BRADEN RICHMOND, M.D,, FA.C.0.G.

'SPECIAL CARE FOR WOMEN'
Welcome To Our Office!

PATIENT NAME _ SSN#
LAST FIRST M

ADDRESS

STREET CITY STATE ZIP CODE
HOME # CELL# ALTERNATE #

RELIGION CHURCH DOB___/ /____AGE SEX RACE_ _MARITALM SD W
EMPLOYER PHONE
ADDRESS :

SPOUSES NAME DCB___/ / SSN
SPOUSES PHONE SPOUSES EMPLOYER

HOW DID YOU HEAR ABCUT OUR PRACTICE? REFERRED BY

EMERGENCY INFORMATION
NOTIFY IN CASE OF EMERGENCY RELATIONSHIP PHONE

INSURANCE INFORMATION

PRIMARY INSURANCE POLICY 10%

GROUP# EFFECTIVE DATE INSURED'S NAME
RELATIONSHIP TO INSURED, INSURED DOB INSURED'S SSN

SECONDAY INSURANCE POLICY ID#
GROUP# EFFECTIVE DATE INSURED'S NAME
RELATIONSHIP TO INSURED INSURED DOB INSURED'S SSN

IF YOU ARE A MINOR (UNDER 18 YRS) PLEASE COMPLETE THIS SECTION

MOTHER'S NAME poB___/___ ¢ S38N
MQOTHER'S PHONE

FATHER'S NAME poB__ /1 J SSN
FATHRER'S PHONE

PARENTS ADDRESS (IF DIFFERENT FROM ABOVE)

PAYMENT IS DUE AT TIME OF SERVICE

In consideration of services renderad, the undersigned agree to pay BRADEN RICHMOND, MD the charges therecf, insurance not withstanding,
In the even of collection action is inifiated ta collect such charges, the undersigned agrees to pay all costs and expenses of collection, including
attorney's fees and court costs. ! authorize BRADEN RICHMOND, MD te releass any medical information relating to my insurance claims. !
authorize my insurance company to make direct paymant to BRADEN RICHMOND, MD for medical services rendered.

SIGNATURE DATE GUARDIANS SIGNATURE {if minor) DATE



: BRADENRICHMOND M.D., P.C.
OBSTETRICS, GYNHCOLOGYANDTNFERTIIITY

PATIEN'I' IIICAL HISTORY
Date. Date of 8irih Age—.
Name. -y iadie Last
. Nature of problem or reason you are being seen (include a brief description:}
Date of last: - Pap smear monthiyaar Where
Mammogram month/year Where

Have you ever had an abrormal Pap smear? Dale Final Result:
Have you everhad an abnormal Mammogram? _Dalo Final Resul:
Birth control method: (pleasecirce)  Abstinance Condoms  Depo. - Diaphragm Hysterectomy  1UD

- None - WNotApplicable . Pill . Spermicide

. Date of last period:

Lunafle  Norplant
Sponge  Tubal Ligation

Histoqu Pragnancies Full Term Births

Vvasaciomy  Other.

" Premature Births
Miscarages

Please List the Pharmacy. Yuu Use _
- "This is where yaur medlcahons wlﬂ be sant.

" Previous Surgery and Year (Include C-Seclions):

R TR

Family Dactor '
Previous {inesses/Hospitaiizations and Dates:

Abortions -

‘List Drugs you are altergic to (describe type of reaction):

 Cuirent Medlcations (Include strength and schedula).

F) Peayanc 1060 NPM-4S



Signatune; | -
Thank You! You

¥ cormaplete answere on this form will

help us better evaluate your total heakth

Do you smoke?  Yes No Drink elcohollc beverages?  Yes No
if yes, age at onset - If yes, circle: rarely’ soclatly most days
# of cigarettes a day : Do jmu uss illegal drugs? Yes " No
Have you ever had a serious liiness with your (If yes please describe): .
Brain _Y N __ ' _Uver Y N
Vision XN _Slomach Y N
HearingY_ N {piastines Y N
Heat Y N _Kidneys ¥ N
Lungs Y_N - Bladder .-Y N
Doyouhaveahistoryof: s ____ Clotintheleg(DVT)  ____Selzwres
(YorN) _Asthma —_Diabsles —.— Skin disease
——___Blesdingdisorder = _____High blood pressure Thyroid dysfunclion
Blood in your stooi Lupus Other_
Blood transfusion Persislentheadaches Other.
Age Mg ™ Rpe At .lmml::'tl:{::sm lmﬁ GaRyBOoT | PeaseCirco | — vhichRelatives
Father 1Breant Cancer Yu’ No '
Mother Diabetes - Yes - WNo
BrothenSister 1. Osteoporosis Yes _No
. 2. Gancer - Yeb No
3. h Blood P. Yes __ No
4. Heart Disease Yas __No '
5. Yes Mo
Hugband Yes .. .t | L
Jcl'lild@n 1 Yes @E
2. Yo Nn
3. Yez Mo
4. Yos _l&_:
5. Ng.
How old were you when your pariods starded? . ... .... vesesansemrrraarriruratuneaye .
How many days betwsen the baginning of each period (such 85 28days)? . ... ..ovveiiiennnt.
e U N Yy _N
~ How many days does yourperlod last? . . ... ... . c.uun-  ramaemeannos Cer e
~ Isyourfiow (clrcle): .- nght Medium Heavy Extreme
How Is your pain with your periods (circle)? Minimat ~ Mild ~ Moderste  Severe
Dale;




Risk Assessment for Hereditary Cancers

{ *please complete this jorm accurately and to the best of your abifity. We will review it with you upon arrival.
Patient Name: Insurance:
Physician: Date of Birth: Today's Date:

This is a screening tool for cancer that runs in families. Please consider the following family members when completing the form:
1st Degree Relatives = Mother/Father/Sister/Brather/Chitdren
2nd Degree Relatives = Aunt/Uncl e/Grandparent/Grandchild/Niece/Nephew
3rd Degree Relatives = Cousin/Great-Grandparent/Great-Au nt/Great-Uncle
Have YOU or ANY OF YOUR RELATIVES been tested {BRCA/Colaris) for a Hereditary Cancer Syndrome? YES NO
Have YOU ever been diagnosed with ANY type cancer? YES NO What Site: Age:

Breast Cancer at Age 50 or Younger
YN {in 5elf, 1st or 2nd Degree Relative}
Cvarlan Cancer at Any Age
YN {in Seff, 1st, 2nd or 3rd Degree Relative)
2 Relatives on Same Side of Family with Breast
VN Cancer - 1 of tham under the Age of 50
_ 3 Relatives on Same Side of Family with Breast
YN Cancer at Any Age
Multiple Breast Cancers in the Same Person {in the
YN same breast OR both breasts)
Triple Negative Breast Cancer (ER, PR and Her2
YN Negative Receptor Status) at Age 60 or Younger
vin Male Breast Cancer at Any Age {in Seff, 1st, 2nd or
3rd Degree Relative}
Panereatic Cancer with Breast OR Ovarian Cancer in
YN the same person of on same side of the family
Ashkenazi Jewish ancestry with Breast, Ovarian or
¥ | N | Pancreatic Cancer insame person or on same side
of family
YI|N family member with a known BRCA mutation

Colon [Colarectal) or Uterine (Endemetrial} Cancer
befare Age 50 {in SeF, 1st or 2nd Degree Relative)

Pelvis, Pancrens

2 or mare Relatives on Same Side of Family with
any of the following - {circle): Colon,

Y | N | Uterine/Endometriof, Ovarion, Stomach, Small

Bowel, Brain, Kidney/Urinary Tract, Ureter, Renal

Peivis, Pancreas

3 or more Relatives on Same Side of Family with
any of the following {circle}): Colon,

¥ | N | tterine/Endometrial, Ovarian, Stomach, Smalf

Bowel, Brain, Kidney/Urinary Troct, Ureter, Renal

mitation

Family member with a known Lynch Syndrome

Patient Signature;

Date:

Genetic Testing Recommended for Patient:
U Patient Declined & Reason:

For Office Use Only:

mBased on Personal & Family History, testing is NOT indicated for the Patient at this time.

BRACAnNalysis {HBOC) or Colaris{Lynch)

D Patient Accepted

MCP Signature:




BRADEN RICHMOND, M.D., F.A.C.0.G.
SPECIAL CARE FOR WOMEN

To ensure the hest communication possible between our patients and our office,
please let us know how you would like to be contacted for appointment reminders,
messages from Dr. Richmond, and test results, such as pap smear, etc. Also, we find
that phone numbers change frequently. Please ensure that we have your correct
address and phone number, and provide any and all phone numbers that may be
used to contact you. Thank you!

Preferences

*»ux WE MUST HAVE AT LEAST ‘3 CONTACTS LISTED. IF YOU DO NOT
HAVE ADDITIONAL NUMBERS, PLEASE LIST A RELATIVE OR FRIEND SO
WE CAN REACH YOU IF NEEDED. THANKS!****

HOME PHONE.:

CELLULAR PHONE:

WORK PHONE:

ALTERNATE PHONE:

WILL IT BE FINE TO LEAVE A MESSAGE IF THERE IS NO ANSWER?
(Y/N)

We encourage you to provide an email address, even if it is not your preferred contact method. This can be used

for contact purposes, yearly reminders, and practice updates. This information is NOT shared, and is for the
purpose of contacting you, by our practice, ONLY,

YOUR EMAIL ADDRESS

IF YOU WOULD LIKE TO RECEIVE TEXT MESSAGE REMINDERS
PLEASE LEAVE PHONE NUMBER

DESIGNATED # FOR TEXT MESSAGE

Patient or Legal Guardians Signature: Date:




BRADEN RICHMOND, M.D., F.A.C.0.G
‘Special Care For Women’
<X

OBSTETRICS, GYNECOLOGY, AND INFERTILITY

731 Leighton Ave Telephone: 256-435-2229

Suite 401 Fax: 256-782-2904
Anniston, AL 36207

NON-COVERED SERVICES POLICY

As my patient, I want to provide the best care possible.
There may be certain services that I feel are necessary
for the maintenance of good health that are not covered
by your insurance contract. You will be expected to pay
for those services in full. For example, I may order an
ultrasound, lab test, etc., that may not be covered by
your contract. Let me reassure you that I will only order
tests that I feel are necessary for your treatment and
care. If you have any questions about your insurance
coverage such as whether a particular service is covered
or not, one of our employees will be glad to assist you. If
your insurance does not cover the services you, receive,
you will be responsible for any and all fees, including

any legal fees, pertaining to the collection of your
account.

I have read your policy and agree to pay for services not

covered by my insurance contract as indicated by my
signature:

(Signature) (Date)



‘Special Care for Women '

Dr. Braden Richmond, MD

} acknowledge by signing below that [ have received the

Patient or Patient’s Personal Representative Date:

-

You have my permission to release my madical Information to the following peopie:

Relationship:

Relationship:

Refationship:

Relationship:




NOTICE OF PRIVACY PRACTICES Effective October 1, 2017

~ THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. FLEASE REVIEW IT CAREFULLY.

E FORMATION ABOUT YOU: The following catepories describe different ways that we may use
and disclose medlca] mforms.uon For aach categcry of uses and disclosures, we will elaborate on the mmeaning and provide meors specific examples, if you
rezquest. Not every usc or disclosure in a category will be listed. However, 2l of the wiys we are permitted to vee and discloss information will fall within
one of the I:a.h:guncs
FOR PAYMENT: We may use and disclose medical information about you go that the treatment and services you receive at the pracuoe may be billed to
and payment may be collected from yon, an insurance company o a third party, For example: we may disclose your record to an insurance company so that
we can pet paid for treating you.

FOR TREATMENT: We may use medical information about you to provide you with medical treatment or services. 'We may disclose medical information
zbout you w doctors, nurses, technicians, medicel students, or other personnel who are involved in taking care of you at the practice or the hospital. For
example, we may disclose medical information about you te people outsids the practice who may be involved in your medical care, such as family members,
clergy or other persons that are part of your caze.

; We may use and disclose medical infurmation about you for health care cperations. These uses and disclosures are
necegsary to run the practice and ensure that all of our patients receive quality care. 'We may also discloss information to dectors, nurges, technicians, medical
students and other practice personnel for review and leaming purposes, For example, we may review your record to assist owr guality mprovement efforts.
WHO WILL FOLLOW THIS NOTICE: This notice describes our practice’s policies and procedures and that of any healthcare professional authorized to
enter information into your medical chart, any member of a yolunteer group, which we allow to help yon, as well as all employees, staff, and other practice
pmon.nel

REGA HE CT] F PER R : We create a record of the care and services you receive at the
p.racuce. We need this record 1 oa'da: to provide ycu with quahty care and fp cmnply \Ml’ll certain legal requirements. This notice applies to all of the records
of your care generaged by the practice, whether made by practice personnel ox by your personal doctor. The law requires use to: make sure that medical
information that identifies you ie kept private; give you this noticed thatis currenily in effect. Other ways we may use or disclose your protected healtheare
informasion include: appointment rerminders; as requited by law for health-releted benefits and services; to individuals invelved in your care or payment for
your care; research to avent a serous threat to health or safety; and for wreatment aktematives. Other uses and disclosures of your personal information could
include disclosuse to, or for coroncs, medical cxaminers, and funcral directors, health oversight activities, inmates, law enfotcement; lawsuits, and disputes,
military, and veterans, national security, and intelligence activities, organ, and tissue donation, protective services for the President and others, public health
risks, and worker's compensation.

NOTICE OF INDIVIU HTS

You have the following rights regarding medical information we maintaim ahout you:
RIGHT TD AN ACCOUNTING OF DISCIOSHRES: You have the right to request an “accounting of dlsclnsums " This is a st of the disclasures we
made of medical information about you, To request this list or acconrting of disclosures, you must submit your request in writing to the Privacy Officer.

: I you feed that the medical information we have about you is incorrect or incomplete, you may ask us to amend the information. You
have the right to request an amendrment for as long as the information is kept by, or for, the prastice. To request an amendment, your request prust be made in
writing and submitted to the Privacy Officer, and you must provide a reason that supports your request. We may deny your request for an amendment.
RIGHT TO INSFECT AND COPY: You have the right inspect and copy mvedical information that may be used to make decisions about your care or
payment for youy care. This inclodes medical and billing records, other than psychotherapy notes. To inspect and copy this Health Information, you must
ruake your request, in writing to Lindsey Cofield. We have op to 30 days to make your PHI available to you and we may charge you a reasonable fee for the
costs of copying, mailing, or other supplies associzte with your request. 'We may deny your request in certain limited circumstances. If we do deny your
request, you have the tight io have the denizl reviewed by a Ecensed hwlthcare professional who was not directy involved in the denial of your request, and
we will comply with the outcome of the review,

RIGHTTO A PAPER COP'Y OF THIS NOTICE: You have the right to & paper copy of this botice. You may ask us to give you a copy of this notice at

: You have the right to request that we communicate with you about medical mateers in
aceﬂmnwayorcertmnlmanan You must makeynu:;eqn:stmvmungandyou must specify how or where you wish to be contacted.

RIGHT TQ REQUESTS RESTRICTIQNS: You have the right to request a restriction or limitation on the medical infarmation we ase or disclos= sbout
you for tteatment, payment, or health care opexations, You also have the right to request & limit on the medieal information we disclose abous you to someone
whio is involved in your care or the payment for your care, like a family member or friend. We are not required to agree to your request. If we do agres, we

will comply with your request unlzss the information is needed to provide you emergency treatment. To request pestrictions, you must make your request in
wiiting to the Privacy Officer.

N i We rescrve thenghttu change this notice,
COMPTAINTS; Xf you believe your privacy has been vinlated, you may file a complaint with the practice or with the Secretary of the D:pm'trnmt of Health
and Homan Services. To file a complaint with the practice, contact Linda Richmond, Offics Manager, 256-435-2229, ext. 5. All complaints must be
submitted in writing. You will not be penalized for filing a complaint,
OTHER USES OF MEDICAT INFORMATIQH; Other uses and disclosures of medical information not covered by this notice or the laws that apply to

use will be made only with your written anthorization. If you provide us permission to use or disclose me.dmal information about you, you may revoke that
pcrm:smm. in wntmg, at any time.

ECTRONIC MED] ’ RE)S: Eyﬂmﬂﬂlsmmmnndmmdccttmu:fo:matﬂmmmﬂm
elac:tmmc med;cal record or tlectronic health ru:urd), you ha.vet‘henght to request that an electronic copy of your tecord be given to your or transmitted to
ancther individual or entity. We will malke every effort to provide access to your PHI in the form or format yon fequest, if it is readily producible in the form
or format you request your record will be provided in either our standard electronic format or if you do niot want this form or format; a readable, hard copy
form. We may charge you a reasonable, cost-based fee for the labar associated with transmitting the electronic medical record,

RIGHT TQ GET NOTICE OF A BREACH: You have the right to be notified upon a braach of any of your unsecured PHIL

If you have any questions about this notice or would like to receive a more detailed explanation, please contact our Privacy Officer.



