotherapy notes; 
information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action 
or proceeding, and protected health information that is subject to law the prohibits access to protected 
health information. Depending on the circumstances, a decision to deny may be reviewable. In some 
circumstances, you may have a right to have this decision reviewed. Please contact our Receptionist if 
you have questions about access to your medical records. 
 
You have the right to request a restriction of you protected health information.  This means you 
may ask us not to use or disclose any part of your protected health information for the purposes of 
treatment, payment or healthcare operations. You may also request that any part of your protected 
health information not be disclosed to family members or friends who may be involved in your are or 
for the notification purposes as described in this Notice of Privacy Practices. Your request must state 
the specific restriction requested and to whom you want the restriction to apply. 
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We are not required to agree to a restriction that you may request. If we believe it is in your best 
interest to permit use and disclosure of your protected health information, your protected health 
information will not be restricted. If we agree to the requested restriction, we may not use or disclose 
your protected health information in violation of that restriction unless it is needed to provide 
emergency treatment. 
 
You have the right to request to receive confidential communications from us by alternative 
means or at an alternative location.  We will accommodate reasonable requests. We may also 
condition this accommodation y asking you for information as how payment will be handled or 
specification of an alternative address or other method of contact. We will not request an explanation 
from you as to the basis for the request. 
 
You may have the right to have us amend your protected health information.  This means you may 
request an amendment of protected health information about you for as long as we maintain this 
information. In certain cases, we may deny your request for an amendment. 
 
3.Complaints 
 
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy 
rights have been violated. You may file a complaint with us by notifying our Receptionist. We will not 
retaliate against you for filing a complaint. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Date _______________ 



Fem Care Health Associates, PC 
 

PATIENT MEDICAL HISTORY 
 

NAME__________________________________________ DOB_______________ AGE______ HEIGHT________ 

MARITAL STATUS_______________________________ FAMILY MD ___________________________________ 

HOME PHONE ___________________ OCCUPATION____________________ WORK PHONE_______________ 

NAME OF SPOUSE _______________________ OCCUPATION__________________ PHONE________________ 

EMERGENCY CONTACT NAME & RELATIONSHIP___________________________ PHONE_______________ 

A. MENSTRUAL HISTORY (complete this section if you are post-menopausal or no longer have periods) 

 

* AGE PERIOD BEGAN ________  * PERIODS OCCUR EVERY ________ DAYS    * DURATION OF BLEEDING_______ DAYS 

* BLEEDING/SPOTTING BETWEEN PERIODS?  YES  NO   * BLEEDING/SPOTTING AFTER INTERCOURSE?  YES  NO 

* FIRST DAY OF LAST MENSTRUATION PERIOD (M/D/Y) _________________________ *PAIN WITH PERIODS?  YES  NO 

* ARE YOU POSTMENOPAUSAL?  YES NO   * HAVE YOU HAD A HYSTERECTOMY? NO YES YEAR__________ 

B. OBSTETRIC HISTORY (list all pregnancies including miscarriages, stillbirths, ectopics (tubal) & terminations) 

 
 CHECK HERE IF YOU HAVE NEVER BEEN PREGNANT                     CHECK HERE IF YOU HAVE ADOPTED CHILDREN 

YEAR M/F WEIGHT TYPE OF 
DELIVERY 

LENGTH OF 
PREGNANCY 

COMPLICATIONS 
(Preterm Labor, Diabetes, High Blood Pressure, etc.) 

      

      

      

      

      

      

 

C. SEXUAL HISTORY 

 
* DO YOU CURRENTLY HAVE A SEXUAL PARTNER?   YES   NO       * IF YES,  MALE OR  FEMALE PARTNER? 

* DO YOU HAVE PAIN WITH INTERCOURSE?   YES   NO    * DO YOU HAVE ANY STD CONCERNS TODAY?   YES  NO 

* WHAT BIRTH CONTROL METHOD (S) DO YOU CURRENTLY USE?    NONE    CONDOMS     BIRTH CONTROL PILLS 

 DEPO PROVERA     DIAPHRAGM    NATURAL FAMILY PLANNING     TUBAL LIGATION    PARTNER VASECTOMY 

 MIRENA IUD    SKYLA IUD    PARAGARD IUD   IMPLANON/NEXPLANON DEVICE    OTHER ___________________ 

D. PAST OB/GYN SYRGERIES 
CHECK ALL THAT APPLY:           NONE 

 SURGERY YEAR  SURGERY YEAR 

 D&C HYSTEROSCOPY   LEFT OVARY REMOVED  

 ABLATION (NOVASURE)   RIGHT OVARY REMOVED  

 LAPAROSCOPY   REPAIR SURGERY OF PELVIC ORGAN PROLAPSE  

 HYSTERECTOMY (VAGINAL)   SURGERY FOR URINARY INCONTINENCE  

 HYSTERECTOMY (ABDOMINAL)   CESAREAN SECTION  

 HYSTERECTOMY (LAPAROSCOPIC)   TUBA LIGATION  

 OVARIAN CYSTECTOMY   HSTEROSALPINGOGRAM (HSG) INFERTILITY  

OTHER (specify type and year) ____________________________________________________________________________________ 



NAME & DOB: ___________________________________________ 

E. SURGICAL HISTORY (NOT OB/GYN) 
 

LIST ALL NON/OB/GYN SURGERIES & THE YEAR PERFORMED:      NONE 

SURGERY YEAR 

  

  

  

  

 

F. GYN HISTORY 
 

* DATE OF LAST PAP SMEAR ____________________________    *HAVE YOU HAD ABNORMAL PAP SMEARS?   YES   NO 

* IF YES, WHAT TREATMENTS HAVE YOU HAD?   CRYOTHERAPY    LASER    CONE BIOPSY    LEEP 

* DATE OF LAST MAMMOGRAM ___________________________________________________      NORMAL     ABNORMAL 

* DATE OF LAST DEXA SCAN ___________________________________     NORMAL     OSTEOPENIA     OSTEOPOROSIS 

* DATE OF LAST COLONOSCOPY ___________________________________________________     NORMAL     ABNORMAL 

* CHECK OF YOU HAVE ANY OF THE FOLLOWING:    NONE     GENITAL WARTS     GENITAL HERPES      SYPHILLIS 

 PELVIC INFLAMMATORY DISEASE     ENDOMETRIOSIS     CHLAMYDIA    GONORRHEA    VAGINAL INFECTIONS 

G. PAST MEDICAL HISTORY 
   CHECK ALL THAT APPLY:                                    NONE 

 ARTHRITIS  RHEUMATIC FEVER  LIVER DISEASE (INCLUDING HEPATITIS) 

 DIABETES  HEARING DEFECTS  EPILEPSY 

       DIET CONTROLLED  GERMAN MEASLES (3 DAY)  ANEMIA 

       PILLS CONTROLLED  BLOOD DISORDERS  THYROID DISEASE 

       INSULIN CONTROLLED  BLOOD TRANSFUSIONS  ASTHMA 

 HIGH BLOOD PRESSURE  CHICKENPOX  EMPHYSEMA 

 HEART DISEASE  ANXIETY  BRONCHITIS 

 KIDNEY DISEASE  DEPRESSION  HIV + 

 GALLSTONES  PHLEBITIS  EATING DISORDER 

 NEUROLOGICAL PROBLEMS  HEADACHES  JAUNDICE 

 TUBERCOLOSIS  HIGH CHOLESTEROL  ABNORMAL PAPSMEAR 

 SEXUAL PROBLEMS  HPV VACCINE  KIDNEY BLADDER INFECTIONS 

 MITRAL VALVE PROLAPSE  HISTORY OF CANCER (list): 

 

OTHER: ______________________________________________________________________________________________________ 

H. CURRENT SYMPTOMS 
HAVE YOU RECENTLY EXPERIENCED:                                 NONE 

 WEIGHT LOSS  HOT FLASHES 

 WEIGHT GAIN  NIPPLE DISCHARGE 

 FATIGUE  DEPRESSION 

 HAIR GROWTH  ANXIETY 

 HAIR LOSS  CHANGE IN LIBIDO 

 CHANGE IN URINARY/BOWEL FUNCTION  INSOMNIA 



                                             NAME & DOB: ___________________________________________ 

I. CURRENT MEDICATIONS 
 

 * LIST CURRENT PRESCRIPTIONS AND/OR OVER-THE-COUNTER MEDICATIONS (INCLUDE DOSAGE) 

MEDICATION DOSE FREQUENCY 

   

   

   

   

   

 

J. ALLERGIES 
 

  NO KNOWN DRUG ALLERGIES                        * ALLERGIC TO LATEX?    YES    NO 

DRUG ALLERGY (IE: Penicillin, Cipro, Flagyl, 
etc) 

REACTION (IE: Hives, Swelling, Rash, etc) 

  

  

  

  

 

LIST ANY FOOD OR ENVIRONMENTAL ALLERGIES: ______________________________________________________________ 

______________________________________________________________________________________________________________ 

K. HEALTH HABITS 
 

DO YOU CURRENTLY: 

* DRINK ALCOHOL?   NO   YES   DRINKS PER WEEK _________   * SMOKE?  NO   YES PACKS PER DAY ___________ 

* ARE YOU A FORMER SMOKER?   NO   YES     * USE ILLEGAL DRUGS?   NO   YES _____________________________ 

* WEAR GLASSES?   NO   YES    * WEAR CONTACTS?   NO   YES  * HAVE ROUTINE DENTAL EXAMS?   NO   YES 

* EXERCISE?   NO   YES  TYPE ________________________________________________  DAYS PER WEEK ______________ 

* PERFORM MONTHLY SELF BREAST EXAMS?   NO    YES                * WEAR A SEATBELT?   NO   YES 

 

L. FAMILY HISTORY 
 

CHECK IF ANY BLOOD RELATIVES HAVE/HAD THE FOLLOWING ILLNESSES:    CHECK HERE IF YOU WERE ADOPTED 

 CANCER RELATIVE/AGE OF 
DIAGNOSIS 

 ILLNESS RELATIVE 

 BREAST CANCER   HEART DISEASE  

 OVARIAN CANCER   HIGH BLOOD PRESSURE  

 ENDOMETRIAL (UTERINE)   HIGH CHOLESTEROL  

 COLON CANCER   DIABETES  

 OTHER CANCER   STROKE  

 

 

PATIENT SIGNATURE ________________________________________________________  DATE ___________________________ 



                                  Fem Care Health Associates, PC    Date _____________     
 

ANNUAL HEALTH UPDATE FOR ESTABLISHED PATIENTS 
 
Name___________________________________ Date of Birth __________ Age ____ Marital Status ________ 

Home Phone (____)_____________________ Cell (____)________________ Work (____)________________ 

Emergency Contact Name & Relationship_________________________________ Phone (____)____________ 

Reason for Visit _____________________________________________________________________________ 

Problems/Concerns __________________________________________________________________________ 

Date of Last Mammogram ________________________ Date of Last DEXA Scan _______________________ 

Medications         * New medications or changes since your last visit (include dosage):               No changes since last visit

MEDICATION DOSE FREQUENCY 

   

   

   

* Allergies ___________________________________________________________        Latex Allergy?   YES    NO 

Obstetric History 

 
# Pregnancies?_____ # Miscarriages?_____ #Terminations?_____  Never Been Pregnant 

# Full Term Deliveries?  
___________________ 

# Preterm Deliveries? 
__________________ 

# Living Children? 
__________________

 Children are Adopted 

 
Menstrual Cycle 

 
 * First day of your last period? ________________________  * Cycles are   Regular   Irregular 

 ** If you no longer have menstrual cycles, check the reason below and enter the year your cycles stopped: 

  Post Menopausal    Year________     Hysterectomy    Year _______           Do you use HRT?    Yes   

 No 

Current Contraceptive Method (s)   Check all the apply: 

 

 None  Diaphragm  Partner Vasectomy  Female Partner IUD   Mirena 

 Condoms  Natural Family Planning  Tubal Ligation  Implanon/Nexplanon Device           Skyla 

 Birth Control Pills  List Brand ___________  Depo Provera  Other ____________________           Paragard 

 

Family Medical History    Check if any blood relatives have/had the following cancers:        No changes since last visit 

 

 Breast  Ovarian  Uterine  Colon Other (please list) ________________________________ 

 

Personal Health History Changes                                                                                              No changes since last visit

 
* Please list any recent surgeries you have had: _____________________________________________________________ 
* Please list any newly diagnosed health problems and/or injuries since your last visit: ______________________________ 
___________________________________________________________________________________________________ 



Social History 

* Do you smoke?   NO   YES  Packs Per Day          Do you drink alcohol?   NO   YES  Drinks Per Week________ 
* Do you exercise?   NO   YES  Type ______________________________________  Days Per Week ______________ 

Fem Care Health Associates, PC 
Office Financial Policy 

 
 
 

We value our relationship with our patient. This financial policy has been established to prevent 
misunderstandings. 
 
 
 1. It is your responsibility to keep the practice updated with your most current information 
 (insurance, address, phone, etc.). 
 
 2.  Any questions regarding benefit issues or physician participation status should be directed 
 to your insurance company. 
 
 3.  We require 24 hours prior notice to cancel an appointment.  A $50 charge is applied to all 
 unkept appointment. 
 
 4.  Co-insurance and deductibles are due at check-in at the time of service. If payment is not 
 made at the time service an administrative fee from $25 to $75 will be added to your account 
 depending on the amount due.  For your convenience, we accept cash, check, credit, and debit 
 cards. 
 
 5.  We participate with many local and national insurance plans. However, it is the patient's 
 responsibility to understand whether your insurance has limit on the doctors you can see or the 
 services you receive.  Insurance plans are negotiated between insurance companies and 
 employers. Therefore, everyone's medical coverage will not be the same. 
 
 6.  Returned checks will incur a $25 returned check fee.  In the event of a second returned 
 check, your privilege to pay by check on future visits will be terminated and you will be 
 expected to pay cash credit or debit. 
 
 7.  It is understood and agreed that in the event any outstanding balance has to be referred to a  
 collection agent or attorney for recovery, the patient will be fully responsible for any cost, 
 including, but not limited to attorney fees. 
 
 
I authorize the release of any medical information necessary to process insurance claims and/or comply 
with my health plan audit requirements and I assign benefits (including Medicare) of such claims to 
this practice. I acknowledge responsibility for payment of fees for all services rendered regardless of 
any insurance coverage. I agree that in the case of non-payments that will be responsible for any and all 
collection fees and/or attorney fees. 

 
 
DATE: _________________________    SIGNATURE ______________________________________ 
 
 



 
 
 

Fem Care Health Associates, PC 
 
 

AUTHORIZATION FOR RELEASE OF MEDICAL INFROMATION 
 

 For a permanent transfer of records, there will be a charge of $.75 per page for copying and 
administrative costs. This fee shall not exceed $30. 

 
Patient's Name (please print) _______________________________________________________ 

Date of Birth _________________________  Phone (_____) ______________________________ 

Address ________________________________________________________________________ 

                                    Street                                     City                            State                  Zip Code 

 
     I authorize Dr. ________________ of Fem Care Health Associate, PC to take the following action:

            Release Information To:                       OR                      Obtain Information From: 

Dr. _____________________________  Phone ____________________  Fax _________________

Address _________________________________________________________________________

                                       Street                                      City                             State             Zip Code 

 
* Purpose for Release:      Medical Treatment            Legal Services          Insurance Coverage

                                             Personal                 Other __________________________________ 

 
* This information may be release by:        Copy                          Fax                     Verbal 

 



* I authorize the release of the following Protected Health Information (PHI) and/or medical 
records, if such information exists: 
 
              All information – The request to send all medical information will include the release of   
           sensitive medical information such as: HIV/AIDS, Sexually Transmitted Disease, 
           Psychological/Psychiatric treatment, Drug/Alcohol abuse treatment, etc. 
           I understand that  this serves as a dual release inclusive of sensitive medical        
           information.        
 

               All information with the following exceptions (please specify) ___________________ 

            __________________________________________________________________________ 
 
             
            OR   Select desired information to be released: 
 
              Annual Exam Notes      GYN Exam Notes/Assessments      Prenatal Records 

              Lab tests/Pathology results       Operative Report     Discharge Summary 

              Other ____________________________________________________________ 

 
 
* This authorization covers treatment period (s): 

              All episodes of care              OR                     Date Range: ______________________ 

 

* This authorization expires (date of event) ___________________________________________ 

            Note: If no date is entered, this authorization will expire one year from the date it was signed. 

 
* I understand that: 
 

• My right to healthcare treatment is not conditioned by this authorization. 
• I may cancel (revoke) this authorization at any time by submitting a request to this office. I 

understand that the cancellation will not apply to information already released in response to 
this authorization. 

• If the recipient is not a healthcare or medical insurance provider by the privacy regulations, this 
information could be re-disclosed. 

 
******************************************************************************************************************** 
 

 I am not  transferring my care to this physician/facility on a permanent basis. 
 

 I am leaving Fem Care Health Associates, PC and transferring my care to this physician/facility 
permanently. 
 

* In order to better serve our patients, your feedback is appreciated* 
 
Reason for transferring from Fem Care Health Associates, PC: 
 

 Moving      Insurance      Dissatisfied      Other (please specify): ________________________ 



 
******************************************************************************************************************** 
 
Signature of patient or legal patient representative _____________________________________ 

          Date __________________ 

 
 
If the above signed is a legal patient representative: 
 
Print Name ________________________________  Phone Number _________________________ 

Relationship to Patient ______________________  Date  _________________________________ 

Witness (Optional) __________________________ 

 

******************************************************************************************************************** 

Fem Care Health Associates, PC Use Only * 
 

Date information was forwarded ______________________________________________________ 
 
Staff member who address request to release information __________________________________

 

 

 

 


