NEW PREGNANCY
PACKET

o &
v I o
U0 ® &
[ S [+ ]

ASSOCIATES IN CENTRAL OHIO
OBSTETRICS & GYNECOLOGY




‘Lisallep

pup 21p3 Jo sisos Buuibwal soy a|qissod st up|d Juawiod v TNy Ul PSIA [BRIUL JNOA Joy Apd oy palinbas 2up nok ‘Aoupubaid 1ok 19a0d o} @dupansul 3ADY
Jou op nok }| ‘usas aq o} pasnbai uoyouwaoul 3y} Jo NOA BSIAPD ADW am oY) Os Juswyuoddn inok o) Joud 231440 NG 1DDJUCD NOA JOY JSD am U8LIDd
83UBJNSU| JNOA WLy PIDD INoK Paaladal Ja4 Jou sapy pub aBunyd ssupinsul ud poy nok J| 4IsiA 1342 0 paod acuninsul Jnok Juasald nod Jous sainbal app

N33S ONI3g Ol ¥OIdd dIUINDIY NOILYWAIOLNI

£CLO-EZ4-F L9 0> aspajd suousanb Buijjig 104 *(18A03s](] 10 'PIDTIBISDW 'DSIA) PIDD Bpaas 10 Hpayd ‘Ysod 4dadon apa saulpgisucdsal Juawiod

Inok oy sinpayds awind Ljyuow o uo dn Jas 3G [|Im NOA 1811103 S3UDINSUL INOA WOLS PAUIDIQO SI uoKBDWIo Siy} U *Adupubaid jo yuow yusaas
Inok Aq ||} ul s831A49s Jo suoyuod painsulun o ‘sjuswipdoo ‘sjquonpap Aup jo Juswind sanbal g0 991340 NO “sHBUIY AHUISIPW INOK JO UOHDIIHISA
oy @suonud sy Aq palopuod aq s Aundwod asununsut tnog juawyuioddo 1nok ajnpaydsal o) payso aq |Iim nok ‘uswyuioddn unok jo awy sy)

Aq 0142434 19doid ay} ADY Jou op NOK | |0II943] INOA PBAISIBI BM JDYL AJLISA O} JiSIA INOK O} Joud 831440 INO ||BD Of NOKA 40} BICPSIAPD S| §| “HSIA 321440
InoA Jo a4op oy o) Joud [BIIBSRI SIY ULLGO o) Apjiqisuodsas 1ok si 1 ‘ubpisAyd 2100 Aiowiid inok woly DB D saNba 18110 SdUPIAsUL INOA Y

FJONVINSNI

ZG$ 40 2Bipy> moys ou B Ul §nsaa [|Im Os op

O} BIN|IDJ "B|NPBYISSI 10 |DUDD O} PaAU NOK §I 820U JnoY 7 aainbal apA “swi jusupuroddp Jnok o} soud ulw g aALLY "pad dsununsy Buug "A|s)s|dwod
no pa|y aq ssnw yomiadod |y AcubuBaid o 104 Lsnoiasid ssyspad Uno 1o 835 U9 SADY NOA 41 USAS ‘YiSIA [DYIUL 1n0K 104 SINOY G* | MO||D 35D3|
"A1Dssanau A||poIpaw pawasp 5)58} JaYIo AUD SO [[am so ) syyoday pup g syupday ‘AjH Butpn|oul suoysayul [DIIA Joj Buluasids pup ‘suoyouiddoa Joud 1oy
Buju@auds ‘Junod poolq ‘ed4} poojq Jnok Buiuniwiaiap apn(oul [|Im HSIA [OLIU IN0A JD YI0M POO| SY] "PUNOSDIN UD PUD }JoM Poo|q ‘ucyoulwoxd [PasAyd
‘MBIAIBIUL UD 1O JSISUOD JjiMm JIsia 3y] “wawjuioddp inok o} soud sinoy 7 35in0d4a4Ul SADY 10 3Ydnop jou op aspajd ‘woxe |paisAyd sy} Jo asndag

1ISIA 321440 90 TVILINI

|Dadsol isipoyiaw apisiaaly pup [opdsol suuy IS AN s[pidsoy Buimojjoy ays 1o Jaaap supisAyd ung Asupubaid nok jnoybnosys nok ups Aow
oym soydoiBousspiyn S|OW D SADY SAA "931130 Y Ul a|gp[ILARUN S| UBISAYd anod usym Lsia B 10y 335 JyBiw nod sisuoyyopad asinu sjpway 3dyjnw aany
0SB AN "Yioq AQ patapuas aq ADW 2405 INOA sUDAW YIYm |03 Bunjoi s1040. suniisAyd sy “supiisyd a|pwey) pup 3joW YO 40 s4sisuod adydnad InQ

IDILOVYd ¥nO

1)11)Vdd 400 LNOAV NOILVWYHOINI INVI4OdWI



Jpyd  Adounubalg ul suolbdipaw
940G, UO S|IDJSP 999G "WOSIUMN @ 9F UILIDIA SO NS SUCHDIIPSW IDJUNOD Sy} IBA0 940s AU -

‘mopuim b Bujuado 10 yjpom B Bupipi Aq JID Ysad) 199 *syibaiq dosp ap| -
3| 12BuIb 10 ‘pDay 1aBuIb ‘joos 1abuib ‘Jpa| Alseqdsps ‘uiuiaddad ‘quiwipads yulQq -

"DASNDU O} 3JNGLIJUOD UBD YdIyMm ‘poo|q Jnok ul Jpbns Jo s|9A8| Mo| jusaalid
djay spooy} asay] "sHni} sp [|9m SO ‘lpaw ‘sinu ‘asaayd ‘sBbBe so yons spooy ulejoid ybiy 407 -

‘App 3y} Jnoybnouyl sjpaw |[Pws [PIDASS 0] -
"SJUSWAAOW USPPNS PIOAY "A|MO|S PaQ JO N0 }35) -

‘potoasnDu (934 nok
usym Jo Bulusow ayj ui paq Jo Ino 186 NOA 21043q SISHIRID M3} D 10 phaIq Jo 9231d D ] -

AJNVNI1dd
NI ONILIWOA/VISNYN 404 Sd1L 1n4d13H



‘a|doad 0O’/ | siPa4dy undsayl s.pys> B uspioys APUpdIHUBls pub a1aA8s ag upd || “aduabijaul
123})0 JOU S30P J| "JUSWSAOW 3ISNI AIDJUNJOA S|OIJUOD JDY} WSISAS SNOAISU BY} 5193440 DY} uolipuod b s1 Aydelpy spjnasny jpuidg -

186U0| 10 5, 419Y} OJui 3Al| Jjim AuDLl 19ABMOY ‘Unds 9§ pauaLIoys D ADY
WBIW 4D Yiim 3|dosy s99)9p YHiq 10 UOIIDPID}SI |DIUBW ISNDD JoU SB0P 47 “Allji44Sjul pup swa|qosd aAlssbIp so ||am SO ‘suoydaul
Bun| pup swajqoid Buiyipaag sasnpd §| ‘uoypndod upisnaND) Y Ul SISDISIP Pa4I3YUI UCLIWIOD §SOW Sy Jo auo sI (D)) sisoiqlq d1ysh) -

‘005’ L/ 1 ! $2349p 2¢n} |PINBU 4O HSI4 Y| "|OHUOD JAPPRIG PUB [3MOQ pup Bupjipm yum sanss)
3sNDO UDD YoIym DpIyIg puidg st 15349p UOWWIOD SOV "PJod jpulds pup uiRig 3y} JoRdwl IDYL $12948P Yiiiq 910 SPPaJap aqn} [BINaN -

31| JO NIOM fsa1) Ay}
1sod 3A|[ JOU [[IM SIY) YHM UIOG SBIGRJ SOW PUD salyl|iqosip |pa1sAYd pup |DNyda||sjul 249485 SISNDD ‘BUIOIPUAS NBIDY 10 ‘g | Awosuy -

'SUHIQ Al 000 7/ | A[esowixosddo ul sInd30 §f “841] JO JDA JSII SY} UIYHM IO Yiiiq 21043 JIP ISYYS (|1 UOLIPUOD SIYL Yim
ulog $a1qoq SOW ° SSRIIGOSIP [OosAYd puD |PNIDS||BIUI S19ASS SISNDD DY} UoYIPUOD d1ausb O si ‘Bwolpulg s,piomp] 10 ‘gl Awosuy -

JAYIow 3y} Jo 96D 3y} Yim SISDSIDUL S ING SYHIg 00/ | Ul s4nd20
S1ys 9BDIBAD UQ) "S1P94P YL JBYo pup AJ[IGRSIP |PNI3]|IUl $SSNDD JDY4 uolipuod diauab o s1 ‘swoipuig umoq 10 ‘} 7 Awosi) -

*‘BuUlsa} SAIHUIJSP SJ0W ‘|DUCHIPPR IO} PI3U 3y PIDMO] SN PBIIP AJUO |[IM }] 104 PISDY
uolIpuod ay} sny Aqpq 1nok ubaw A|uDssadau [ON SIOQ 4Nsas 3Alisod W 'SUCLIPUOD UiB1Iad 10} 3SI4 1amo| Jo 1aybiy b 1o si Aqpq 2nok
1BYyisym 1noqo uolpwioiul apiacsd ATNO $1594 9534 ‘$is21 DILSONOVIA LON ‘51524 HNINIIYDS 240 95y 9z1|0aJ o) juppiodu s) ¢ -

"$§|NS31 WOX3 10 ‘punciBppg duyie Jo A|lwoy ‘sapupubaid snolasad ‘saiolsiy [paipaw nayy uo Buipuadap
‘sysay sayio aApy Apw uswom junubaid awog "Adububaid anok Bulnp swajqoud ajqissod oagap Jopop nok diay und os|D $4534 3s3Y]|
"SUOIJIPUOD d1auab 1o s§0ajap Yiiq UIDLad Yim Aqoq B Bulaby 4o ysu subwom jupubaid b jnoqp uoybwaoul dA16 UDD sysay Bulusaldg -

< ONILSIL J1LINI9 NO NOILYWHOANI INVIHOAWI



6L¥$

66$

S6¥-0£€$
:|psoL
GsZ$

ipunosRIYN

OrZ-S4$
HIOMPOO|g

. 3lVWILS3
i 1SOD XVW

“AaDa ADw HEOS DUl Spssod 8 1 gD usiap © yBnoiy Bulisa) sati] of Nok telnbia) Saudns Inod 3| *dionqoy YEnely saipwyss 210 pus ajowixosddo Ajuo 31D SRIDWNSE 150D Ssey) ,

ajn.
aalisod 350y o490

%18 ©4
dn ajpi uoldala(g

sy|nsaJ aalisod
as|py 10 aalpbau

35|04 J0 Jfs1y

Y1)
aalysod as|pj} %6

SIOVINVAAYSIA

1a1s8WLY 7
ul SUop 3q UL
punosp.yn up
aJinbau jou ss0Q
SAISDAUIUCN|

spajap aqni
[DIN3U M sG]

3° %08 si>ei=Q
SAISDAUIUON]

%56
JO 34Dl uoldala(]
SAISDAUIUON]

SIOVINVAAY

S EEVN

61-61

@M
61-61

ST
el-tLl

ONIWIL

bpiiq pulds

s yons ‘spoajop aqny
|RANSBU 10} HsS)l SDSSDSSY
SWOJPUAS

UMO(] JOJ XSII SOssasSsyY -

ppyIq pulds
s yans ‘sppajep aqny
|DINDU 104 HSII SBSSASSY -

3}osu s Aqnq 0 ong
uo prd jp} ainspsw o}
punospjn @ isd} poolg -
glL/cl

AWosll| 9 3WOIPUAS
uMmo( 104 XS1l $95535SY

NOILdIYDS3d

(swoapudg umo(
104 Buiusaids Joud

aApy jou pip nok y)

avno d4v

ddv

uea13g Isisswll] §sdl4

SNOILd0 INILSIL IILINID



"J\.l‘..:u

009-00v$

008$

ooLL$

A1LVWILST

S3UDINSUI
Aq po49AOD
aq jou Aoy

{nsaa aaypbau

as|Dy 40 sty

a2uDINsul
Aq po19aA0d
aq ou Apw
HnsaJl aaypbau

35[0} 40 sty

acupJnsul
AqQ paiaAod
aq Jou Apw
a1p. aApisod

51R4 %S

£ 1SOD XVW | SIOVLINVAQVSIA

pPaAjoAul
sisiip1aads 196 un?)
a|qp|IBAD solsoubpip
Alojpwijuod
SAISDAUIUON]|

PaA|oAul
sisipidads (96 uno
s|qp|ipAD saysouboip
Aiojounjuos
SAISDAUIUON

%66
-£6 §0 3P uoydsiaQ
SAISDAUIUON]

SIOVINVAAY

“Aipa Aow sgsod joy apgqssod si g ‘go) jusuaypnp o YBnoayy Bunses @Aty o) nod seanbad sduunsu mnod jj

- swAuy

- awAuy

syoem

0l 134}y

ONIWIL

Aogsiy Ajwing

D UM sjusypd ul papuswiweday
yrap

A]4p® 85nR2 PUD snolas AJBA aq upd
juswarow

S[OSNLL [OA4UOD DU} S|[95 SAIBU JO S5O

4D J0 Aloysiy

AJlwo} 1o |puosiad soy saupind

10 jusipd 1 papuswwosal Bulusaing
uoyp|ndod upISEINDBD) Ul UOIIPUOD
DA{S59031 |DLWIOSOIND UOUILIOD JSOW
J'D) 950D DY} sUoDINW

J1euab uowwod Jsow £7 104 5i58]

swa|qoid |pwosowoiyd

Jo A1osiy Alwpy 9ADY JO PO SIDIA
GO < 1 dounInsul AQ PaJaAaod AluQ
1apuab spiodau osy

€128 ‘LT Awosi] 1oy sis8)]
Poo|q 4nok Ui SSWOSOWOoIYD

s, Aqpq 10} $500] JDY} 594 POO|g

NOILLdI¥OS3d

*d1ongeT YBnoJy sH{BWHSR D pun owIxesdde Ajuc 21D SHDWYSS 1500 5]

uaa.0g JaLLIDD)

(VWS) Aydouy
Jojnosnyy [puidg

Uua3.0G 13lIRD)

(4D) sisouqud duskD

{Buysay |pypUSId
SAISDAUIUONY) 1dIN

1531



575 Westar Crossing, Suite 102, Westerville, OH 43082 (614} 839-5555

Associates in Central
Ohio OB/GYN, Inc. (acooq)

5482 tast Main 5Street, Suite B, Reynoldsburg, OH 43068 (614} 856-0327

L) New patient [ Established patient

Patient Information

Last Name First Name Middle Initial

Address

City o State Zip Code

Home Phone Work Phone Cell Phone

E-mail Address ~ Marital Status

Preferred method for appointment reminders {Check one): Call[]; E-mail [ Text[Z}y Primary Care Physician:

Social Security Number: - - Date of Birth: / /
Emergency Contact
May we release protected health information to
B S this individual? B ves [ no
Last Name First Name Ml
address =
'_Cltv State Zip Code
Home Phene Work Phone Cell Phone
E-mail Address Relationship
Insurance
What is the name of your insurance provider: [l Medicare LY Medicaid L1 Other
Other (Please Specify): Effective Date: / /
. I / -
MName of policy holder: Last Name First Name Middle Initial Relationship to Patient
Address of policy holder if not the same as Patient’s o
City - N State Zip Code
Phone: { } =
Social Security Number of Policy Holder: - - Policy Holder Date of Birth: / /
insurance ldentification Number: Group Identification Number:
Employment
Status: [} Retired Ll Full-Time LY Part-Time [ Unemployed Other:
" Name of Employer [Company Name) Occupation
Phone Number: { 1
Address

City State Zip Code



New Pregnancy Questionnaire
New Pregnancy Questionnaire

Dating Information

What was the date of your last menstrual period?

-1

About
Height * i ft J[ in ]
Pre-pregnancy Weight b ]

What is your occupation?

Is English your native language? No  Yes

What is the name of your partner/spouse?

What is the phone number of your partner/spouse?

Is the father or sperm donor of the baby 40 or older?* No Yes
Sensitive

Has your current partner ever threatened you, or made you feel afraid?* No Yes

Have you ever been In an abusive relationship?* No  Yes

Do you feel unsafe in the neighborhood where you live?* No Yes
Pregnancy History

Is this your first pregnancy?* No Yes

Have you ever had a C-Section? No Yes

Do you feel like you had a really stressful experience with any labor and delivery No Yes

from any previous pregnancy?

Did you have a forceps assisted delivery in any previous pregnancy? No Yes

Did you ever have Vacuum Extraction delivery assistance on a previous No Yos

pregnancy?

https:/fapp dorsata. com/acog/pregnancies/2 17 2006/new-ob-print?populatedNewOb=false&patiantF acingNewOB=trua8departmentid=4009&pat lang ... 1/8



New Pregnancy Questionnaire

Did you deliver a larger than normal infant (baby greater 8ibs,130z) on a previous No Yes
pregnancy?

Have you ever lost a pregnancy after 14 weeks gestation? No Yes
Have you ever had your uterus rupture during pregnancy, labor, or delivery? No Yes
Have you ever had a pla;c:ntal abruption or placental separation? l; Yos _
Have any of your bablies been infected with Group B Strep? No Yes
Have you ever had a baby who was too small or growth restricted? No  Yes
Have you had Gestational Diabetes with a previous pregnancy? No Yes
Have you been diagnosed with high blood p:essumlpmclampsia gestational o No Yes
hypertension or HELLP syndrome i_q your previous pregnancies?

Were you ever admitted with pre-term contractions or diagnosed with pre-term No Yes
labor in a previous pregnancy? -

Have you had a preterm delivery at less than 37 weeks? No Yes
Have you ever been diagnosed with a shortened cervix in a previous pregnancy? No Yes
During a previous delivery, did the baby's shoulder get stuck on the way out? No Yes
Have you ever had a hemorrhage after delivery with a previous pregnancy? No Yes
Have you had postpartum depression? No  Yes
Were you ever re-admitted to the hospital after a delivery? No  Yes
Did you have complications during a previous pregnancy or postpartum other No Yes

than those listed above?

Endocrine History

Do you have an overactive thyrold, or Graves disease? No Yes
Do you have an underactive thyroid, or Hashimoto's thyroiditis? No Yes
Do you have insulin-dependent or juveniie (Type 1) diabetes?* No Yes
Do you have adult-onset (Type 2) diabetes?* No Yes

hitps:/app.dorsata.com/acog/pregnancies/2172006/new-ob-print7populatedNewOb=falsel patientFacingNewOB=trueSdeparimentid=40098pat_lang ... 2/8



New Pregnancy Questionnaire

Do you have Polycystic Ovarian Syndrome (PCOS) No Yes
Cardiovascular History
Do you have high blood pressure?* No  Yes
Do you have ITP, history of low platelet count, or a platelet disorder?* No  Yes
Have you ever had a blood clot in the leg (DVT) or lung (Pulmonary Embolism) or No Yes
a disorder that makes your blood clot more than usual?*
Do you have any cardiovascular problems (heart/heart vaive disease, previous
heart surgery, heart defects, aortic aneurysm, arrhythmia, rapid or irregular No  Yes
heartbeat, or postpartum heart failure)
Neurological History
Do you have any type of selzure disorder? No Yes
Have you ever been diagnosed with a stroke (CVA, TIA)? No Yes
Have you ever been diagnosed with migraines? No Yes
Psychiatric History
Do you have problems with anxiety?* No Yes
Have you had a problem with depression?* No Yes
Have you ever been diagnosed with PTSD? No Yes
Have you ever been diagnosed with OCD? No Yes
Have you been diagnosed with a bipolar (manic-depressive) disorder? No  Yes
Do you have schizophrenia? No Yes
Have you ever attempted suicide? No Yes
Have you ever been diagnosed with ADD {Attention Deficit Disorder) or ADHD No Yes

(Attention Deficit Hyperactivity Disorder)?

hitps./fapp dorsata.com/acog/pregnancies/2 172006/new-ob-print? populatedNewQb=false8 patientF acingNewO8strua&departmentid=40098pat_lang

kJi:)



New Pregnancy Questionnaire

Respiratory History
Do you currently have asthma?* In Past No Yes
Do you have any pulmonary dissase or lung problems other than asthma? No  Yes
Surgical History
Have you ever had any complications with anesthesia? No Yes
Have you ever had postoperative complications? No Yes
Have you had weight loss/bariatric surgery?* No  Yes
Have you ever had a blood transfusion?* No Yes
Have you ever had back surgery? No Yes
Have you ever had abdominal surgery {other than a C-section)?* No Yes
t_la\; yo; ever had cosmetic surgery (lnt.:.luding breast augmentation, tummy No Yes
tuck)?
Have you ever had transplant surgery No Yes
Gastroenterological History
Do you have Ulcerative Colitis? No Yes
Do you have Crohn's disease? No Yes
Do you have any history of gastrointestinal or digestive disorders other than the
conditions noted above? No  Yes
Urologic History
Have you ever had any urinary tract/urologic surgery? No Yes
Do you have any type of kidney/renal disease (including history of kidney stones No Yes

or kidney Infection)?*

General Medical History

hitps:/iapp.dorsata.com/acog/pregnancies/2172006/new-ob-print?populatedNewOb=falseSpalientFacingNewOB=tnreldepartmentid=4009&pat lang ..

4/8



New Pregnancy Quastionnaire

Do you have antiphospholipid syndrome (APS} / thrombophilia / No Yes

hypercoagulabillty?_____ B

Do you have lupus? No Yes

Do you have rheumatold arthritis? No Yes

Do you have Sjogrens Syndrome? No Yes

Have you ever been diagnosed with or undergone treatment for a Blood No Yes
_Elsordar?

Do you have a connective tissue disorder (Ehlers-Danlos or Marfan Syndrome)? No Yes

Have you ever been dlagnosed with or undergone treatment for Cancer? No Yes
Gynecologicat History

Have you had 3 or more miscarriages? No Yes

Have you ever needed IVF or other treatment to get pregnant? No Yes

Have you ever had any surgery or procedures on your cervix?* No Yes

In a previous pregnancy, have you ever had your cervix sewn or taped No Yes

closed due to a weak or incompetent cervix?*

Have you ever had a cold knife cone biopsy (conization) to remove tissue No Yeos
from your cervix?*

Have you ever had a LEEP (Loop Electrosurgical Excision Procedure) No Yes
performed to remove abnormal cells from your cervix?*

Have you ever had cervix cryosurgery to freeze and destroy abnormal tissue No Yes
in your cervix?*

Have you ever been diagnosed with a uterine anomaly such as a bicorunate, No Yes
unicorunate, arcuate, or septate uterus?

Do you have (or have you had) uterine fibroids (myomas)? No Yes

Have you ever had an operation to remove a fibroid or myoma from your uterus? No Yes
Family History

Do you or your partner have an ethnic background of Cajun/French Canadian? No Yes

https:/app.dorsata. com/acog/pragnancies/2 172006/new-ob-print?populatedNewOb=false&patientFacingNewOB=truseS deparimentid=4009&pat lang ... 58



New Pregnancy Questionnaire

Do you or your partner have an ethnic background of No Yos
Greek/Mediterranean/italian?

Do you or your partner have an Ashkenazi/Eastern European Jewish No Yes
background?

Has anyone In your or your partner's family had a baby with anencephaly? No Yes
Has anyone in either your or your partner's family had Canavan Disease? No Yes
Have you, your partner or either your or your partner's family had a chromosomal No Yes
defect?

Has anyone in either your or your partner’s family had familial dysautonomia No Yos
(FD)?

Have you, your partner or either your or your partner's family had a heart defect? No Yes
Do you, your partner or either your or your partner's family have sickle cell No Yes
anemia?

Has anyone in your or your partner's family had sickle cell trait (SCT)? No Yes
Has anyone in your or your partner's family had a child with Down syndrome? No Yes
Has anyone in your or your partner's family had hemophilia? No  Yes
Has anyone In your or your partner's family had Muscular Dystrophy? No Yes
Do you, your partner or either your or your partner’s family have cystic fibrosis? No Yes
Has anyone in your or your partner's family had Huntington’s Chorea? No Yes
Has anyone in your or your partner’s family had Fragile X? No Yes
Has anyone in your or your partner's family had spinal muscular atrophy (SMA)? No Yes
Have you, your partner or anyons in your or your partner's family had von No Yos
Willebrand Disease?

Do you, your partner or anyone in either family have any birth defects?* No Yes
Does anyone in either your or your partner's family have an intellectual No Yos
disability?

Do you, your partner or either your or your partner's family have any children No Yes

with special needs?

htips://app dorsate com/acog/pregnancies/2172006/new-ob-prini ?populatedNewOb=falsespatien(FacingNewOB=trueldapartmantid=4009&pat lang ...
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New Pregnancy Questionnaire

Has anyone in the family had pre-eclampsia? No  Yes
Do your or your partner's family have any close relatives {(parent, child, sibling) No Yos
with dlabetes?

Infection History

Have you been exposed to tubarculosis? No Yes
Have you had a rash or viral illnes; ;lnce your last menstrual period? No Yes
Have you ever been diagnosed with MRSA? No Yes
Have you ever been diagnosed with Hepatitis B? No Yes
Have you ever been diagnosed with Hepatitis C?* No  Yes
Are you HIV positive? No Yes
Have you ever been diagnosed with any sexually transmitted dise.;so iS'I'D) - ,; : N Y;s_
(Gonorrhea, Chlamydia, Trichomonas, HIV, HPV, °t. §mhllls? B o
Have you ever had a genital herpes? No Yes
Does your partner have a history of genital herpes? No Yes
Have you ever had cold sores? No Yes

Vaccination History

Have you ever had chickenpox or been vaccinated against it? No  Yes

Social History

Do you have any objections to blood transfusions? No Yes
Do you have a cat? No Yes
Do you have exposure to chemicals or radlation? No  Yes

hitps://app.dorsata.com/acog/pregnancies/2172006/new-ob-print?populatedNewOb=falsespatientFacingNewOB=true8daparmeniid=4009&pat lang .. 78



New Pregnancy Queshonnaire

N Y
When was the last time you drank any aver ears Ago

alcohol?

Waeeks Ago Not Since Pregnant

Current

When was the last time you smoked, vaped, or used
any tobacco/nicotine products?

Never Years Ago  Weeks Ago

Not Since Pregnant Current

Never  Years Ago
Do you vape or use o-

cigarettes?

Wesks Ago  Not Since Pregnant

Current

When was the last time you smoked a
cigarette?

Never Years Ago Weeks Ago

Not Since Pragnant Current

When was the last time you used marijuana, cocaine,
meth, benzos, and/or opiolds?

Never  Years Ago Weeks Ago

Not Since Pregnant Current

When was the last time you used any
marijuana?

Never YearsAgo  Weeks Ago

Not Since Pregnant Current

When was the last time you used any
cocaine?

Never YearsAgo  Waeeks Ago

Not Since Pregnant Current

When was the last time you used any
methamphetamines?

Never Yoars Ago Weeks Ago

Not Since Pregnant  Current

When was the last time you used any henzos (such
as Valium, Xanax, or Ativan)?

Never  Years Ago Weeks Ago

Not Since Pregnant Current

When was the last time you used any
opioids?

Never  Years Ago Weaeks Ago

Not Since Pregnant  Current

Are you exposed to second-hand tobacco smoke?

No Current

Options Counseling

Do you have questions about your options regarding this pregnancy?* No Yes

hiips://app.dorsata.com/acog/pragnancies/2 172006/new-ob-print?populatedNewOb=false&patiantFacingNewOB=true&departmentid=4009&pat_lang
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Preferred Name: Pronouns:

DOB: Age:
Medication Dose Frequency Prescriber
Allergy (medication, food, latex, etc.} Reaction

No Known Allergies

Total Number of Pregnancies: Total Living Children:
Total Number of Miscarriages or Abortions: Total Ectopic Pregnancies:
Date Weeks Weight Sex Vaginal, Cesarean Pregnancy Complications

Date Surgery Location Performed




OBSTETRICAL ULTRASOUND

I , hereby request the performance of an Obstetrical Ultrasound. This
procedure will be preformed by

Ultrasound is a technique used to view the baby in the uterus (womb) with the use of sound waves. During an
abdominal ultrasound examination, a gel is spread over your abdomen and a scanning device moves lightly over
the area. As sound waves pass through the layers of the abdomen and uterus, they are reflected to show the
developing baby, placenta, uterus, and nearby structures. These images are then converted into sound echoes,
which can be seen on a monitor. In the case of vaginal ultrasound, performed in early pregnancy or in certain
other situations, the scanning device is a small probe, which is placed inside the vagina. This is similar to
having a pelvic examination and may be mildly uncomfortable.

This ultrasound test is not a treatment for any condition but is done for diagnostic purposes. The information
obtained may be used to confirm the presence of fetal heart beat, evaluate the baby’s growth, estimate the size
of the baby, detect the presence of multiple fetuses, and to detect some but not all birth defects. It is possible
that fetal birth detects may not be seen on the ultrasound examination performed today, or that anatomy could
falsely appear abnormal. Therefore, neither a normal ulirasound nor the results of any prenatal test guarantee a
normal, healthy baby.

Currently, there are no known health risks to the mother or fetus during an ultrasound examination.

There may be alternatives to this examination available to you. However, alternative methods of prenatal
diagnosis have their own risks.

I acknowledge that ] have had an opportunity to discuss with and have had explained to my satisfaction the
purpose and nature of this obstetrical ultrasound, as well as reasonable risks. I understand that medicine is not
an exact science, that it may involve the making of medical judgments based upon the facts known to the
physician at the time, and that it is not reasonable to expect the physician to be able to anticipate or explain all
possible risks and complications, and further, that an undesirable result does not necessarily indicate an error in
judgment. T understand that no guarantee as to the results have been made to me. I expressly wish the
physician to exercise his/her best judgment during the course of the procedure, and to inform me of the findings
of the obstetrical ultrasound.

I PO or DO NOT wish to know the estimated gender of my baby. (Please circle one)

[ understand that there is not 100% certainty when determining gender through ultrasound.

I understand that this obstetrical ultrasound may or may not be paid for by my insurance company. Many
insurance companies will not pay for an ultrasound unless medical indications are present. I understand and
agree that if the procedure is not paid for by my insurance, I will be responsible for the payment.

All my questions have been answered, and I do herby consent to the performance of an obstetrical ultrasound.

(Patient Signature) _ _(Printeél Patient Name)

(Physit:_ian/Proﬁder Signéture) ' (Date)



Authorization and Consent to Treatment

Assignment of Benefits and Authorization to Release Medical Information. t hereby certify that the insurance information | have provided is accurate, complete and
current and that | have no other insurance coverage. | assign my right to receive payment of authorized benefits under Medicare, Medicaid, andfor any of my insurance
carriers to the provider or supplier of any services furnished to me by that provider or supplier. | authorize my provider to file an appeal on my behalf for any denial of
payment and/or adverse benefit determination related to services and care provided. If my health insurance plan does not pay my provider directly, | agree to forward to
my provider all health insurance payments which | receive for the services rendered by my provider and its health care providers, | authorize my pravider or any holder of
medical information about me or the patient named below to release to my health insurance plan such information needed to determine these benefits or the benefits
payable for related services. | understand that if my provider does not participate in my insurance plan's network, or if | am a self-pay patient, this assighment of benefits
may not apply.

Guarantee of Payment & Pre-Certification. in consideration of the services provided by my provider, | agree that | am responsible for all charges for services | receive
that are not covered by my health insurance plan or for which | am responsible for payment under my health insurance plan. | agree to pay all charges not covered by my
health insurance plan or for which | am responsible for payment under my health insurance plan. | further agree that, to the extent permitted by law, | will reimburse my
provider for all costs, expenses and attomey’s fees incurred by my provider to collect those charges.

If my insurance has a pre-certification or authorization requirement, | understand that it is my responsibility to obtain autharization for services rendered according to the
plan's provisions. | understand that my failure to do so may result in reduction or denial of benefit payments and that | will be responsible for all balances due.

Consent to Treatment | voluntarily consent to the rendering of such care and treatment as my providers, in their professional judgment, deem necessary for my health
and well-being; however | may refuse any particular treatrnent or procedure.

If | request or initiate a telehealth visit (a "virtual visit'), | hereby consent to participate in such telehealth visit and its recording and | understand | may terminate such visit
at any time.

My consent shall cover medical examinations and diagnostic testing (including testing for sexually transmitted infections andfor HIV, if separate consent is not required by
law), including, but not limited to, minor surgical procedures (including suturing), cast applicationfremovals and vaccine administration. My consent shall also cover the
carrying out of the orders of my treating provider by care center staff. | acknowledge that neither my provider nor any of his or her staff have made any guarantee or
promise as to the results that | will obtain.

Consent to Call, Email & Text. | understand and agree that my provider may contact me using automated calls, emails and/or text messaging sent to my landline and/or
mobile device. These communications may notify me of preventative care, test results, treatment recommendations, outstanding balances, or any other communications
from my provider. | understand that | may opt-out of receiving all such communications from my provider by notifying my provider's staff, by visiting “My Profile” on my
myPrivia Patient Portal, or by emailing the Privacy Officer at privacy@priviahealth.com

HIPAA. | understand that my provider's Privacy Notice is available on my provider's website and at priviahealth.com/hipaa-privacy-notice/ and that | may request a paper
copy al my provider's reception desk.

1 hereby acknowledge that | have received my provider’s Financial Policy as well as my provider's Notice of Privacy Practices. | agree to the terms of my

provider's Financial Policy, the sharing of my information via HIE,* and consent to my treatment by my provider. This form and my assignment of benefits
applies and extends to subsequent visits and appointments with all Privia Healith affillated providers.

Printed Name of Patient: Email:

Signature: Date:

To be signed by patient's parent or legal guardian if patient is a minor or otherwise not competent.

Name and Reiationship of Person Signing, If not Patient:

“Note: If you do not want to pasticipate In Health Information Exchange (HIE}, it isyour responsibility to fellow the Instructions outlined on the my provider HIE Qpt-Qut Request Form and/or contact
the HIE directly.

Privia Financlal Policy & Notice of Privacy Practices Effective February 2022



Preferred Communication:
The HIPAA Privacy Rule gives individuals the right to direct how and where their healthcare provider communicates with them. This could, for

example, include sending correspondence to your office instead of your home. Please tell us your preferred place and manner of
communication. You may update or change this information at any time; please do so in writing.

Patient Name: Date of Birth:

| prefer to be contacted in the following manner {check all that apply}:
O Send all communication through my Patient Portal.

O Home Telephone: O Cell Phone:
O OK to leave message with detailed information O OK to leave message with detailed information
O Leave message with call-back number only O Leave message with call-back number only
O Werk Telephone: O written Communication:
O OK to leave message with detailed information O Please send all of my mail to my home address on file
O Leave message with call-back number only O Please send all mail to THIS address:
O Other:

My Preferred Contacts:

We respect your right to tell us who you want involved in your treatment or to help you with payment issues. Our secure patient portal is our
primary means of patient communication, such as to share your test results. You have the ability to control access to your patient portal.

Please indicate the person(s) with whom you prefer we share your information belowPlease update this information in writing promptly if
your preferences change.

Please note that in some situations, it may be necessary and appropriate for us to share your information with other individuals. This
may include information about your general medical condition and diagnosis {including information about your care and treatment),
billing and payment information, prescription information and scheduling appointments.

Note that we generally do not share your information via email; if you wish, you can give another individual access to your secure patient portal,
You can set this up yourse!f through the portal or contact our Patient Experience team at 1-888-774-8428 - Monday — Friday 8 am - 6 pm ET.

*Name: Telephone: Relationship:
Email::
Name: Telephone: Relationship:
Email::
*Name: Telephone: Relationship:
Email::

ACKNOWLEDGMENT: | understand that HIPAA may permit my provider to share my information with other persensmot named on this form
as needed for my care or treatment or to obtain payment for services provided.

Patient Signature: Date: >
{To be signed by patient’s parent or legal guardian if patient is a minor or otherwise not competent)




Associates in Central Ohio OB/GYN, Inc.

The doctor and patient are desirous of entering into and/or maintaining a positive physician/patient relationship that
focuses on quality patient care and open lines of communication. The parties to this agreement shall agree to pursue a
good faith effort to resolve any problems that may arise between them. As a part of entering into the physician/patient
relationship, the patient agrees to submit in writing to Associates in Central Ohio OB/GYN, Inc., any dispute,

controversy or disagreement arising out of or relating to the physician/patient relationship and the agreement to provide
medical services.

1. After the matter has been presented in writing to Associates in Central Ohio OB/GYN, Inc., the parties shall
use negotiation in an attempt to reach a voluntary resolution of their differences.

2. Ifthe dispute, controversy or disagreement is not resolved in a reasonable time, then the matter shall be
submitted to mediation in accordance with the Associates in Central Ohio OB/GYN, Inc. Rules of
procedure.

Mediation is a process in which a neutral third party helps the doctor and the patient discuss the issues that
have arisen between them with the ultimate goal of resolving any problems. Either party is entitled to seek
legal representation at any time, but Associates in Central Ohio OB/GYN, Inc. wishes to provide the patient

with this opportunity to settle any problems that may have arisen without the need to incur additional cost
and fees.

These Mediation Rules of Procedure provide in part that:
® The patient is not required to reach a resolution in mediation.
® The mediator (or co-mediators) will be a neutral third party who is trained in mediation.
= All mediation sessions are considered confidential as defined in Ohio Revised Code 2317.123.
* The costs of mediation will be paid by Associates in Central Ohio OB/GYN, Inc.

= The date, time and place of any mediation session shall be scheduled by the mediator in
consultation with the parties.

® The use of mediation does not preclude either party from pursuing any other remedies that may
be available to them.

* Any agreements reached by the parties shall be in writing and signed by both parties.

= Parties considering mediation should remember by signing this agreement they agree to make a
good faith effort at mediation prior to pursuing litigation. Any decisions may affect their legal
rights. Mediation is not a substitute for legal advice. Parties should consult with their legal
counsel for any questions regarding legal rights.

It is the goal of Associates in Central Ohio OB/GYN, Inc. that all physicians and patients engage in a cooperative

approach to ensure quality healthcare and that any conflicts that may arise between them will be resolved in the same
cooperative style through mediation.

Patient - Daté_ Bé_ctor Date



PRIVIA.

HEALTH

FINANCIAL POLICY

We are pleased that you have chosen us as your healthcare provider. To avoid any misunderstandings and ensure timely payment for
services, it is important that you understand your financial responsibilities with respect to your health care. We require all patients to sign our
Authorization and Consent To Treatment Form before receiving medical services. That form confirms that you understand that the healthcare
sell'yices provided are necessary and appropriate and explains your financial responsibility with respect to services received as set forth in this
policy.

PATIENT RESPONSIBILITY

Patients or their legal representative are ultimately responsible for all charges for services provided. We expect your payment at the time of
your visit for all charges owed for that visit as well as any prior balance. When the insurance plan provides immediate information regarding
patient responsibility, we may request payment for your share when you schedule and/or when you present for your appointment. As a
convenience to you, we can save a credit card on file to settle your account when you check in or out. You may receive an estimate for your
patient responsibitity prior to or at the time of your service. If there is a difference in the estimated patient responsibility, we will send you a
statement for any balance due. if a credit balance results after insurance pays, we will apply the credit to any open balance on your account.
If there are no open balances, we will issue a refund.

If you have an Annual Wellness Visit or Physical/Preventative Exam, but need or request additional services, we may bill you for those
additional services. All services for patients who are minors will be billed to the custodial parent or legal guardian. If you are uninsured and
demonstrate financial need and complete the required paperwork, financial assistance may be available. If you have a large balance, a
payment plan may be available.

INSURANCE

We ask all patients to provide their insurance card {if applicable} and proof of identification (such as a photo |ID or driver's license) at every
visit. If you do not provide current proof of insurance, you may be billed as an uninsured patient (i.e., self-pay). We accept assignment of
benefits for many third party carriers, so in most cases, we will submit charges for services rendered to your insurance carrier. You are
expected to pay the entire amount determined by your insurance to be the patient responsibility. Keep in mind that our fees are for physician
services only; you may receive additional bills from laboratory, radiology or other diagnostic related providers.

You are responsible for understanding the limitations of your insurance policy, including:

» |f a referral or authorization is necessary for office visits. {If it is required and you do not have the appropriate referral or authorization,
you may be billed as an uninsured patient).

¢ What prescribed testing (lab, radiology, etc.) is covered under your insurance policy. (If you cheose to have non-covered testing, we
will require full payment at the time of your visit.)

e Any co-payment, coinsurance or deductible that may apply

NO SURPRISES ACT / GOOD FAITH ESTIMATE OF CHARGES

If you do not have insurance or are not using insurance to pay for your care, you have the right to receive a “Good Faith Estimate” explaining
how much your medical care will cost. Under the NO SURPRISES ACT, health care providers must give patients who don’t have insurance
or who are not using insurance an estimate of the bill for medical items and services.

¢ You have the right to receive a Good Faith Estimate for the total expected cost of any non-emergency items or services. This includes
related costs like medical tests, prescripticn drugs, equipment, and hospital fees.
¢ Make sure your health care provider gives you a Good Faith Estimate in writing at least one (1) business day before your medical

service or item.

« You can also ask your heaith care provider, and any other provider you choose, for a Good Faith Estimate before you schedule an
item or service.

¢ If you receive a bill that is at least $400 more than your Good Faith Eslimate, you can dispute the bill.

e Make sure to save a copy or picture of your Good Faith Estimate. For questions or mare information about your right to a Good Faith
Estimate, visit www.cms.gov/nosurprises or call 1-888-774-8428.

CARD-ON-FILE PROCESS

You may be requested to provide a credit card when you check-in for your visit. The information will be held securely until your insurance has
paid their share and notified us of any additional amount owed by you. At that time, we will notify you that your outstanding balance will be
charged to your credit card five (5) days from the date of the notice. You may call our office if you have a question about your balance. We
will send you a receipt for the charge.

This “Card-on-File" program simplifies payment for you and eases the administrative burden on your provider's office. It reduces paperwork



and ultimately helps lower the cost of healthcare. Your statements will be available via your patient portal and our Customer Support line is
available to answer any questions about the balance due. If you have any questions about the card-on-file payment method, please let us
know.

YOUR RESPONSIBILITIES

Outstanding Balances. Afier your visit, we will send you a statement for any outstanding balances. We send out statemenis when the
balance becomes the patient's responsibility.

All outstanding balances are due on receipt. If you come for another visit and have an outstanding balance, we will request payment for both
the new visit and your outstanding batance. Your outstanding balances can be paid conveniently via our patient portal.

We may add a finance charge of 1.33% of your outstanding account balance every month if you do not pay your account in full.

If you have an outstanding balance for more than ninety (90) days, you may be referred to an outside collection agency and
charged a collection fee of 23% of the balance owed, or whatever amount is permitted by applicable state law, in addition to the
balance owed. In addition, if you have unpaid delinquent accounts, we may discharge you as a patient andfor you may not be allowed to
schedule any additional services unless special arrangements have been made.

No-shows. If you miss your appointment, you may be charged a $50.00 fee for a missed appoiniment, a $75.00 fee for a missed pediatric
appointment, a $100.00 fee for a missed physical, or a $200 fee for a missed procedure or surgery. This fee will need lo be paid before you
are allowed to schedule another appointment. This fee cannot be billed to insurance.

Interpreter and Translation Services. If you have requested interpreter or translation services for your visit and you miss your appointment
without cancelling at least forty-eight (48) hours prior to your scheduled appointment, you may be charged the amount that the transtation or
interpreter service charges your care center for such missed appointment.

Additional information about our financial policies is available on our website at priviahealth.com.

Thank you for choosing us as your heaithcare provider!



