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lI?Athens - Li mesto ne H osp ital

1005 W. Market St. Ste. 17

Athens, AL 35611

Phone: 256-233-5000

Fax:256-233-5361

Welcome to Valley Women's Center,

PIease complete the ched new oatient paperwork & brins it with to vour appointment

We also ask that you bring your medications and/or a list of them, your driver's license and insurance

cards, and be prepared to pay your co-payment as it is due at the time of service.

lfyouhaveanyquestions,pleasecall ourofficeduringnormal businesshours. Hoursofoperationareas

follows:
Monday-Thursday: 8AM-4:30PM

Monday-Thursday: Closed for lunch from 12PM-1:00PM

Friday:8AM-12PM

We look forward to caring for you !

Valley Women's Center Staff
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PATI NT INF RMATION:

First Name Ml:_ Last Name:

Date of Birth:Maiden Name: (if a pplicable) SSN:

Marital Status: (Please circle) Single

Address:

Married Divorced Widowed Separated

City State: zip

Email address:

Te le phone {Home): (_)
Tele phone (Work): (_)

Telephone (Cell): ( )

How do you prefer to be reminded of your appointments? (Please Circle:) Phone Call Text

Race: (Please Circle:) Caucasian African American

Asian Native Hawaiian

Primary LanguaSe: (PIease Circle:) English Spanish

Student: (PleaseCircle:) Full-Time Part-Time

Employment: (PleaseCircle:) Full-Time Part-Time

Employer:

Preferred Pha rmacy:

Prima ry Care Provider

EMERGENCY CONTACT:

Name

Telephone (Primary):

lnsurance Company Name

Contract Number/Member lD/Benefits Number:

Name of Policy Holder

Telephone (Secondary): (_)

Native American

Pacific lslander

Other:

Self Employed Retired

Occ u patio n:

Unemployed

Alaska n

Dec line Other:

Referred by:

Relationship:

Primarv Coverage

Copay Amount S

Group Number:

Relationship to Policy Holder:

Date of Birth

SSN:

lnsurance Company Name

contract Number/Member lD/Benefits Number:

Copay Amount S

Group Number:

Name of Policy Holder: Date of Birth

SSN:Relationship to Policy Holder

Secondary Coverage

rlr
&:

Pharmacy Location:

MEDICAT INSURANCE INFORMATION:



OFF!CE POLICIES

Please initial ofter readino eoch policv:

o lf you arrive 15 minutes after your scheduled appointment time, you will be asked

to reschedule, unless prior arrangements with our office have been made.

. Any patient who does not cancel her appointment at least 24 hours before the

scheduled time is considered a no-show. S25.00 will be charged for no-show visits

and must be paid before future appointments can be scheduled. Any patient who

is a no-show 5 or more times may be dismissed from the practice.

o All copays are due at the time of service.

o ln the event that you establish care with a different OB/GYN physician, you will no

longer be allowed to schedule an appointment with our office. This does not

include a second opinion visit.

o Please request school or work excuses for the day of your appointment before
you leave the office.

o Medical forms and medical record requests require a minimum of 6 - 10 business

days to process.

a Calls are not made notifvine patients of normal results but such information will
be available throush the Patient Portal over the ohone if the patient chooses

to call our office.

Pregnancy deductible and co-insurance payments are due no later than the 36th

week of pregnancy.

Picture ldentification and insurance card(s) must be brought with you to all

scheduled appointments.

lf you need a prescription refilled, please contact your pharmacy to get them to
send a refill request.

Thank you for complying with our office policies. We appreciate our patients!

lnitidlbelow
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Signature Date
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AUTHOR]ZATION TO FILE INSURANCE

I authorize Valley Women's Center to release any information acquired in the course of my examination or treatment to my insurance

company for the purpose of processing claims for medical/surgical services. I certify that the information I have reported with regard

to my insurance information is correct. I acknowledge that I am responsible for payment of any services not covered by my insurance

and that it is my responsibility to know which services may not be covered by my insurance policy.

Agree Disagree

AUTHORTZATION TO TEAVE MESSAGES

I authorize Valley Women's Center to leave messages regarding my medical condition such as lab results, other test results,

medications, and appointment reminders on my home answering machine or cell phone.

Agree Disagree

AUTHORIZATION TO OBTAIN PRESCRIPTION HISTORY

I authorize Valley Women's Center to obtain my prescription history from my pharmacy.

Agree Disagree

ACKNOWTEDGEMENT FOR RECEIPT OF PRIVACY PRACTICES AND PATIENT RIGHTS

We are required by law to maintain the privacy of, and provide individuals with a notice of our legal duties and privacy practices with respect to

protected health information. lf you have any objections to this form, please ask to speak with our HIPAA Compliance Officer.

your signature below is acknowledgement that you have received this Notice of our Privacy Practices and agree to all information listed above.

Signature below also indicates that you have received a copy of the Patient Rights and Responsibilities for Athens-Limestone Health Services

Clinics/Valley Women's Center.

please list up to three people below thot you give us permission to give your bilting information to (insurance information, bolance

owed, etc.) ond up to three people thot you give us permission to give your medical informotion to (oppointment times, test

results, refill requests, etc.). lf you do not wish to list anyone, please write "none".

Name RelationshiP

MEDICAL INFORMATION

BILLING INFORMATION:

Signature Date
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Valley Women's Center

1005 West tVarket Street

Suite 17

Athens, Alabama 35611

Phone: (256)233-5000

F ax: 256-233-5361 /256-262-6099

Health History

Today's Date:

Patient Name DOB

Reason for today's visit:

First day of your last menstrual period

Preferred Pharmacy Location: Phone

Medications: NOT TAKING ANY MEDICATIONS

Please list all medications you are currently taking including OTC vitamins & supplements.
(lf you have a list of your medications, please attach copy.)

Name and Strength of medication How often? Daily, Twice a day, Every 6 hours, PRN

Allergies: NO KNOWN ALLERGIES

Please list any drugs, foods, environmental or dietary allergies, and the reaction it caused

Medication Name Reaction



lmmunizations

Are your immunizations up-to-date? Yes-
COVID-1g? Yes

No

No

No

Pfizer Moderna .l&J

Ga rdasil (HPV) immunization?

Pneumonia vaccine?

When was your last flu shot? (Month/Year)

Yes_
Yes No

Who is your Primary Care Physician?

AIDS or HIV+

Anxiety

Asthma

Anemia

Bleed ing Disorders

Blood transfusions

Ca ncer
Ty pe

Chronic pain

COPD

Coronary Artery
Disease

Deep Vein Thrombosis

Depression

Dia betes

Endometriosis

Fibromya lgia

GERD

Hea rt Attack

Yes

Yes

Yes

Yes

No

No

No

No

Yes

Yes

Yes

Yes

No

No

No

No

Phone #

Past Medical History

Do you have or have you ever had any of the following? (Circle "yes" or "no")

Yes No

Yes

Yes

No

No

High Blood Pressure

High Cholesterol

Hypothyroidism

lrritable Bowel
Syndrome

Migraine headaches

Mitral Valve Prola pse

Osteoa rth rit is

Osteoporosis

Polycystic Ovaria n

Disease

Recurrent UTI's

Se izu res

Yes

Yes

No

No

Yes No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

No

No

No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

No

No

No

Sleep apnea

Stroke

Thyroid Disease

Tuberculosis

Urinary
lncontinence

U lce rs

Other medical condition(s) not listed:



Obstetric Historv

Total # of
Pregna ncies

FullTerm

Deliveries

(Over 37
weeks)

Prematu re

Deliveries

(Less than 37
weeks)

Abortions M iscarriages Ecto pic Multiple Births

(Twins,

Triplets, etc.)

# of Livine

Children

Number of Vaginal Deliveries:

Please list any complications/problems with pregnancies or deliveries:

Number of Cesarean Sections:

Gynecological History

Age at Menopause (if applicable)Age Period began

How frequently do you have a cycle?

How many days do your periods last?

Please circle vour onswer beside each auestion listed below:

Are your periods: Regular lrregular

Cramping: None Minimal Moderate

ls your flow: Light Moderate HeavY

How often do you change a pad or tampon?

Are you currently sexually active? Yes No

Have you been sexually active in the past? Yes No

Do you have sex with: Men Women Both

How many sexual partners have you had in the last vear:

How many sexual partners have you had in vour lifetime:

(enter number of days from first day of cycle to first day of next)

Days

Heavy

times a day

none

none

5-10

5-10

1.

L

fewer than 5

fewer than 5

greater than 10

greater than 10

Current method of co ntraception:

Abstinence - Birth control pills - Condoms - Depo-Provera - IUD - Natural family planning - Nexplanon lmplant -

NuvaRing - Patches - Tubal sterilization - Hysterectomy - Vasectomy - None

Other:



Preventative Health Maintenance

when was your last: (Month/Year) What was the o utcome?

Normal Abnormal

Pap smea r

Mammogram:

Colonoscopy

Bone Density Scan (DEXA)

Have vou ever had an abnormal pap smear? Yes No

Did you have any further testing or treatment done? (repeat pap smear, colposcopy, LEEP, cryotherapy)

If so, When? Where?

Have vou ever had a n abnormal mammogram? Yes No

Did you have any further testing? (diagnostic mammogram, additional views, ultrasound, biopsy)

other

What was the outcome of the results?

Surgica lHistorv
(Pleose circle ony post surgeries ond include yeor)

Hysterectomy To nsils/Adenoid s Removed

ovaries Removed Hern ia Repair

Bladder Sline Wisdom Teeth Removed

Gallbladder Removed Ereast Augme ntation

Append ix Removed Other: Please Specify

Cesarean section Other: Please Specify

Family History

Do you hove o lomily history ol ony ol the lollowing: (mother, Idther, sibling, grondpdrent(s)?

Pleose specily il |dmily member is maternol (mothe,'Js side oI ldmily) or poternol (Jather's side ol lomily)?
Ex: Moternol Grondmother or Poternol Aunt. Potemdl Grun . Moternol Aunt

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No
No
No
No
No
No
No
No

Breast Cancer
Colon Ca ncer
DWPE,s (DVT)

Dia betes
Heart Disease

Hypertension
Ovarian Cancer

Uterine Cancer



Socia I History

Ma rita I status O cc u patio n EmployET

Number of children

Do you currently exercise? Yes No lf yes, how often?

Do you smoke? Yes No lf yes, how many packs per day? How many years?

Are you a past smoker? Yes No Quit date:

Do you drink alcohol? Yes No lf yes, how much? Occasional

Do you consume caffeine? Yes No lfyes, whdttype dnd how often?

Do you use illegal drugs? Yes No tf yes, whot type ond how often?

Do you suffer from anxiety, depression, panic attacks, or any other mental illness?

Have you ever had ony of the following sexuolly tronsmitted diseoses?

Please circle: Yes No

Chlamydia GenitalWarts Gonorrhea Hepatitis Herpes HIV HPV Syphilis Trichomoniasis Other:

lf so, when?

Treated? Yes No

Have you ever been a victim of domestic/sexual abuse? Yes No lf yes, when? Whatform?

Moderate Heavy



REVIEW OF SYSTEMS

Name DOB

Are you currently experiencing any of these symptoms? Please select all that apply:

General

(lhills

l.'atigrrc

l"cvcr

I iniulcntional rvciglrt loss

I Ir rirrlcrrtiorr:rl u ciglrt glrirr
( )tlrcr'

Cardiovascular
Chcst pain
l)illictrlty lrrcathirrg rvhilc rvalking
l'alpitations

I'lxccss lluirl/Su'clling
( )tlrcr

Gastro intestina I

tr Alxl<>uriuallraiu

tr Aci<l llcllux
n C<>nstipation

tr l)iarrhca
tr lllo<xll,stools

tr Nausca

tr V<>rniting

n I Trrablc to <'<>rrtr<ll lrorvcl rn<>r'cnlcllts

tr ()thcr
Genitourinarv

l'airrlirl pcrio<ls

l)airrlirl intcrr'oursc
l)airrlirl urinatiorr
lll<xrtl irr urinc
Alrn<>rrnirl vaginal blccrling
l'i-c<;ucnt urirration
Lcak urinc rvhcrt c<>ughin/sncczirrg

Alnornral r':ginal <lischargc

I Trirrary urgcnc]'

l,\Is
( )tlrcr'
( )tlrcr'

( )tlrcr

( )tlrcr
Endocrine

tr Hair loss

tr tlcat/Coldintolcr;ur<'c

tr I'Iot llashcs

tr l)ccrcasc<l libirl<>

tr ()thcr

Musculoskeletal

.|<>irrt pairr

Musclc pain

Musclc u'c;rkncss
( )tlrcr

Skin/Breast
Ncrv or trnusttal tn<>lc

l)ry'skin
llrc:rst lurrrll
llrcast skirr <'h:rngcs

llrczrst tcr r<lcrttcss

Nipplc <lisclrargc
( )tlrt'r trrrrrsturl skirr lcsiorrs

Neurologic
l)illiculty' u,alking

[)izzincss/[,igl rthea<lc<h rcss

Hca<lachcs

Scvcrc rncnx)ry problctns
Nurnllrrcss
Scizurcs
( )thcr

Lvmphatic
[',as1'l>rtrisirrg

I',rrlargc<l lpnph no<lc(s)

( )tlrcr

Psvchiatric

Anxicty'
l)cprcssion
M<xxl clrarrgcs

n
tr
n
tr

tr
tr
tr
tr
tr
tr
tr
tr

tr
tr
tr
tr
tr
tr
tr

tr
tr
n

tr
tr
tr
tr

tr
tr
tr
n
tr
tr
tr
tr
tr
tr
tr
n
n ( )tlrcr-
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ffiAthens- Li rnestone H*rsPital
1005 West Market St, Suite 17, Athens, AL 35611

Please answer all of the.fbllowing questions and bring this papervtork with you to your appointment. Your,first
appointment will be utith a nurse. They will go over all of'your medical history and any questions you may have.

Name: Date of Birth:-

Husband/ Father of Baby: Phone Number:-

Emergency Contact Phone Number:

Pharmacy: Location:

First day of your last menstrual period: Was it normal in duration? (Circle) Yes No

Are your cycles generally regular? (Circle) Yes No

How frequently do you have a cycle? (Number of days between FIRST day of one period to the first day
of the next) days

Were you using any form of birth control when you conceived? (Circle) Yes No

Age when you began having periods: Date of positive pregnancy test:_
Your Medical History

Please check the appropriate box./br the.following medical problems
Yes No Yes No

Diabetes Alcohol Use

High Blood Pressure Illicit/Recreational D rugs

Heart Disease

Rh Sensitized
(Mom negative blood- Baby positive blood

& mother never received Rhogam)

Autoimmune Disorder Seasonal Allergies

Kidney Disease or
Chronic UTI

Drug/ Latex Allergies

Neu rological/Epilepsy Breast Problems

Psychiatric Gynecological Surgery

De p ressio n/Postpa rtu m
Depression

O perations/flospitalizations

Hepatitisiliver Disease Anesthesia Complications

Varicose Veins History of Abnormal Pap Smear

Thyroid Disease Uterine Abnormality

Trauma/Violence Infertilitv
Had a Blood
Transfusion

ART (Infertility Treatments)

Tobacco use Relevant family history

I lnrl rtarl ia la1 11n1O



Please explain any of the above, if needed:

I nfe c t io n/Ris k As s e s s me nt

Yes No Yes No

Live with someone with or exposed
to TB

History of Successful Vaginal Birth
after C-Section

Patient or partner have history of
genital herpes

Tobacco Use (since conception)

Rash or viral illness since Last
menstrual period
Hepatitis B, C Interpreter needed

History of STD Previous LEEP
History of Gonorrhea Previous Stillbirth
History of Chlamydia Rubella Non Immune
History of HPV History of trauma, drug use, domestic

violence
History of Syphilis Previous Pre-Term Delivcry
Other Historv of Diabetes
Previous C- Section History of Pre Eclampsia (high blood

pressure in pregnancy)
Previous miscarriage Rh Negative Blood Type
Previous Ectopic Pregnancy

Please explain any of the above, if needed:

r l^.1.+^.1 na lal l)ilo

Maternal Drug Use



Genetic Screening

Yes No Yes No
Patient will be over 36 years old at

time delivery
Huntington's Chorea

Thalassemia (Italian, Greek,
Mediterranean, or Asian

Background)

Mental Retardation / Autism

Neural Tube Defect (Spina Bifida,
Anencephaly, etc.)

Other Inherited Genetic or
Chromosomal Disorder

Congenital Heart Defect Maternal Metabolic Disorder ( Type 1

Diabetes, PKU)
Down Syndrome Patient or baby's Father had a child

with any birth defects not listed above

Tay-Sachs Disease (Ashkenazi
Jewish, Cajun, French Canadian)

Recurrent Pregnancy Loss, or a
Stillbirth

Canavan Disease (Ashkenazi
Jewish)

Medications/ Illicit/ Recreational
Drugs/ Alcohol since last menstrual

period
Familial Dysautonomia (Ashk enazi

Jewish)
Other

Sickle Cell Disease or Trait Previous LEEP
Hemophilia or other blood

disorders
Muscular Dvstrophy

Cystic Fibrosis

Please explain any of the above, if needed:

r r^l-+^7.1 na 111 l)n10



Pust Pregnancies

Total # of
Pregnancies

Full Term
Deliveries
(over 37
weeks)

Premature
Deliveries
(Less than
37 weeks)

Abortions Miscarriages Ectopic
Multiple
Births

# of Living
Children

Please provide the following information for each of your past pregnancies

Date of
delivery

How
muny

weeks at
delivery

Lengtlt
of

labor
(hours)

Birth
weight

0f
baby

Gender
of baby

Voginol
Delivery

or
Cessreqn
Section

Type of
anesthesio

(ex. epidural)

Place of
delivery

Preterm
lahor

(yes/no)

Complications
(yes/no)

a

O

o

o

o

Pregnancy Planning

If needed, is a blood transfusion acceptable? (Circle One:) Yes No

Are you allergic to Latex? (Circle One:) Yes No

Are you planning on having an epidural? (Circle One:) Yes No

If you have a boy, would you like to have him circumcised? (Circle One:) Yes No

Do you plan on breastfeeding or bottle-feeding, or a combination of both?
(Circle One:) Breast Bottle Both

I ln.lrrarl no /fI /1nl o


