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| hereby assign all medical and /or surgical benefits, to include major surgery benefits to which | am entitled, including private insurance and any other
health plan, to Dallas E&W OB/GYN Clinic. | authorize the release of medical information necessary to request reimbursement from insurance companies.
This assignment will remain in effect until revoked by me in writing. | understand that | am financially responsible for all charges whether or not paid by
said insurance. A photocopy of this assignment is to be considered as valid as the original. | also understand that if my payment hasn’'t been made from
my insurance company in 60 days, it will be my responsibility to contact the insurance company and make sure payment is made in a timely manner. |
understand that any overpayment on my account will be promptly credited or refunded. | also understand that the quote from my insurance company does
not guarantee payment. The actual payment amount will be determined when my explanation of benefits is received. Consent to receive treatment: |
hereby authorize the physician to treat myself or if a minor, my daughter, as deemed medically necessary.
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Current Medications/d A &-8%< FBE:

Medication Allergies (if any)/2} ¢&A] {5

Alcohol(+) YES/NO Smoking(w) YES/NO Drug use(<}) YES/NO Exercise(-5) YES/NO

IMMUNIZATION STATUS (Gl HZ Agh):
Hepatitis B(B & YES NO e
Hepatitis A(A YES NO e
Gardasil (HPV Vaccine)(21 - Hho] 2] 2 o WA}
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= for preventing cervical, vaginal, vulvar cancer in females




MENSTRUAL HISTORY (€7 7]=):

Age of first period? (=74 A #3k

Days of flow/bleeding (€7 7]13}): Cramps (B2l Eo] glealzte)e (- Hdl ( )ofd e
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Pap smear 75 7459+ A A A3 () Normal 4% /() Abnormal W44
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WENLIANG SHI, MD, PHD

DALLAS E&W OB/GYN CLINIC

3100 Midway Rd. Ste. 169 Phone: 972-378-9666
Plano, TX 75093 Fax: 972-378-9888

Confidentiality

Authorization of Use / Disclosure of Health Information

| acknowledge that a copy of Dallas E & W OB/GYN Clinic's HIPAA Notice of Privacy Practices
is available to me, which explains how my medical information will be used and disclosed.

Other Uses and Disclosures: Disclosure of your health information or its use for any purpose
other than listed in the "Notice of Privacy Practices" will require your specific authorization. If
you change your mind after authorizing a use or disclosure of your information, you may submit
a written revocation of the authorization. However, your decision to revoke will not affect or undo
any disclosure prior to your notification date. You have the right to request restrictions on use
and disclosure of your health information.

Note: If | have provided e-mail addresses for my Preferred Contacts, my signature below indicates that | understand
and acknowledge that e-mail communication is not secure. E-mail can be intercepted during transmission; and
Unencrypted messages (and any attachments) can be read and potentially copied and forwarded by anyone.
Unencrypted e-mails can be easily viewed by someone other than the recipient if, for example, | access messages via
a smart phone or tablet.

Print Patient Name Date of Birth

Signature of Patient Date

Patient Representative /Legal Guardian Relationship to Patient

E-Mail:

Authorized Person to discuss your medical condition:

Name of Person Relationship Phone #

Name of Person Relationship Phone #




