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Welcome to Providence Medical Group/OB-GYN Health Center! 

 

We are happy that you have chosen us for your medical care and we look forward to the opportunity to 

work with you as partners to meet your health care needs. 

 

We would like to take this opportunity to explain our financial policies to you to ensure that you receive 

the benefits entitled to you with your insurance coverage and understand the financial responsibility you 

will have. 

 

If you have insurance coverage, the PMG/OB-Gyn Health Center will be happy to bill your insurance 

company for you. Our office staff will verify coverage and benefit information prior to your visit; however, 

it is your responsibility to know what your insurance will cover, and how benefits will be paid. 

Co-payments are due at the time of your appointment. Please be prepared to make this payment when 

you arrive for your visit. 

 

For our patients without insurance coverage (private pay), a $100.00 pre-payment is due at the time of 

your appointment. Please contact our business office prior to your appointment to make arrangements 

for a payment plan if needed. 

 

As different insurance plans have substantially different benefits, we encourage you to educate yourself 

on how and what your insurance plan will cover and what portion of your bill you, as the patient, are 

responsible to pay. 

 

If your appointment is for an annual preventive health exam, not all insurance plans cover these types of 

services. Additionally, if you have a Managed Care plan you may be required to have preauthorization or a 

referral prior to seeing one of our providers. Please feel free to contact Providence Medical Group/OB-Gyn 

Health Center business office with any questions you may have about billing or payment arrangements. 
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OBGYN Confidential Health History 

 

Name: ______________________________________________      Date: _____________________ 

Date of Birth: _________ Age: ______ Referring MD/PCP: _________________________________ 

Occupation: __________________ Marital/Relationship Status: _______ How long? _____________ 

How did you hear about us?    Website/Internet      Yellow Pages      Postcard/Mailer     

Friend/Family Member (Name) __________________________     Other ___________________ 

Reason for visit (problems to be addressed): _____________________________________________ 

__________________________________________________________________________________ 

Cycle History: Last period date: ________________ Regular Irregular No Periods Menopause 

# of days between periods ______ Length of period______ Problems/Pain______________________ 

Quantity of flow:  Light  Moderate Heavy  Spotting between periods____________________ 

Pap History:  Last Pap date: _____ Results: ________HPV Test Date: _______ Results:_____________ 

History of abnormal Pap, Treatment:_____________________________________________________ 

Pregnancy History: Total number of pregnancies: ______ deliveries: ______ pre-term births: ______ 

Miscarriages: _____ abortions: ______ c-sections: ______ ectopic pregnancies: ______RH factor:____ 

Number of living children: _____ adopted: _____stepchildren: ____Wt of largest baby:_______ 

Sexual History: currently sexually active: _______            age at first intercourse: ___________ 

Number of current partners: ____   Sex with: men women both  Total number of partners: _____ 

History of STDs or possible exposure to STDs/HIV: ___________________________________________ 

Contraception: _____________________________ none needed            trying for pregnancy 

Previous methods of contraception_______________ Problems with contraception_________________ 

Infertility Concerns _____________________________________________________________________ 

History of   Emotional Abuse Physical Abuse Sexual Abuse 

 

****************If you are an established Providence Health System patient, please simply update the following information. 

If you are new to Providence, please complete the following information.****************************************** 

 

Current Medications and Dosages: Include Over-the-counter Meds & Supplements, refills needed:  

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

Tobacco use and history: __________Alcohol Use: ____________Recreational Drug Use: __________ 

Allergies (medication, latex or severe food allergies): ______________________________________ 

 



10.6.15 

Name: ______________________________________________      Date of Birth:_____________________ 

 

Medical History: Have you ever been diagnosed with or treated for problems related to: (explain) 

Eyes corrective lenses cataracts glaucoma __________________________________________ 

Ears nose throat sinus hay fever ________________________________________________ 

Heart disease hypertension murmurs rheumatic fever _________________________________ 

Lung disease asthma pneumonia ____________________________________________________ 

Stomach intestinal liver disorders GERD hepatitis ulcers __________________________ 

Kidney bladder disease frequent bladder infections urinary incontinence fecal incontinence 

______________________________________________________________________________________ 

Muscle bone disease fractures arthritis _____________________________________________ 

Skin problems  tattoos piercing______________________________________________________ 

Brain nerve disease headaches seizures  ____________________________________________ 

Psychiatric problems mental illness postpartum depression  eating disorders_______________ 

Diabetes thyroid disease Lupus_____________________________________________________ 

Anemia Sickle Cell Anemia  blood clots blood transfusions _____________________________ 

Anesthetic complications _______________________ Cancer ________________________________ 

Gynecology problems: Menstruation breast vagina uterus/ovaries infertility menopause 

Pap_________________________________________________________________________________________________ 

Surgical History:  Please list surgeries and/or hospitalizations with dates 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Family History: include parents, grandparents, aunts, uncles, siblings & children. Indicate maternal (M) or 

paternal (P). Please include your family member’s age at onset of illness. 

Birth defects: ______________________________        Breast cancer: _____________________________ 

Ovarian cancer: ____________________________ Uterine cancer: ____________________________ 

Colon/Rectal cancer: ________________________ Heart disease: ____________________________ 

Hypertension: _____________________________ Stroke: __________________________________ 

Diabetes: _________________________________ High Cholesterol: __________________________ 

Osteoporosis: _____________________________ Bleeding: _________________________________ 

Blood clots: _______________________________ Mental retardation: ______________ 

Alzheimer’s: ______________________________             Suicide: _________________________________ 

Mental illness: _____________________________           Alcohol or drug problems: __________________ 

Are you of Ashkenazi Jewish Decent? __________________________________________________ 
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Name: ______________________________________________      Date of Birth:_____________________ 

*******************All patients please complete this information.**************************** 

 

Review of systems: Are you currently experiencing problems with: 

 

General Well Being: Activity change Appetite change  Fever/Chills Fatigue  Weight changes   

Endocrine:  Heat/Cold Intolerance Thirst  Hair Loss/Growth Hot flashes  Excessive sweating 

HENT: Facial swelling  Neck pain/stiffness Ear discharge/pain, hearing loss/tinnitus  Nose 

bleeds Vision Loss, Discharge or Pain  Nose bleeds/Runny Nose/Congestion/ Post nasal drip, 

Sneezing Sinus Pressure Dental Problems Drooling Sore mouth or throat Trouble 

swallowing Voice changes 

Eyes: Discharge Itching Pain Redness  Light sensitivity Visual disturbances 

Respiratory: Apnea Chest tightness Choking Cough Shortness of Breath Wheeze 

Cardiovascular: Chest Pain Swelling of Lower Legs Irregular Heartbeat (palpitations) 

Gastrointestinal:  Abdominal Bloating Anal bleeding  Blood in stool Constipation Diarrhea  

Nausea Rectal Pain Vomiting  Reflux  

Genitourinary: Urinary Problems: Painful, frequent, sense of urgency, difficulty urinating, blood in urine 

Urinary Incontinence  Flank pain  Genital sore Pain or Bleeding with Intercourse   

Vaginal Discharge, Odor, Itching or pain Abnormal Vaginal Bleeding or Spotting Breast Lumps, 

Pain or Discharge Concerns about sexual life or functioning  

Musculoskeletal: Back Pain  Joint Pain/swelling  Arthritis Difficulty walking 

Skin: Color changes Rash Itching Dryness New Moles Sores 

Neurological: Dizziness/Vertigo Facial asymmetry  Headaches  Numbness Seizures  

Speech Difficulty Fainting  Tremors Weakness  

Hematology/Lymphatic: Severe Bruising Easy Bruising Enlarged Lymph Glands  

Psychiatric: Agitation/nervous/ anxious Behavior problems Confusion  Decrease concentration 

Mood changes Hallucinations Hyperactive  Self injury  Insomnia Suicidal ideations  

Allergic/Immunological: Seasonal Allergies Persistent Infections 

 

 

Other ___________________________________________________ 
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Name: ______________________________________________      Date of Birth:_____________________ 

 

Health Maintenance: Please date immunizations/tests/exams since your last visit: 

Immunizations: Flu _____ Tetanus ______ TDAP ______ Pneumonia ______ HPV ______ 

Meningococcal ________ Rubella ______ MMR ______ Varicella ______ Shingles ______ 

Hepatitis A_______ B_______ 

STD Screening ________HIV_________ GC/Chlamydia ___________ 

Mammogram ____________ Bone Density _____________ Sigmoid/Colonoscopy_______________ 

Cholesterol screen _____________ Thyroid _____________ Diabetes Screen ___________________ 

Eye Exam ______________ Dental Exam _______________ Skin Exam _________________________ 

 

Other information your provider should be aware of: 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

Please list in order of importance some concerns you would like to discuss: 

1.___________________________________________________________________________________ 

2.___________________________________________________________________________________ 

3.___________________________________________________________________________________ 

 

Would you like an escort present during your exam? Yes      No 

 

Do you need paperwork filled out by your provider? Yes      No 

 

Please bring these completed forms with you to your appointment. 

 

OBGYN Health Center - 940 Royal Ave - Suite 350 - Medford OR - 97504-6193   Tele (541) 732-7460 
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Clinic Family and Friends Authorization Form 

 

 

 

Patient Name: ___________________________________________ Date of Birth: _________ 

 

As a patient of Providence Health & Services, would you like to elect to have others involved in 

your health care? Without your prior approval, we cannot discuss any medical information with 

family or friends. Please list the names of those you would like listed as being involved I your 

health care.  This information can be changed or revoked with your permission at any time. 

 

 

I give permission for information related to my current health status to be discussed with: 

 
________________________________   ____________________    ____________________________  

Name            Relationship      Telephone 

 

 

________________________________   ____________________    ____________________________  

Name            Relationship     Telephone 

 

 

________________________________   ____________________    ____________________________  

Name            Relationship     Telephone 

 

 

________________________________   ____________________    ____________________________  

Name            Relationship     Telephone 

 

 

________________________________   ____________________    ____________________________  

Name            Relationship      Telephone 

 

 

 

I understand that this might include such information as: diagnosis and treatment plans, 

medications, discharge and instruction plans, diagnostic test results, appointment reminders, 

medical billing, insurance and any other medical information relevant to my care. 

 

 

Signature: ___________________________________  Today’s Date ___________________ 

  I Decline to have my medical information discussed with family or friends. 

 

 


