
GYNECOLOGICAL HISTORY

Name:__________________________
Date:___________________________

Any current concerns?_____________

_______________________________

Date of last Gyn exam and pap smear:

_______________________________

Any difficulty with previous exams?

_______________________________

_______________________________ Age of onset of menses: ___________

First day of last menstrual period:____

_______________________________

Was it normal? __________________

What is normal for you? ____________

_______________________________ Any problems with periods? (pain, PMS, heavy bleeding, irregularity, bleeding in between cycles?) _________________

_______________________________ _______________________________ Number of days between first day of one period and first day of next: _________

Do regular self breast exams? _______

Pain with sexual activity? ___________

Number of male partners in last 3 years? _______________________________

Birth Control History

Currently using what method of birth control? _________________________

Used in past: (please include dates)

Birth Control Pills ____________

- What kind? ________________

IUD: ______________________

- What kind? ________________

Diaphragm _________________

Cervical Cap ________________

- What kind? ________________

Sponges ___________________

Condoms __________________

Foam _____________________

Other _____________________

Any problems or benefits encountered?

_______________________________ Any hormone medications used? (Provera, estrogen preplacement, DES, “morning after pill”, anabolic steroids, cortisone or prednisone, thyroid medicines) _______________________________

Any other medications? ____________    

_______________________________ 

_______________________________

Pregnancy History

Pregnant now? _______#of weeks? ___

Number of pregnancies: ____________

Births__________
Miscarriages _____

Abortions? ______
Tubal/ectopic ____

Any difficulty conceiving?___________

Any complications of pregnancy? (hemorrhage, infection, C-section, toxemia, blood sugar or blood pressure problems) ________

_______________________________

_______________________________

Medical History 

(Include dates and treatment)

Abnormal pap smear? _____________

Cancer? ________________________

Thyroid Problems? ________________

_______________________________

Anemia? ________________________

Diabetes? _______________________

Breast lumps/tumors? ______________

Nipple discharge? _________________

Bladder infections? ________________

Uterine fibroids, endometriosis? ______      

 _______________________________

 _______________________________

 _______________________________

Any surgeries/hospitalizations? _______

________________________________

 Anything else? ________________________________

________________________________________________________________

________________________________

Venereal Warts? _________________

Vaginal infections? ________________

_______________________________ 

Bleeding/clotting problems? _________

Chlamydia, Gonorrhea or Syphilis? ___

_______________________________ Herpes? ________________________

Pelvic Inflammatory Disease? _______

Uterine/cervical abnormalities?  ______

________________________________Ovarian cysts/tumors? _____________

_______________________________

________________________________ 


Dear New Patient,

Welcome to our clinic.  We look forward to providing for your health needs and encourage your questions and participation in all aspects of your health care.

	______

Initials


	Payment for all services and dispensary items is due at the time of the visit.



	______

Initials


	If you have insurance that covers Naturopathic medicine and we are in that network, we will bill your insurance for you. You will be required to sign the attached waiver confirming your responsibility for any uncovered services. If we are not in network with your insurance company, we will provide you with all the necessary information for you to send your claim in for reimbursement. You have the primary relationship with your insurance company and are responsible for the entire amount that is owed.
If you do not have insurance coverage, payment at a discounted rate will be due at the time of service.  

	______

Initials


	You will be charged a Missed Appointment fee of $80 for any missed appointments or late cancellations (less then 24 hours notice).

	______

Initials


	I give permission for the staff at The Natural Medicine Center to contact me via telephone and leave a message that may contain appointment or medical information if I am not available.


As the patient, you are responsible for the total charges incurred for each visit.  We accept MasterCard, VISA, Debit cards, checks, and cash.  There will be a charge of $25.00 for every returned check(s).  We can arrange payment plans, if needed.

You recognize, understand and agree that your health care provider is a sole practitioner and is not a partner or otherwise affiliated with any other health care providers who may be providing similar services at The Natural Medicine Center.  You further recognize, understand and agree that your health care provider is solely responsible for and shall provide all professional services to you, and you are relying solely on your practitioner’s skill for the professional services rendered at The Natural Medicine Center.

Your health care provider may prescribe medication, which may be purchased either at The Natural Medicine Center or elsewhere.   Most insurance companies do not cover the pharmacy items that we prescribe and dispense.

I have read and understand the above-stated policies and will comply with them in all respects.  If my insurance company requires release of my medical records, I hereby give my permission by signing this form.

______________________________________________________Date __________ 
Your Signature (parent signature if minor)

Dr. Kelley Reis, ND
PATIENT WAIVER FOR NON-COVERED SERVICES

Patient’s Name: __________________________________ Date: _________________
Your insurance does not pay for all of your health care costs. Some items and services are not considered “covered benefits” under your health insurance plan and as such, your insurance will not pay for these services.

Your physician believes that the following service(s), although not covered by your health insurance, are an important part of your Naturopathic care and recommends that you receive these services as part of your current treatment plan. However, since the services listed here are not considered to be a covered benefit under your health insurance, should you choose to receive these services; you will be personally responsible for the payment of such services. The purpose of this notice is to help you make an informed choice about whether or not you want to receive these items or services.

The services recommended by your physician are listed below:

___________________________________________ $________

___________________________________________ $________

The total cost for the services/items recommended by your physician are:

$_______________

I acknowledge that I have been informed in advance of receiving these services, that these services are not covered by my health insurance plan. I have chosen to receive these services and understand that I will be financially responsible for the charges indicated above.

Print PatientName______________________________________________________

Patient Signature_______________________________________________________

Signature of Parent or Legal Guardian (if applicable)___________________________

Date_______________________________

This form must be signed by the patient or legal guardian PRIOR to receiving any non-covered services or items and must be maintained in the patient’s health record.





Kelley R. Reis


Naturopathic Physician


503-693-0904


The Natural Medicine Center


172 SE 6th Ave


Hillsboro, OR 97123
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