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A510 MAIN STREET - SNYDER, NEW YORK 14226
(716) B39-3057 FaAX (716) B39-1477

PATIENT PERSONAL INFORMATION * ALL INFORMATION IS STRICTLY CONFIDENTIAL

Date

Husband's Mame/Partner
Referred by _ 0.0.B.
B Social Security No.
Patient Nama — Employer
Date of Birth Age Employers Address
Addrass City ___ State Zip
City State Zip Home Phone . Business Phone
Social Security Mo,
Home Phone e Marital Status In Case of Emergency notify:
Employer Mame
Address Phone #
City State Zip Relation ___
Business Phone N
Cell Phone

Secondary Insurance
Insurance Information - Primary (Self) Additional Coverage (Spouse)

Plan Mame Does Patient Have Other Health Insurance? O Yes O No
Policy Mumber___ If Yas, Mama of Policy Holder
Group Mumber __ Plan Name
Effective Date of Insurance Policy Mumber

Group Number

Effective Date of Insurance

ASSIGNMENT AND RELEASE

I, the undersigned, have insurance coveragewith _ - ) o and
assign directly o Infertility & IVF Medical Assoclates of WNY all medical benefits. If any, otherwise payable o us for services rendered |
understand that | am financially responsible for all charges whether or not paid by insurance, including 33 1/3% collection costs and 50%
attorney fees. | hereby authorize the doctor to release all information necessary to secure the payment of benefits and authorize the use of this

signature on all submissions.
Signature of Insured: Date

MEDICARE AUTHORIZATION

| request that payment of authorized Medicare benefits be made directly to Infartility & IVF Medical Associates of WNY for any services rendered
to me. | authorize any medical information about me to be released to the Health Care Administration and its agents and to any other health
insurance or on approved claim forms or electronically submitted claims. | understand my signature requests payment be made. In Medicare
assigned cases, Infertility & IVF Medical Associates agrees to accept Medicare charge determination and | am responsible only for the
deductible, co-insurance and non-covered services. Co-insurance and deductible are based upon the charge determination of the Medicare
carrier,

Beneficlary's Signature: Date
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FamHy Hlﬂﬂl’f: Have your grandparsnis, parenis, uncles, sunts, sisiers or children ever been treated for

Yen Mo Yes Mo
O O Caneer O O  Eplepsy
O O Dabetes O O  Mervous Breskdown
O 0O Tuberculoss O 0O Gavcema
O O Het Disease O O Severe Dealness
O O  FKdney Trouble O O Blood Disesse
0 O  High Blood Pressure O O Mervous Drsorders
O O Hay Fever or Asthma O O Muscula Dsorders
Medical History: Have you had or do you presently have:
Yes Mo Yes Mo Yes Mo
Senous Head Inury ... ... ...... o o Gall Bladder Trouble ................ o 0O Measies (Rubeols] _................. o o
Frequent or Severe Headaches ........ OO0 O Jaundice or Hepatitis ... ... ..... o 0O German Mexsies [Rubella] . .......... g 0O
Famting or Conwulsisns ... ... ... _. O O MOnonuclsmes ... ... O C HETDES .o g o
Frequent Colds or Simus .. ........... O O E T im] O MUMPS ... a [
Asthma ... ... ... ........ o 0O Bladder Infecbon .. ._............... o ad Chocken Pax ... .................. o a
Chest Pams ... __.................. o 0o Ksdney Infection of Drsease ... ...... .. ] O LT S o a
PREUMOME . ... .oovvinianninains o o Ridney Stemes ... . .o...ooiniiaann. o O [ T~ D o o
Tubercubosis ... .. ..., O O Hemorrhoids .0 a4 Venereal Dinease ................... o ad
Rheumatc Fever ................... O 0O Rectal Blesding ... ................. O O Miergy or Rescton to Medication ...... O O
Raped o Iereguiss Hearthest ... ... .. O 0O Bleeding Disorder ... ... . ......... O O
Meart Disesse ..................... 0O 0O Blood DMsease . .............cc...... o 00
Heart Murmur ... .................. O o LT O ]
Abdomunal Pam ., ... ... ........ o a Blood Transtusion .0 O Hospatalization, Dpetations,
INIpERton _................oe.ions o 0O Serous IMUOY ... ... O 0O Surgenes & reason O o
Duarthld ... oooniin i e o O High Blood Pressure .. .............. O 4
Constipabion ... ... ... ... ... o O Vamcose WemS ... ... o a
WEBr e o o Thyroad Disarder .. ....cooveeininnns o a
Appendicitis ... ... o o Diabebes ... ... .o o 0O
As of Mow Do You Have Any of the Following Symploma?
Yes HNo Yex Mo Yes Mo
Chills or Fewers .. ... ............. O O Tarey S1000 ... ... i O O Sugar n Unne ... ... .. g o
Moght Sweats _........ ... ........ o a Nossblesding .o 0O Frequent Might Urenatiom ... ... .. .. .. o a
Weight Change .. .. ................. o o HOBISENEEE ... .....c.coocoiionen o O Sudden/Urgent Unnaton ... .. .. .. o a4
Poor Appetie ... ................... o a Sores in Mouth ... o O LegCramps . ...............coiiien o d
Excessive Weakness .. ... ........ a O Denturss ... e O O Puinful Fest ... . ... S o 4d
Excessive Sweating ... ............. o d Ditticufty Swallownng ................ | Swelling of Feet
Unususl Hawgrowth ... ... o a4 COMEN .ocicacimssonnnnsnunnunaans o d Hands/Face .. ................... O 34
Marked Tiredness .. _............... o 4 Chest PBA oo o a4d Shim SOMES L. o O
DAEDIVESS . ..o g O Shortness of Breath . ................ o 0 MEFVOUSRBRS ... o O
Fating Spells ... ... ... o 0O Palpiation of Heart . ... . ... ...... g ] Excessve Worry . ........... .. ... O O
Hesdaches .. .........c.cvennniis d O Lumps i Breast .............. o 0O Mightmeres . ... o O
Rinpngn Eafrs . .........oooonnnns g a4 Swelling in Nech Dpression .. ......ooooiiinieonoes m -
Eya Pain ... e o d under arms of g ... o O
Disturbance of Yeson .. .............. O d Mauses of Yamrting . ................ O O
Abdommnal Pan ... ... oae..- o O Indigestion/Heartburn ... ..... B
Diaerhed .. e O O Change n Bowel Habet Pattern ... ... .. o a
Constipabon ., ... ... ......0..enn O (] Blood v Urime ..., ..occiivronns O a
Rectai Blesdang o O Pus in Urine .0 a
Do you smoke? Yes [J No [J  If yes. how much?
Contraception Used? Yes [1 No [
Method Used: Diaphragm O Rhythm [J Withdrawal [ Fills O Name
Aubber Condom C1 Sponge / Foam [ Intrautering Device [ Type
Surgical Sterilzation has been performed: O Yes 1 Ne Ll Husband 0 Selt
Type Date
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Menstrual History:
History of Herpas?

Date Diagnosed

Menstrual Cycle:

Do you menttraata: Date of Lust Pap Smaar

Treatment required?

Rezults of Pap:

Date of last recurrence _____

Humber of duys batwesn periods

Averags number of duys of flow _

Up ta this time persods have bean:
Reguisr ' Somewhat imegular ) Complately irregular O

Menstrusl flow pow is  Scant 0 Moderate [ Heavy T Excessive O

Do you wsually have clats with your periods?
Are your paricds wsually painful?
T Medication

Do you #ver have blssding or spotting batwesn pariods?

Do you evar have any blesding or spotting following sexwal intarcoerzs?
Do you ever have any pain with sexeal intercoursa?

Was your last mensivesl pariod normsl T
Date last menstraal period began

— e

Date the previous menstrual period bagan

Menstruated first tima ot age of

At fiest pariods ware Regular 0 lrreguiar O
It nat menstruating - stopped at age of

Have youw had any blesding or spotting since menstrustion stopped?
Hawe you had Hot Flasbes? Treatment

Obstetrical History:

YES

o

o 0o ag

O o

O ooao

SUMMARY OF Full Term
PREVIDUS PREGHANCIES

Premature

Myt Births

Place of Diusf. ol Dur. sl
No. | Yerr | conimement | 5% | Gestation | Labor

Type of
Dedivery

Born A
o D

Fiease state brieMy present complainy, if any —
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Infertility & IVF Associates

PHYSICAL EXAMINATION:

Date:

4510 Main Street Name:
Snyder, New York 14226 DOB:
Heght Weight: B.P:
Normai FINDINGS Pelvic Mormal FINDINGS
Head BUS
Neck Ext. Genit
Chest
Intromus
Heart
Breasts Vagna
Scars
Cervin
Abdomen
Liver Uterus
Spleen
Tubes
CVA
Spineg Qvanes
Extramitias
Bladder
Neuralogic
Rectal
SUMMARY:
DIAGNOSIS:
PLAN:
MEDICATION /Prescription:
PROPET page 4



