
      2741 Debarr Rd, Suite C-205       
  Anchorage, AK 99508  

(907) 279-2273 * Fax (907) 258-7705

Wynd Counts, MD          
Wendy Cruz, MD      
Kristina Eaton, MD          
Allison van Haastert, MD 
Jessica Goldberger, MD   

        Katie Ulmer, ANP        
Migel Hadley, ANP    

Winifred Koehler, ANP 
 PATIENT: 

 Patient Name ______________________________________________________ DOB _________________   SS# ________________ 

 Preferred Ph# _________________   __________    Other # _________________ ___________Email________________________________ 

 Mailing Address ______________________________________________________ City _________________    State ____    Zip ________ 

 Employer Name ______________________________________________________ Occupation ___________________________________ 

 Employer Address_______________________________________________________ City _________________    State ____    Zip ________ 

 Relationship Status _______________________Gender Identity _________________________Sexual Orientation ________________________ 

 Race __________________________________ Ethnicity ______________________________ 

 How did you hear about our practice? __________________________________________________________________________________ 

PARTNER: 
 Partner Name ______________________________________________________ DOB _________________       SS# ________________ 

 Preferred Ph# _______________ _______    Other # _______________  ______ Email _______________________________________ 

 Mailing Address ______________________________________________________ City _________________    State ____    Zip ________ 

 Employer Name ______________________________________________________ Occupation ___________________________________ 

 Employer Address______________________________________________________ City _________________    State ____    Zip ________ 

IF PATIENT IS A MINOR 
 Who may authorize treatment? _____________________________   Relationship ____________   Contact#: _______________   _______ 

INSURANCE: 

PRIMARY INSURANCE COMPANY: _________________________________________   

 Subscriber Name______________________________________________________ DOB _________________       SS# ________________ 

 Subscriber ID# ___________________________ Group# ___________________ Relationship to Patient ___________________________ 

 Employment Status ___________ Occupation ______________________________ Employer Name________________________________ 

 Employer Address______________________________________________________ City _________________    State ____    Zip _________ 

SECONDARY INSURANCE COMPANY: ______________________________________   

Subscriber Name______________________________________________________ DOB _________________       SS# _________________ 

Subscriber ID# ___________________________ Group# ___________________ Relationship to Patient ___________________________ 

Employment Status ___________ Occupation _______________________________ Employer Name ________________________________ 

Employer Address______________________________________________________ City _________________ State ____    Zip __________ 

EMERGENCY CONTACT: 
Emergency Contact Name ________________________________________     Relationship ______________     Ph#  _______________   ________ 

Emergency Contact Name ________________________________________     Relationship ______________     Ph#  _______________   ________ 

AUTHORIZATION Please initial each line, and sign the bottom 

     _____ I hereby authorize release of any information required to process insurance claims related to my medical and/or surgical care.  

     _____ I authorize direct payment to the provider(s) for my medical and/or surgical care. 

     _____ I understand that I am responsible to pay any non-covered charges or services. 

     _____ I understand that if I am uninsured, I am responsible to pay for any services provided. 

     _____ I have read and agree to the PATIENT FINANCIAL POLICY for Women’s Care of Alaska. 

 ____________________________________________________________ _________________________ 
Patient Signature     Date 



Wynd Counts, MD 
Wendy Cruz, MD           2741 DeBarr Road, Suite C-205  
Kristina Eaton, MD               Anchorage, Alaska 99508       
Allison van Haastert, MD   (907) 279-2273 * Fax (907) 258-7705
Jessica Goldberger, MD     

         Katie Ulmer, ANP 
Migel Hadley, ANP 

Winifred Koehler, ANP   

PATIENT PORTAL 

In the Summer of 2018, we launched our online Patient Portal with www.myhealthrecords.com. The 

implementation of this new system allows us to send automated appointment reminders / messages.  Please 

provide your most current information below, so what we may ensure timely and accurate delivery of 

appointment reminders/messages:  

CURRENT EMAIL ADDRESS: 

PREFERRED PHONE NUMBER FOR CONTACT:

 Home * Mobile * Business 

( )  - 

PREFERRED METHOD TO RECEIVE REMINDERS/ MESSAGES 
( Please ONLY circle the ways you wish to receive all your appointment reminders/messages.) 

Voice Call * Text * Email* Do Not Contact for Reminders 

Additionally, the Patient Portal will allow you the ability to request appointments, directly and securely 

message your provider, view your medical records, and much more.  Activating your Patient Portal is simple. 

We will send you an email invitation, simply follow the instructions in the email to set up your Patient Portal 

Account.  

Patient Printed Name Date 

Patient Signature 

http://www.myhealthrecords.com/


Wynd Counts, MD 
Wendy Cruz, MD      
Kristina Eaton, MD       2741 DeBarr Road, Suite C-205 
Allison van Haastert, MD      Anchorage, Alaska 99508      
Jessica Goldberger, MD  (907) 279-2273 * Fax (907) 258-7705

      Katie Ulmer, ANP      
Migel Hadley , ANP 

Winifred Koehler, ANP  

CONSENT TO TREAT and PAYMENT RESPONSIBILITY 

The undersigned consents to medical care and treatment, as may be deemed necessary or 
advisable in the judgment of my physician or other provider. This may include, but is not limited 
to, laboratory procedures, ultrasounds, medical or surgical treatment, or procedures, or other 
services rendered to the patient under the general and special instructions of the physician or 
provider. 

The undersigned understands that Women’s Care of Alaska (WCAK) has agreed to bill my 
insurance as a courtesy.  In order to process such payments and obtain procedure authorizations, 
WCAK may disclose any or all my medical record to medical service companies, insurance 
companies, or workman’s compensation carriers, as necessary.  The undersigned authorizes all 
insurance carriers, with whom I have coverage, including Medicare, Medicaid, and Tricare, to 
assign all payment of benefits due under the terms of my policy, to Women’s Care of Alaska, 
including any settlements or judgments for such items or services.  The undersigned agrees to 
notify WCAK of any changes in my insurance coverage, as soon as possible, to ensure there is no 
delay in billing. If, for some reason, my health insurance sends payment directly to me, I agree to 
immediately forward all payments that I have received for my care, and treatment, to WCAK.  I 
understand and agree that I have been advised that I may be billed by WCAK and that this 
Assignment of Benefits and Agreement to Pay applies to any and all WCAK physician services, 
including both inpatient and outpatient charges, performed by my provider. 

The undersigned understands that some items or services provided may not be covered by my 
insurance carrier, and I agree to be personally responsible for any such non-covered items or 
services in excess of the limits in my member benefit agreement.  I understand that I am 
personally responsible for any item or service determined by my insurance company to be 
experimental, investigational, or to be non-covered for any other reason. I understand that I am 
personally responsible for any non-covered Medicare, Medicaid, Tricare items or services that 
are listed on the financial responsibility for non-covered items or services form.  I am responsible 
for all copays, deductibles, and coinsurance established by my member benefit agreement.   

The undersigned understands and agrees that all account balances are due within 30 days of 
billing.  I also understand that if my account becomes delinquent, the account will be referred to 
an outside collection agency for payment resolution.  If my account is referred to an outside 
collection agency, I agree to pay the reasonable attorney's fees, court costs and/or collection 
agency fees associated with the collection process. 

______________________________________________ Date:  ___________________ 
(Printed Name of Patient, Parent, or Guardian) 

______________________________________________ 
Patient, Parent, Guardian Signature:  



Wynd Counts, MD 
Wendy Cruz, MD          2741 DeBarr Road, Suite C-205   
Kristina Eaton, MD                Anchorage, Alaska 99508 
Allison van Haastert, MD  (907) 279-2273 * Fax 907-258-7705
Jessica Goldberger, MD   

      Katie Ulmer, ANP         
Migel Hadley, ANP

Winifred Koehler, ANP  

PROTECTED HEALTH INFORMATION (PHI) DISCLOSURE RECORD 

PATIENT NAME: _____________________________________ DOB: _______________ 
Month       Day       Year 

AUTHORIZED METHODS OF COMMUNICATION 
( √ Check all that apply)

□ RESIDENCE TELEPHONE □ CELL PHONE □ WORK TELEPHONE
Number: (        ) ___________________         Number: (        ) ___________________  Number: (        ) ___________________ 

□ Leave a call back number only. □ Leave a call back number only; □ Leave a call back number only;
Do NOT leave a message Do NOT leave a message Do NOT leave a message

□ OK to leave detailed □ OK to leave detailed □ OK to leave detailed
message with person message with person message with person

□ OK to leave detailed □ OK to leave detailed □ OK to leave detailed
message on voicemail message on voicemail message on voicemail

Do you authorize us to speak with another individual, such as a spouse/partner, or other relative, regarding your PHI?  If 
so, please write their name down below, along with their relationship to you.  This information can be changed any time you 
request a change.  Forms of PHI include, but are not limited to, the following examples: 

(T) Treatment (P) Payment (O) Healthcare Operations Activities
Test results Insurance questions/problems Appointment reminder, Messages returned
Prescriptions/refills Account balance/payment options Referral options/appointments, Records release
Treatment Options Messages that results are available

 Name: ___________________________________/_________________ (T) (P)  (O) Circle all that apply 
PLEASE PRINT  (RELATION TO PATIENT) 

Name:  ___________________________________/_________________ (T) (P)  (O) Circle all that apply 
PLEASE PRINT  (RELATION TO PATIENT) 

Name: ___________________________________/_________________ (T) (P)  (O) Circle all that apply 
PLEASE PRINT  (RELATION TO PATIENT) 

Name: ___________________________________/_________________ (T) (P)  (O) Circle all that apply 
PLEASE PRINT  (RELATION TO PATIENT) 

PATIENT SIGNATURE: ___________________________________ DATE:________________ 



 
2741 DeBarr Road, Suite C-205 Anchorage, Alaska 99508 Office: (907) 279-2273 Fax: (907) 258-7705 

 
INFORMED CONSENT – TELEMEDICINE APPOINTMENT 

  
Telemedicine is the use of electronic information and communication technologies by a healthcare provider to deliver 
services to an individual when he/she is located at a different location than the healthcare provider.  This may be for 
the purpose of diagnosis, treatment, follow-up and/or education. During your telemedicine consultation, details of 
your medical history and personal health information may be discussed with you or other health professionals 
through use of interactive video, audio, or other telecommunication technology.  Additionally, a physical examination 
of you may take place, and video, audio and/or photo recordings may be taken.  
 
ANTICIPATED BENEFITS:  

• Improved access to medical care by enabling a patient to remain in their location while the healthcare 
provider provides care from a distant site. 

• Limiting the spread of COVID-19. 
• More efficient medical evaluation and management.  

 
POSSIBLE RISKS:  
As with any medical procedure, there are potential risks associated with the use of telemedicine. These risks include, but 
may not be limited to:  

• It may be determined that that information transmitted is of poor quality, requiring a face to face visit or 
rescheduled telemedicine visit.  This may cause a delay in medical evaluation / treatment. 

• Security protocols could fail or not be available, causing a breach of privacy of personal medical information.  
• In rare cases, a lack of access to all your medical records may result in adverse drug reactions or allergic 

reactions or other judgment errors.  
 
BY SIGNING THIS FORM, I UNDERSTAND THE FOLLOWING:  

• I understand that I may expect anticipated benefits from the use of telemedicine in my care, but that no 
results can be guaranteed. 

• I understand that all efforts will be taken to protect the privacy and security of health information, and that 
no information obtained in the use of telemedicine which identifies me will be intentionally disclosed without 
my authorization. 

• I understand that during the COVID-19 Pandemic, security measurements may be lessened in accordance 
with U.S. Department of Health and Human Services to ensure improved access to care.  

• I understand that I have the right to withhold or withdraw my consent to the use of telemedicine during my 
care at any time without affecting my right to future care or treatment. 

• I understand that a variety of alternative methods of medical care may be available to me, and that I may 
choose one or more of these at any time.  My healthcare provider has explained the alternative to my 
satisfaction.  

• I understand that certain fees for service may be waived during the COVID-19 Pandemic depending on my 
insurance carrier. While all efforts will be made to follow guidelines during this fluid situation, I understand 
that I am still  responsible for any co-payments or co-insurance that may apply, and if my medical insurance 
coverage is not sufficient to satisfy any excess cost(s), I will be responsible for payment.  
 

I have read and understand the information provided above regarding telemedicine. I hereby authorize the use of 
Telemedicine in the course of my diagnosis and treatment.  
 
________________________________________________  ___________________________ 
PRINTED NAME       DATE OF BIRTH 
 
________________________________________________  ___________________________ 
PATIENT SIGNATURE        DATE 
    



 
 
Wynd Counts, MD 
Wendy Cruz, MD                                                                                                                                               
Kristina Eaton, MD                                          2741 DeBarr Rd, Suite C-205                                                Katie Ulmer, ANP 
Allison van Haastert, MD                                     Anchorage, AK 99508                                                    Migel Hadley, ANP 
Jessica Goldberger, MD                           (907) 279-2273 * Fax (907) 258-7705                                  Winifred Koehler, ANP 
 
Patient Name: ______________________________________________    DOB:______________    Date:_____________ 
What brings you to our office today?_____________________________________________________________________ 
If we need to contact you, regarding any future appointments or to give you test results, may we leave a message? 

☐ Yes   ☐ No   Please specify the preferred phone number: (   )   

  ALLERGIES 
LIST DRUG, ENVIRONMENTAL AND FOOD ALLERGIES REACTION 

  

  

  
 

 CURRENT MEDICATIONS 
DRUG NAME DOSE DRUG NAME DOSE 

    

    

    
 

 GYN HISTORY | ANNUAL UPDATE  
☐ N/A – I no longer have a period.          Age when periods stopped: ___________ 
** If you answered N/A above – Skip this section.** 
 
Date last menstrual period began:____________     Menstrual cycles are:   ☐ Regular    ☐ Irregular   
 
Age when periods started: _____  Menstrual bleeding is:  ☐ Light     ☐ Moderate   ☐ Heavy   Periods last: _____ days 
 
Cramps are:  ☐ Mild   ☐ Moderate  ☐ Severe   ☐ N/A       Cramps last: _____ days 
 
Spotting occurs between periods:    ☐ Yes    ☐  No       Spotting Occurs after intercourse:   ☐  Yes   ☐  No 
 

 
 

  EXAM HISTORY  
 

Date of last dental exam:________________________        Date of last eye exam: ___________________________ 
 

Date of last mammogram: ________ ☐  Normal  ☐ Abnormal   Date of last PAP: _________ ☐  Normal  ☐ Abnormal 
 

Date of last colon screening: _________   ☐  Normal  ☐ Abnormal    
 

STD HISTORY  
 

☐ N/A – Have never been tested/treated for any sexually transmitted diseases. 
 

Have you ever been treated for any of the following conditions:  ☐ Chlamydia   ☐ Gonorrhea  ☐ Genital Warts  ☐ PID 
 

☐ Herpes  ☐ Trichomonas         Have you ever been tested for HIV:   ☐ Yes   ☐ No 
 

SEXUAL HISTORY 
☐ N/A – Have never been sexually active. 

Are you currently sexually active? ☐ Yes ☐ No  -  Males ☐   Females ☐ Both ☐ 
Did you begin sexual activity before 16 y/o? ☐ Yes   ☐ No If yes, what age started?     
Have you had > 5 sexual partners in your lifetime?   ☐ Yes ☐  No If yes, how many?    



 
 PATIENT NAME:     

 CONTRACEPTION   ☐  N/A – Not currently using any form of birth control. 

 
  
PREGNANCY HISTORY  ☐  N/A – No changes since last visit. 

Total number of times pregnant  Number of Cesarean Sections  Number of miscarriages  
Number of full-term deliveries  Number of living children  Number of elective abortions  

  
PERSONAL MEDICAL HISTORY  ☐  N/A – No changes since last visit. 

 

YES CONDITION YES CONDITION YES CONDITION 
 Diabetes  Heart disease  Anxiety 
 High Blood Pressure  Hepatitis  Seizures 
 GI Reflux Disease  Liver Problems  Asthma 
 Other GI Disease  Kidney Infections/stones  Lung Disease 
 Fibroids  Arthritis  Tuberculosis 
 Endometriosis  Joint Pain  Thyroid Disease 
 Osteopenia  Fracture  Clotting Disorder 
 Osteoporosis  PCOS  Ovarian Cyst 
 Cancer (type)  Migraine  Other 
 High Cholesterol  Depression   

 
SURGICAL HISTORY ☐  N/A – No changes since last visit. 

SURGERY YEAR SURGERY YEAR 
    
    
    

 
 FAMILY HISTORY ☐  N/A – No changes since last visit. 

CONDITION YES RELATION CONDITION YES RELATION CONDITION  YES RELATION 
Diabetes   Heart Disease   Depression   
High Blood Pressure   High Cholesterol   Lung Disease   
GI Reflux   Liver Problem   Asthma   
Fibroids   Kidney Infections/Stones   Tuberculosis   
Endometriosis   Arthritis   Thyroid Disease   
Osteopenia   Cancer - Type:    Clotting Disorder   
Osteoporosis   Joint Pain   Other   

    SOCIAL HISTORY | HABITS| PERSONAL SAFETY  

Current Birth Control Method: ☐ Condoms ☐ Birth Control Pills ☐ Tubal Ligation ☐ Vasectomy 
☐ Depo Provera ☐ Natural / Rhythm ☐ IUD ☐ Nexplanon® ☐ Other    

Has anyone, including your partner, ever forced you to have sex?  ☐ Yes ☐ No 

Do you fear harm from anyone at home, or school, or anywhere else? ☐ Yes ☐ No 

Do you have any concerns about your body image? ☐ Yes ☐ No 

No 

# Of cups per day: _______ Cups per week: _____ 
 
Has anyone close to you, ever threatened to, or physically hurt you? ☐ Yes 

Former Packs/day: _______       Number of years: _______        Quit Date:  _______ 

Former Drinks/day: _______       Drinks per week:  _______        Quit Date:  _______ 

Former T y p e : Number of Years? ______   Quit Date:  _______ 

No 

No 

No 

No 

Smoking: ☐ Yes 

Alcohol: ☐ Yes 

Drug Use: ☐ Yes 

Caffeine:   ☐ Yes 

Special Diet?  ☐ Yes ☐ No   Type: __________________________________________________________________ 

Do you exercise? ☐ Never ☐ Rarely (1-2x/yr) ☐ Occasionally (1-2x/month) ☐ Often (1-2x/wk) ☐ Regularly (3-5x/wk) 



PATIENT NAME:     

   REVIEW OF SYSTEMS 
Please check ONLY those conditions, that you are CURRENTLY experiencing 

 
CONSTITUTIONAL YES NOTES GENITOURINARY YES NOTES 

Fever   Abnormal Bleeding   
Chills   Vaginal Discharge/odor   
Fatigue   Vaginal Itching/burning   
Weight Loss   Pelvic Pain   
Weight Gain   Menstrual Cramps   

EYES   Painful Intercourse   
Change in Vision   Genital Lump   
Double Vision   Fertility Concerns   

HEE
NT 

  Menopausal Concerns   

Earaches   MUSCULOSKELETAL   
Ringing in ears   Muscle Weakness   
Sinus Problems   Joint Stiffness   
Sore Throat   Joint Pain   
Mouth Sores   Joint Swelling   
Dry Mouth   SKIN/BREAST   

CARDIOVASCULAR   Breast Pain   
Chest Pain   Nipple Discharge   
Diff. breathing w/exertion  

 

Breast Lumps  
 

Swelling of legs   Rash   
Palpitations   Ulcers   
Heart Murmurs   PSYCHIATRIC   

RESPIRATORY   Depression   
Wheezing   Mood Swings   
Spitting up blood   Anxiety   
Shortness of Breath   Suicidal Thoughts   
Cough   Homicidal Thoughts   

GASTROINTESTINAL   ENDOCRINE   
Diarrhea   Abnormal Thirst   
Constipation   Hot Flashes   
Nausea/vomiting   Tremors   
Bloody Stool   Cold/Heat Intolerance   
Abdominal Pain   HEMATOLOGIC   
Indigestion   Frequent Bruising   
Bloating   Cuts do not stop bleeding   
Liver Problem/Hepatitis   Enlarged Lymph nodes   

GENITOURINARY   OTHER   
Blood in Urine      
Pain with Urination      
Urgency      
Urinary Incontinence      
Urinary Frequency      

 



Family	
  History	
  Questionnaire	
  for	
  Common	
  Hereditary	
  Cancer	
  Syndromes	
  
Patient	
  Name:	
  ________________________________________________________	
  Date	
  of	
  Birth:	
  _____________________________	
  Age:	
  ______________	
  
Height:	
  _______	
  Weight:	
  _______	
  Age	
  of	
  First	
  Period:	
  ________	
  Your	
  Age	
  When	
  First	
  Child	
  Delivered	
  (If	
  applicable):	
  ________	
  Age	
  of	
  Your	
  Mother:	
  ________	
  
Are	
  you	
  Menopausal:	
  _______	
  Have	
  you	
  ever	
  used	
  hormone	
  replacement	
  therapy?	
  Please	
  circle	
  Yes	
  or	
  No	
  If	
  Yes,	
  how	
  long	
  have	
  you	
  been	
  it?	
  _____________	
  
Has	
  anyone	
  in	
  your	
  family	
  had	
  genetic	
  testing	
  for	
  hereditary	
  cancer	
  syndrome	
  (Ex:	
  BRCA	
  or	
  LYNCH)?	
  Please	
  circle	
  Yes	
  or	
  No	
  If	
  Yes,	
  what	
  was	
  the	
  result?	
  _____	
  
Best	
  Contact	
  Phone	
  Number(s):	
  ____________________________________________________	
  Email:	
  ____________________________________________	
  

Please	
  mark	
  below	
  if	
  there	
  is	
  a	
  personal	
  or	
  family	
  history	
  of	
  any	
  of	
  the	
  following	
  cancer	
  and	
  indicate	
  family	
  relationship	
  and	
  their	
  AGE	
  at	
  diagnosis	
  in	
  the	
  
appropriate	
  column.	
  Consider	
  parents,	
  children,	
  siblings,	
  grandparents,	
  aunts,	
  uncles,	
  and	
  cousins.	
  

Please	
  
Check	
  

You	
  (age	
  at	
  
diagnosis)	
  

Siblings/Children	
  (Who	
  
+ age	
  at	
  diagnosis)
Ex:	
  Brother,	
  36	
  yrs

Your	
  Mother's	
  side	
  
(Who	
  +	
  age	
  at	
  
diagnosis)	
  	
  

Ex:	
  Aunt,	
  44	
  yrs	
  	
  

Your	
  father's	
  side	
  
(Who	
  +	
  age	
  at	
  
diagnosis)	
  	
  

Ex:	
  Grandpa,	
  65	
  yrs	
  

Y	
   N	
   Breast	
  cancer	
  

Y	
   N	
   Breast	
  cancer	
  in	
  both	
  breasts	
  or	
  
multiple	
  primary	
  breast	
  cancers	
  

Y	
   N	
   Ovarian	
  cancer	
  

Y	
   N	
   Male	
  breast	
  cancer	
  

Y	
   N	
   Are	
  you	
  of	
  Ashkenazi	
  Jewish	
  descent	
  

Y	
   N	
   Uterine	
  (endometrial)	
  cancer	
  (NOTE:	
  
do	
  not	
  include	
  cervical	
  cancer)	
  

Y	
   N	
   Colon	
  cancer	
  

Y	
   N	
  

Stomach,	
  kidney/urinary	
  tract,	
  brain,	
  
or	
  small	
  bowel/intestinal	
  cancer	
  
(NOTE:	
  Please	
  circle	
  or	
  write	
  
appropriate	
  cancer	
  in	
  column)	
  

Y	
   N	
   10	
  or	
  more	
  colon	
  polyps	
  found	
  in	
  a	
  
lifetime	
  

Y	
   N	
   Prostate	
  cancer	
  

Y	
   N	
   Pancreatic	
  cancer	
  (Col/BRCA)	
  

Y	
   N	
   Malignant	
  melanoma	
  

Patient’s	
  Signature:	
  _____________________________________________________________	
  Date:	
  ____________________	
  
For	
  Office	
  Use	
  Only	
  

BRCA/Lynch/myRisk	
  Testing	
  Indicated?	
   Yes	
   No	
  
Patient	
  offered	
  hereditary	
  cancer	
  testing?	
   Yes	
   No	
   If	
  YES:	
   ACCEPTED	
  	
  	
  	
  	
  	
  DECLINED:________________________	
  
Follow-­‐up	
  appointment	
  scheduled?	
   Yes	
   No	
   Date	
  of	
  Appointment:	
  _______________________	
  

Provider	
  Signature:	
  ______________________________________________________________	
  Date:	
  ____________________	
  

BRCA	
  -­‐	
  Personal	
  or	
  Fam	
  History	
  
One	
  person	
  with	
  (out	
  to	
  2nd	
  degree)	
  
• Breast	
  cancer	
  at	
  	
  45	
  or	
  younger
• Ovarian	
  cancer	
  at	
  any	
  age
• Male	
  breast	
  cancer	
  at	
  any	
  age
• Breast	
  cancer	
  +	
  Jewish	
  Heritage
• Bilateral	
  Breast	
  cancer	
  at	
  50	
  or	
  younger
• Triple	
  negative	
  breast	
  cancer	
  at	
  any	
  age
• Family	
  history	
  of	
  known	
  BRCA1	
  or	
  BRCA2	
  mutations

BRCA	
  -­‐	
  Personal	
  or	
  Fam	
  History	
  
Two	
  persons	
  with	
  (out	
  to	
  3rd	
  degree)	
  
• 2	
  breast	
  cancers	
  w/	
  1	
  ≤	
  50	
  yrs
• Breast	
  &	
  ovarian	
  cancer	
  (any	
  age)

Three	
  persons	
  with	
  (out	
  to	
  3rd	
  degree)	
  
• Breast	
  and/or	
  Ovarian	
  and/or	
  Pancreatic	
  (any	
  age)
and/or	
  aggressive	
  prostate	
  cancer	
  

Lynch	
  Syndrome	
  (Colon/Endometrial)	
  
Personally	
  affected	
  with:	
  
• Colon	
  and/or	
  Endometrial	
  cancer	
  at	
  	
  ≤	
  50	
  yrs
• Family	
  history	
  of	
  known	
  Lynch	
  mutations

Family	
  History	
  of	
  Colon,	
  Endometrial,	
  or	
  Lynch	
  Cancers	
  
(out	
  to	
  2nd	
  degree)	
  (ie.	
  Gastric,	
  ovarian,	
  brain,	
  kidney,	
  
small	
  bowel)	
  
• 1	
  or	
  more	
  Lynch	
  cancers,	
  1	
  dx	
  	
  ≤	
  50	
  yrs
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Gynecologic Health History
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Family History & Genetic Screening

1. 

2.  

3.  

4.

5.    

 

 

6.

  

  

  

  

  

  

 

  

 

7.  

8.  

: : ______ /______ /_______ :

9.

10.    

11.   
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I want my ultrasound images delivered digitally as an email 
or  text. 

 

                                Email Address:  ____________________________________________________ 

                    Mobile Phone Number:  (_____)______________________  
 

I authorize the sending of images during my pregnancy. 

I have read, understand, and agree to this disclaimer. 

 
 

          Name:        _____________________________________________ 
 
           Signature:  ______________________________  Date: _________   

 

 

Tricefy™ your ultrasound at 

                                  



Patient Disclaimer and Authorization 
 
Tricefy™ is a communication service licensed to your provider. This Disclaimer and 
Authorization Agreement sets forth the terms and conditions under which you, the 
undersigned patient authorize Your Provider to transmit your ultrasound examination 
through Trice Imaging, Inc. to a mobile phone number and email address of your 
choice. This Agreement will become effective on the date of your signature and will 
terminate after all images throughout your current pregnancy are sent to you. 

 
After you complete and sign this Agreement, a mobile telephone number or email 
address you designate will be entered into our ultrasound system and re-verified with 
you. When your ultrasound screening is complete, in accordance with your provider’s 
policies and procedures, the sonographer will trigger the ultrasound machine to send 
an encrypted copy of your examination to the Tricefy™ server. The server will 
reformat and encrypt the file and provide access to the examination through your 
mobile phone number and a text or email. The physician will have the discretion to 
determine whether your ultrasound screening is complete and whether to transmit 
your images to Tricefy™. The Physician has the right to refuse to transmit or to delay 
the transmission of your images. Both the text and email message will contain secure 
links and instructions on how to access the images. Images and videos can be 
accessed and downloaded to your mobile phone and computer. 

 
You agree to pay all costs for the services if applicable. Transmission of the images 
through Trice Imaging, Inc. is not a medical service. The transmitted images are not 
considered  diagnostic  medical images  and  are  not  a  part  of your  medical 
record; they are not to be used for your health care, diagnosis or treatment. If you 
want to see your medical records, you need to contact your provider, who is 
responsible for maintaining your medical records. Neither your provider, nor Trice 
Imaging, Inc. is responsible  for  the  security  of  the  transmitted  images  once  the  
text  and  email recipients you have designated download the images.  By directing 
your provider to transmit the images to an email address and telephone number that 
you specify, you authorize your provider and Trice Imaging, Inc. to provide the 
images to the person who owns or uses the email address and telephone number 
and any persons who may have access to the telephone number and email address. 
We would recommend immediate download of any images, as the link to the images 
will only be active for a maximum of 90 days.  Any transmission of additional images 
will be considered new services,  the  cost  for  which  the  patient  is  obligated  to  
pay,  if  applicable.  Trice Imaging, Inc. will not store the images on its server for you. 

 
As a licensee of Tricefy™ through Trice Imaging, Inc., your provider is permitted to 
offer the services under the terms and conditions of the license. This is the sole 
agreement between Trice Imaging, Inc. and your provider. 
 
 

 


	PRIVACY DISCLOSURE - UPDATED 10.25.19
	PRIVACY PRACTICES - UPDATED 6.19 - FILLABLE PDF FORM
	PATIENT FORM_DEMOGRAPHICS - UPDATED 10.19 - FILLABLE PDF FORM
	PATIENT FORM_PATIENT PORTAL - UPDATED 10.19 - FILLABLE PDF FORM
	CURRENT EMAIL ADDRESS:

	CONSENT TO TREAT and PAYMENT RESPONSIBILITY
	PATIENT FORM_PHI DISCLOSURE - UPDATED 10.19 - FILLABLE PDF FORM
	PATIENT FORM_COMPLETE INTAKE FORM - Updated 10.19 VERSION 3 - FILLABLE PDF FORM
	ALLERGIES

	8 PATIENT FORM_FAMILY CANCER SCREENING
	PATIENT FORM_PROGRESS NOTES - EXSISTING PATIENT - FILLABLE.pdf
	ALLERGIES

	PATIENT FORMS_TRICE DISCLAIMER -  ENGLISH.pdf
	I want my ultrasound images delivered digitally as an email or  text.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


	SS: 
	Preferred Ph: 
	Email: 
	Mailing Address: 
	City: 
	State: 
	Zip: 
	Employer Name: 
	Occupation: 
	Employer Address: 
	City_2: 
	State_2: 
	Zip_2: 
	Relationship Status: 
	Gender Identity: 
	Sexual Orientation: 
	Race: 
	Ethnicity: 
	How did you hear about our practice: 
	Partner Name: 
	DOB_2: 
	SS_2: 
	Preferred Ph_2: 
	Other_2: 
	Email_2: 
	Mailing Address_2: 
	City_3: 
	State_3: 
	Zip_3: 
	Employer Name_2: 
	Occupation_2: 
	Employer Address_2: 
	City_4: 
	State_4: 
	Zip_4: 
	Who may authorize treatment: 
	Relationship: 
	Contact: 
	PRIMARY INSURANCE COMPANY: 
	DOB_3: 
	Subscriber Name: 
	SS_3: 
	Subscriber ID: 
	Group: 
	Relationship to Patient: 
	Employment Status: 
	Occupation_3: 
	Employer Name_3: 
	Employer Address_3: 
	City_5: 
	State_5: 
	Zip_5: 
	SECONDARY INSURANCE COMPANY: 
	DOB_4: 
	Subscriber Name_2: 
	SS_4: 
	Subscriber ID_2: 
	Group_2: 
	Relationship to Patient_2: 
	Employment Status_2: 
	Occupation_4: 
	Employer Name_4: 
	City_6: 
	State_6: 
	Zip_6: 
	Employer Address 1: 
	Emergency Contact Name: 
	Relationship_2: 
	Ph: 
	Relationship_3: 
	Ph_2: 
	Emergency Contact Name 1: 
	I hereby authorize release of any information required to process insurance claims related to my medical andor surgical care: 
	I authorize direct payment to the providers for my medical andor surgical care: 
	I understand that I am responsible to pay any noncovered charges or services: 
	I understand that if I am uninsured I am responsible to pay for any services provided: 
	I have read and agree to the PATIENT FINANCIAL POLICY for Womens Care of Alaska: 
	undefined: 
	undefined_2: 
	Home  Mobile  Business: 
	undefined_3: 
	DOB: 
	RESIDENCE TELEPHONE: Off
	CELL PHONE: Off
	WORK TELEPHONE: Off
	Leave a call back number only: Off
	OK to leave detailed: Off
	OK to leave detailed_2: Off
	Leave a call back number only_2: Off
	OK to leave detailed_3: Off
	OK to leave detailed_4: Off
	Leave a call back number only_3: Off
	OK to leave detailed_5: Off
	OK to leave detailed_6: Off
	Name: 
	undefined_4: 
	Name_2: 
	undefined_5: 
	Name_3: 
	undefined_6: 
	Name_4: 
	undefined_7: 
	Text2: 
	Text1: 
	Text3: 
	Patient Name: 
	Date: 
	What brings you to our office today: 
	If we need to contact you regarding any future appointments or to give you test results may we leave a message: Off
	Please specify the preferred phone number: 
	LIST DRUG ENVIRONMENTAL AND FOOD ALLERGIESRow1: 
	REACTIONRow1: 
	LIST DRUG ENVIRONMENTAL AND FOOD ALLERGIESRow2: 
	REACTIONRow2: 
	LIST DRUG ENVIRONMENTAL AND FOOD ALLERGIESRow3: 
	REACTIONRow3: 
	DRUG NAMERow1: 
	DOSERow1: 
	DRUG NAMERow1_2: 
	DOSERow1_2: 
	DRUG NAMERow2: 
	DOSERow2: 
	DRUG NAMERow2_2: 
	DOSERow2_2: 
	DRUG NAMERow3: 
	DOSERow3: 
	DRUG NAMERow3_2: 
	DOSERow3_2: 
	NA  I no longer have a period: Off
	Age when periods stopped: 
	Date last menstrual period began: 
	Regular: Off
	Irregular: Off
	Age when periods started: 
	Light: Off
	Moderate: Off
	Heavy: Off
	Periods last: 
	Mild: Off
	Moderate_2: Off
	Severe: Off
	NA: Off
	Cramps last: 
	Spotting occurs between periods: Off
	Date of last dental exam: 
	Date of last eye exam: 
	Date of last mammogram: 
	Date of last PAP: 
	Normal: Off
	Abnormal: Off
	Normal_2: Off
	Abnormal_2: Off
	Date of last colon screening: 
	Normal_3: Off
	Abnormal_3: Off
	NA  Have never been testedtreated for any sexually transmitted diseases: Off
	Chlamydia: Off
	Gonorrhea: Off
	Genital Warts: Off
	PID: Off
	Herpes: Off
	Trichomonas: Off
	Yes_4: Off
	No_4: Off
	NA  Have never been sexually active: Off
	Yes_5: Off
	No Males: Off
	Females: Off
	Both: Off
	Did you begin sexual activity before 16 yo: Off
	If yes what age started: 
	Have you had  5 sexual partners in your lifetime: Off
	If yes how many: 
	PATIENT NAME: 
	NA  Not currently using any form of birth control: Off
	Condoms: Off
	Birth Control Pills: Off
	Tubal Ligation: Off
	Vasectomy: Off
	Depo Provera: Off
	Natural  Rhythm: Off
	IUD: Off
	Nexplanon: Off
	Other: 
	NA  No changes since last visit: Off
	Total number of times pregnant: 
	Number of Cesarean Sections: 
	Number of miscarriages: 
	Number of fullterm deliveries: 
	Number of living children: 
	Number of elective abortions: 
	NA  No changes since last visit_2: Off
	Diabetes: 
	Heart disease: 
	Anxiety: 
	High Blood Pressure: 
	Hepatitis: 
	Seizures: 
	GI Reflux Disease: 
	Liver Problems: 
	Asthma: 
	Other GI Disease: 
	Kidney Infectionsstones: 
	Lung Disease: 
	Fibroids: 
	Arthritis: 
	Tuberculosis: 
	Endometriosis: 
	Joint Pain: 
	Thyroid Disease: 
	Osteopenia: 
	Fracture: 
	Clotting Disorder: 
	Osteoporosis: 
	PCOS: 
	Ovarian Cyst: 
	Cancer type: 
	Migraine: 
	High Cholesterol: 
	Depression: 
	OtherDepression: 
	NA  No changes since last visit_3: Off
	SURGERYRow1: 
	YEARRow1: 
	SURGERYRow1_2: 
	YEARRow1_2: 
	SURGERYRow2: 
	YEARRow2: 
	SURGERYRow2_2: 
	YEARRow2_2: 
	SURGERYRow3: 
	YEARRow3: 
	SURGERYRow3_2: 
	YEARRow3_2: 
	NA  No changes since last visit_4: Off
	YESDiabetes: 
	RELATIONDiabetes: 
	YESHeart Disease: 
	RELATIONHeart Disease: 
	YESDepression: 
	RELATIONDepression: 
	YESHigh Blood Pressure: 
	RELATIONHigh Blood Pressure: 
	YESHigh Cholesterol: 
	RELATIONHigh Cholesterol: 
	YESLung Disease: 
	RELATIONLung Disease: 
	YESGI Reflux: 
	RELATIONGI Reflux: 
	YESLiver Problem: 
	RELATIONLiver Problem: 
	YESAsthma: 
	RELATIONAsthma: 
	YESFibroids: 
	RELATIONFibroids: 
	YESKidney InfectionsStones: 
	RELATIONKidney InfectionsStones: 
	YESTuberculosis: 
	RELATIONTuberculosis: 
	YESEndometriosis: 
	RELATIONEndometriosis: 
	YESArthritis: 
	RELATIONArthritis: 
	YESThyroid Disease: 
	RELATIONThyroid Disease: 
	YESOsteopenia: 
	RELATIONOsteopenia: 
	YESCancer Type: 
	RELATIONCancer Type: 
	YESClotting Disorder: 
	RELATIONClotting Disorder: 
	YESOsteoporosis: 
	RELATIONOsteoporosis: 
	YESJoint Pain: 
	RELATIONJoint Pain: 
	YESOther: 
	RELATIONOther: 
	Special Diet: Off
	Type: 
	Never: Off
	Rarely 12xyr: Off
	Occasionally 12xmonth: Off
	Often 12xwk: Off
	Regularly 35xwk: Off
	Drug Use: Off
	Packsday: Off
	Yes_11: Off
	Quit Date: 
	1: 
	2: 
	Cups per week: 
	Has anyone close to you ever threatened to or physically hurt you: Off
	Has anyone including your partner ever forced you to have sex: Off
	Do you fear harm from anyone at home or school or anywhere else: Off
	Do you have any concerns about your body image: Off
	PATIENT NAME_2: 
	YESFever: 
	NOTESFever: 
	YESAbnormal Bleeding: 
	NOTESAbnormal Bleeding: 
	YESChills: 
	NOTESChills: 
	YESVaginal Dischargeodor: 
	NOTESVaginal Dischargeodor: 
	YESFatigue: 
	NOTESFatigue: 
	YESVaginal Itchingburning: 
	NOTESVaginal Itchingburning: 
	YESWeight Loss: 
	NOTESWeight Loss: 
	YESPelvic Pain: 
	NOTESPelvic Pain: 
	YESWeight Gain: 
	NOTESWeight Gain: 
	YESMenstrual Cramps: 
	NOTESMenstrual Cramps: 
	YESEYES: 
	NOTESEYES: 
	YESPainful Intercourse: 
	NOTESPainful Intercourse: 
	YESChange in Vision: 
	NOTESChange in Vision: 
	YESGenital Lump: 
	NOTESGenital Lump: 
	YESDouble Vision: 
	NOTESDouble Vision: 
	YESFertility Concerns: 
	NOTESFertility Concerns: 
	YESHEE NT: 
	NOTESHEE NT: 
	YESMenopausal Concerns: 
	NOTESMenopausal Concerns: 
	YESEaraches: 
	NOTESEaraches: 
	YESMUSCULOSKELETAL: 
	NOTESMUSCULOSKELETAL: 
	YESRinging in ears: 
	NOTESRinging in ears: 
	YESMuscle Weakness: 
	NOTESMuscle Weakness: 
	YESSinus Problems: 
	NOTESSinus Problems: 
	YESJoint Stiffness: 
	NOTESJoint Stiffness: 
	YESSore Throat: 
	NOTESSore Throat: 
	YESJoint Pain_2: 
	NOTESJoint Pain: 
	YESMouth Sores: 
	NOTESMouth Sores: 
	YESJoint Swelling: 
	NOTESJoint Swelling: 
	YESDry Mouth: 
	NOTESDry Mouth: 
	YESSKINBREAST: 
	NOTESSKINBREAST: 
	YESCARDIOVASCULAR: 
	NOTESCARDIOVASCULAR: 
	YESBreast Pain: 
	NOTESBreast Pain: 
	YESChest Pain: 
	NOTESChest Pain: 
	YESNipple Discharge: 
	NOTESNipple Discharge: 
	YESDiff breathing wexertion: 
	NOTESDiff breathing wexertion: 
	YESBreast Lumps: 
	NOTESBreast Lumps: 
	YESSwelling of legs: 
	NOTESSwelling of legs: 
	YESRash: 
	NOTESRash: 
	YESPalpitations: 
	NOTESPalpitations: 
	YESUlcers: 
	NOTESUlcers: 
	YESHeart Murmurs: 
	NOTESHeart Murmurs: 
	YESPSYCHIATRIC: 
	NOTESPSYCHIATRIC: 
	YESRESPIRATORY: 
	NOTESRESPIRATORY: 
	YESDepression_2: 
	NOTESDepression: 
	YESWheezing: 
	NOTESWheezing: 
	YESMood Swings: 
	NOTESMood Swings: 
	YESSpitting up blood: 
	NOTESSpitting up blood: 
	YESAnxiety: 
	NOTESAnxiety: 
	YESShortness of Breath: 
	NOTESShortness of Breath: 
	YESSuicidal Thoughts: 
	NOTESSuicidal Thoughts: 
	YESCough: 
	NOTESCough: 
	YESHomicidal Thoughts: 
	NOTESHomicidal Thoughts: 
	YESGASTROINTESTINAL: 
	NOTESGASTROINTESTINAL: 
	YESENDOCRINE: 
	NOTESENDOCRINE: 
	YESDiarrhea: 
	NOTESDiarrhea: 
	YESAbnormal Thirst: 
	NOTESAbnormal Thirst: 
	YESConstipation: 
	NOTESConstipation: 
	YESHot Flashes: 
	NOTESHot Flashes: 
	YESNauseavomiting: 
	NOTESNauseavomiting: 
	YESTremors: 
	NOTESTremors: 
	YESBloody Stool: 
	NOTESBloody Stool: 
	YESColdHeat Intolerance: 
	NOTESColdHeat Intolerance: 
	YESAbdominal Pain: 
	NOTESAbdominal Pain: 
	YESHEMATOLOGIC: 
	NOTESHEMATOLOGIC: 
	YESIndigestion: 
	NOTESIndigestion: 
	YESFrequent Bruising: 
	NOTESFrequent Bruising: 
	YESBloating: 
	NOTESBloating: 
	YESCuts do not stop bleeding: 
	NOTESCuts do not stop bleeding: 
	YESLiver ProblemHepatitis: 
	NOTESLiver ProblemHepatitis: 
	YESEnlarged Lymph nodes: 
	NOTESEnlarged Lymph nodes: 
	YESGENITOURINARY: 
	NOTESGENITOURINARY: 
	YESOTHER: 
	NOTESOTHER: 
	YESBlood in Urine: 
	NOTESBlood in Urine: 
	OTHERBlood in Urine: 
	YESBlood in Urine_2: 
	NOTESBlood in Urine_2: 
	YESPain with Urination: 
	NOTESPain with Urination: 
	OTHERPain with Urination: 
	YESPain with Urination_2: 
	NOTESPain with Urination_2: 
	YESUrgency: 
	NOTESUrgency: 
	OTHERUrgency: 
	YESUrgency_2: 
	NOTESUrgency_2: 
	YESUrinary Incontinence: 
	NOTESUrinary Incontinence: 
	OTHERUrinary Incontinence: 
	YESUrinary Incontinence_2: 
	NOTESUrinary Incontinence_2: 
	YESUrinary Frequency: 
	NOTESUrinary Frequency: 
	OTHERUrinary Frequency: 
	YESUrinary Frequency_2: 
	NOTESUrinary Frequency_2: 
	Text6: 
	Text7: 


