EMBRACE ADVANCED GYNECOLOGY AND WELLNESS
1 Medical Park Blvd., Ste. 305E
Bristol, TN 37620 (423) 844-5640
OFFICE POLICIES

Thank you for choosing us to provide healthcare for you. Our staff is committed to providing you with
the best medical care possible and to assisting you with the administrative process. The following is an
overview of our office policies. PLEASE READ AND SIGN.
The following applies to every visit:
u Bring your insurance card.
U Be prepared to pay your co-pay and deductible. We accept cash, check, MasterCard, Visa,
Discover and American Express.
U For medical care not covered by your insurance, payment in full is due at the time of your
visit.

INSURANCE:

Our office participates in a variety of insurance plans, which we will file with your insurance company.
We cannot bill your insurance company without the proper information. Please make sure all of your
insurance information is up to date, including your address and phone numbers.

REFERRALS:

As a specialty office we see new patients with a referral from their primary care physician. Many
insurance plans also require your primary care physician to make the referral to the specialist. To avoid
delays, please call our office prior to your appointment to confirm we have the referral or bring any
required referral for treatment at the time of your visit. If you do not have a referral your visit may be
rescheduled or you may be financially responsible.

COPAYMENTS and DEDUCTIBLES:

All co-payments and deductibles for office visits are due at the time of check-in. Co-payments and
deductibles for surgery will need to be paid at the time of your pre-operative appointment. If your
insurance plan changes from the time you see the physician for the pre-operative visit and/or surgery,
please notify our office so necessary changes can be made prior to your surgery. You will be financially
responsible if this is not done.

SELF PAY:

Patients without health insurance are required to pay at the time of service unless other arrangements
are made prior to your visit. If you are unable to pay in full for necessary medical care at the time of
service, our office will assist you in setting up a payment plan.

BILLING:

Statements will be mailed monthly and the payment is due within 30 days. If you have not paid your
bill, or have not arranged for a payment plan, we may ask for the assistance of an outside collection
agency. If your account is turned over to a collection agency, you will be dismissed from our practice.
We will try to work with you to avoid this.

NO-SHOW / CANCELLATIONS:

To cancel or reschedule, please call 48 hours prior to your appointment. You may receive a $20.00
charge for failure to keep an office visit appointment. On missed procedures in our office, you may be
charged $50.00. This fee will be your responsibility, not your insurance’s. Failure to call us in a timely
manner results in other patients who need to see the physician being denied access to an appointment.
Please notify our staff if you have any questions.

| HAVE READ, UNDERSTAND, AND AGREE TO ABIDE BY THESE OFFICE POLICIES:

Signature of Patient and/or Responsible Party

Signature of Witness

Date




Advance Gynecology & Wellness Dr. David Marden, D.O.
Phone: 423.844.5640 Fax: 423.844.5645

Date:
Name: DOB: Age:
Primary Care Physician: Consult/Referred by:

Reason for Visit:

Medications: (name, dose, frequency)

Drug Allergies:
Latex Allergies:

Past Medical History: (circle all that apply)

Hypertension Diabetes Stroke Hepatitis Seizures
Frequent UTI Lung problems Incontinence Asthma Bowel problem
Heart disease Liver disease Eye problems Ulcers Osteoporosis
Skin problems Arthritis Kidney disease Gl reflux

Hearing problem Psychiatric disorder Cancer:

Other:

On a scale from 1-10 (1=unhealthy, 10=healthy) How Healthy do you feel?

Past Surgical History: (list all past surgeries and date)

Family History: (circle yes or no, if yes please explain)
Breast Cancer  yes/no Blood Disorders yes/no

GYN cancer yes/no Heart Disease yes/no

Diabetesyes/no

Social History: (circle yes or no, if yes please explain)

Do you smoke  yes/no Do you drink yes/no

Do you use drugs yes/no Do you exercise yes/no

Your Occupation Marital status S MWDP
Spouse first name

GYN History

Last Menstrual Period: Period problems:

Pregnancies: how many Deliveries Largest baby

Have you ever had an abnormal pap yes/ no
History of Sexually Transmitted Diseases yes/no
Do you have Incontinence problems (leaking urine) yes/no

Last Pap smear: Results:

Last Mammogram: Results:

Last Colonoscopy: Results:

Last Bone Density Scan: Results:
Last Thyroid Screening: Results:
Last Cholesterol Screening: Results:

Sexual History
Are you sexually active? yes/no Pain with Intercourse?  yes/no Problems with orgasms? Yes/no

Abuse History
Is anyone hitting or hurting you yes/no



Chart # Date: / /

Patient Information

Salutation: [_|Mr. IMrs. OMs. Miss Social Security Number: - -

Last Name: Suffix: [JJr. [JSr. [JOther First Name:

Middle Name: Other Name (Nickname, Maiden):

Address: Apt#: City:

State: Zip: Home Phone:( ) Work Phone:( )

Date of Birth: / / Sex: [JMale [JFemale Marital Status: DSingle [OMarried [Divorced [JWidowed
Notify In Case of Emergency: Phone:( )

Relationship to Patient: Referred by:

Responsible Party Information

Relationship to Patient: [ ]Self [ ISpouse [ IChild [JEmployer [ ]Other If self, please go to Employment Information.
Salutation: [_|Mr. IMrs. OMs. Miss Social Security Number: - -

Last Name: Suffix: [JJr. [JSr. [JOther First Name:

Middle Name: Other Name (Nickname, Maiden Name):

Address: Apt#: City:

State: Zip: Home Phone:( ) Work Phone:( )

Date of Birth: / / Sex: [JMale [JFemale Marital Status: DSingle [OMarried [Divorced [JWidowed

Employment Information

[Jpratient or DResponsible Party

Employer Name:
Occupation: Address:
City: State: Zip: Phone: ( )

Is the patient a student? OYes [No If yes, School Name:

Insurance Information

Insurance #1: Address:

City: State: Zip: Phone: ( )

Patient Relationship to Subscriber: [Jself |:|Sp0use [dchild [oOther Subscriber Sex =~ Male  Female
Subscriber Name: Subscriber Date of Birth: Subscriber Employer:

Effective Date: / / Policy #: Group #:

Insurance #2: Address:

City: State: Zip: Phone: ( )

Patient Relationship to Subscriber: [Jself |:|Sp0use [dchild [oOther Subscriber Sex ~~ Male  Female
Subscriber Name: Subscriber Date of Birth: Subscriber Employer:

Effective Date: / / Policy #: Group #:

If you are covered under more than two insurance policies, please see reverse.

Accident Information

Is this related to an accident?: [JYes [JNo If'yes, please see reverse.




Additional Insurance Information

Insurance #3: Address:
City: State: Zip: Phone: ( )
Patient Relationship to Subscriber: [Jself |:|Sp0use [dchild [other Subscriber Sex ~~ Male  Female
Subscriber Name: Subscriber Date of Birth Subscriber Employer:
Effective Date: / / Policy #: Group #:
Insurance #4: Address:
City: State: Zip: Phone: ( )
Patient Relationship to Subscriber: [Jself |:|Sp0use [dchild [Other Subscriber Sex ~ Male  Female
Subscriber Name: Subscriber Date of Birth: Subscriber Employer:
Effective Date: / / Policy #: Group #:
Additional Accident Information
Date of Accident: / / Type: [ 1 Employment [ JAuto []Other
Insurance: Address:
City: State: Zip: Phone: ( )
Adjuster Name: Claim Number:

Accident Description:

Accident Address:
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