
   Prenatal Questionnaire 

Name: _______________________________________________ DOB: _________________ Date: ________________ 

Race:  ⁭Caucasian   ⁭African American  ⁭Latin   ⁭Asian  ⁭Other: ___________________ 

Marital Status:  ⁭Married               ⁭Single  ⁭Separated   ⁭Divorced   ⁭Widowed 

Father of Baby: _________________________________________ Age: _______ Race: __________________________ 

Are you employed? ⁭Yes ⁭No   If yes, who is your employer? ______________________________________________ 

What is your highest level of education? __________________ Primary Language: ______________________ 

MENSTRUAL HISTORY 

What was the first day of your last menstrual period? ____/____/____   ⁭Definite  ⁭Estimate  ⁭Unknown 

How often are your periods? _________________________ How long do your periods last? _______________________ 

How old were you when you started having periods? __________________ 

Were you on birth control when you got pregnant? ⁭Yes ⁭No  Date of first positive pregnancy test? ____/ ____/____ 

Have you had any significant pain since becoming pregnant? ⁭Yes ⁭No  

Have you had any bleeding since your positive pregnancy test? ⁭Yes ⁭No 

What symptoms of pregnancy have you been having? 

⁭Nausea  ⁭Vomiting  ⁭Breast Tenderness  ⁭Urinary Frequency  ⁭Pelvic Pressure  ⁭Weight Gain 

⁭Other: __________________________________________________________________________________________ 

PAST PREGNANCY 

How many times have you been pregnant? ____________ How many full term deliveries have you had? _____________ 

How many premature pregnancies (before 37 weeks) have you had? ___________ How many miscarriages? __________ 

How many abortions have you had? ________ Have you ever had an ectopic pregnancy (tubal pregnancy)? ___________ 

Have you ever had twins or triplets? _________________ How many living children do you have? __________________ 



PAST PREGNANCIES 

Date 
(Mo./Yr) 

How many 
weeks 

pregnant? 

Birth 
Weight 

Male / 
Female 

Vaginal/ 
C-Section

Premature 
Labor 

Any problems 
with delivery 

or baby? 
Place of Birth 

MEDICAL HISTORY 

Do you or did you ever have any of 
the following medical problems? Yes No 

Diabetes 
Hypertension 
Heart Disease 
Autoimmune Disorder 
Kidney Disease/ 
Frequent Urinary Tract Infections 
Seizures/Epilepsy 
Migraine Headaches 
Psychiatric Disorder 
Depression 
Hepatitis/Liver Disease 
Varicose Veins 
Phlebitis/Blood Clots in Legs or Lungs 
Thyroid Problems 
Rh Blood Negative Factor 
Lung Problems/Asthma 
Seasonal Allergies 

Do you use: 
⁭ Yes   ⁭ No   Alcohol – if yes, 

       Have you had a drink containing alcohol in the past 12 months? ______ 
   How Often? _____     How many in a day? ________ How often did you have 6 or more on one occasion? ____ 

⁭ Yes   ⁭ No   Cigarettes – if yes, 
     How often? ____ How soon after you wake up?____ 
     How many a day?____ Are you interested in quitting? ____ 

⁭ Yes   ⁭ No   Illicit recreational drugs (Marijuana, Cocaine, etc.)  If you would not feel comfortable writing anything 
down, please discuss directly with your physician.  Specify 



Do you have any problems with violence or abuse? ⁭Yes ⁭No   if yes, describe _______________________ 

Please list any prescription or over the counter medications you have taken since your last menstrual period: 

__________________________________________________________________________________________________ 

Medication Allergies: _________________________________________ Other: _________________________________ 

Do you have a Latex Allergy? ⁭Yes ⁭No   Have you ever had any breast problems? ⁭Yes ⁭No 

Have you ever been diagnosed with any of the gynecological problems listed below? 

⁭Ovarian cysts     ⁭Fibroids     ⁭Abnormal uterine bleeding     ⁭Polycystic ovaries     ⁭Uterine abnormalities 

⁭DES exposure  ⁭Other: ____________________________________________________________________________ 

Have you ever been evaluated for infertility? ⁭Yes ⁭No            Have you ever had an abnormal pap smear? ⁭Yes ⁭No  

Have you ever had any surgeries?  Please list: 

Surgery: _____________________________________________________________________ Date: ________________ 

Surgery: _____________________________________________________________________ Date: ________________ 

Surgery: _____________________________________________________________________ Date: ________________ 

Have you ever had any biopsies?  ⁭Yes ⁭No   if yes, what kind? ____________________________    

Have you ever had any problems with anesthesia? ⁭Yes ⁭No   If yes, what were the complications? ________________           

Have you ever been hospitalized overnight? ⁭Yes  ⁭No  If yes, why? _____________________________________ 

                                                                YOUR FAMILY MEDICAL HISTORY 

Has anyone in your family been 
diagnosed with the following? 

(Parents, Grandparents,  
Siblings, Children) 

Yes 
(If yes, Who?) No 

Diabetes   

Heart Attack/Heart Disease   

Stroke/Blood Clots   

High Blood Pressure   

Cancer (breast, uterine, ovarian, colon)   

Autoimmune Disease   

Thyroid Disorder   

Psychiatric Disorder   

 

 



GENETIC HISTORY 

Has anyone in your family or the 
father of the baby’s family ever had 

the following? 
Yes (if yes, who?) No 

Anemia/Blood Disorders 
Italian, Greek, Mediterranean Decent 
Spina Bifida 
Tay-Sachs 
Jewish, French Canadian , or Cajun 
Canavan’s Disease 
Sickle Cell Anemia 
African American 
Hemophilla/Free Bleeder 
Muscular Dystrophy 

Cystic Fibrosis 
Huntingdon’s Chorea 
Mental Retardation/Autism 
Fragile X Syndrome 

Inherited or Chromosomal Disorders 

Metabolic Disorders (PKU) 

Cleft Lip/Palate 
Deafness or Blindness at Birth 
Birth Defects 

Will you be 35 or older when you deliver?   ⁭Yes ⁭No 

INFECTION HISTORY 

Have you ever been exposed to Tuberculosis or ever had a positive TB test?    ⁭Yes ⁭No          

Do you or your partner have Herpes, Fever Blisters, or Cold Sores?   ⁭Yes ⁭No   

Have you had any rashes or viruses or illnesses since your last menstrual period?       ⁭Yes ⁭No  if yes, Describe ______      

Have you ever been diagnosed with any of the following sexually transmitted infections? 

⁭Chlamydia                    ⁭Gonorrhea                        ⁭Herpes                     ⁭Genital Warts ⁭HPV 

⁭HIV                              ⁭Hepatitis B                       ⁭Hepatitis C               ⁭Trichomoniasis            ⁭Syphilis 

Have you ever had chicken pox?   ⁭Yes ⁭No       Do you have cats in your home?   ⁭Yes ⁭No       

Have you ever received a blood transfusion? ⁭Yes ⁭No       If yes, when? _____________________________________ 

Would you take a blood transfusion if it were an urgent medical necessity?  ⁭Yes ⁭No       



SUMMARY 

Is there anything else we need to know about you that has not been covered? 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Do you have any special questions for your provider? 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Are you considering adoption?   ⁭Yes ⁭No ⁭Need to Discuss 





PPAATTIIEENNTT 
   RREEGGIISSTTRRAATTIIOONN 

PATIENT INFORMATION

Name    Former Name 
Last First MI 

Date of Birth  Social Security # 

Address   
Street City State Zip 

E-mail address ___________________________________________

Primary Phone #    Home   Cell 

Secondary Phone #     Home   Cell 

Marital Status   Single  Married  Divorced  Widowed 

If married, spouse’s name 

Financially responsible person (if under 18 years of age) 
------------------------------------------------------------------------------------------------------------------------------------------------ 
PATIENT’S EMPLOYMENT INFORMATION

Employment Status  Full Time  Part Time  Retired  Unemployed 

Employer’s Name   

Employer’s Phone May we contact you at work?  Yes  No 

Student Status             Full Time     Part Time    Not a Student 
------------------------------------------------------------------------------------------------------------------------------------------------ 

RELEASE OF MEDICAL INFORMATION

With whom may we discuss your medical condition? 

Name Relationship _________________ 
Name        ___Relationship _________________
Name Relationship _________________

By signing this statement, you release the staff of Contemporary OB/GYN of Western Kentucky from any and all liability from 
disclosing confidential information to the persons listed above. This may include, but is not limited to, information regarding HIV, 
sexually transmitted diseases, and sexual and psychological history. 

Signature  Date 



Patient Name 

Preferred Lab Company (i.e.-Quest,Labcorp,BHP) to send your blood work/specimens to:_________________ 
(* If you do not choose a preferred lab, we will automatically send all blood work & specimens to GenPath*)  

Primary Care Physician   

Referring Physician, if any 

Emergency Contact   
Name Relation Telephone Number 

Which pharmacy do you use most often?   

How did you hear about us (Check all that apply)? 

 The Paducah Sun Movie Theatre    
 Radio                                          Internet/ Google/Other Search Engine 
 The Yellow Pages Facebook 
 Hometown Phonebook __Dr. Mueller’s Page 
 Total Rejuvenation __Contemporary OB/GYN’s Page 
 Real Women’s Expo __A Friends Page 
 Baby Fair @ Western Baptist 
 Health Department 
  Magazine   
  Physician(s) (Name)   
 Friend(s) or Family Member(s) (Please tell us so that we may thank them!) 

  Other 

------------------------------------------------------------------------------------------------------------------------------------------------ 
PATIENT POLICIES
We are very pleased to have you as our patient. These policies have been established so that we can give you the 
best care possible. 

▪ If you are more than 15 minutes late for your scheduled appointment time, you will be asked to
reschedule.

▪ We ask that you please give our office 24 hours notice of cancellation unless it is an emergent situation.
▪ After three “no show” visits in which we do not receive 24 hours notice, we will cease care.
▪ All co-payments are due at the time of service, unless other arrangements are made in advance.
▪ Self-pay patients are expected to pay in full at time of service, unless other arrangements are made in advance.
▪ It is ultimately the patient’s responsibility to know which physicians and/or facilities or labs that are in network

with their insurance company. If you do not request that your blood work/pathology go to a certain lab you are
responsible for any additional cost you may incur.

▪ I agree that Contemporary OB/GYN may request and use my prescription medication history from other
healthcare providers or third party pharmacy benefit payers for treatment purposes.

I have read the above patient policies. I understand that it is my responsibility to contact a staff member for assistance if I have any 
questions or concerns. 

Signature  Date 



ASSIGNMENT OF INSURANCE BENEFITS 
 Please present your insurance card(s) to the Receptionist at every visit. 

Name 
Last First MI 

Primary Insurance              

Primary Insurance Company Name _________________________________      
 Policy Holder Name       Policy Holder Date of Birth 
Policy Holder Social Security #  Sex     Female  Male 
Policy Holder Employer 
Relationship to You  Self  Spouse  Parent   Other 
Copay $   
Secondary Insurance 

Secondary Insurance Company Name ________________________________ 
Policy Holder Name                      Policy Holder Date of Birth 
Policy Holder Social Security #  Sex     Female  Male 
Policy Holder Employer 
Relationship to You      Self  Spouse  Parent  Other ________________________ 

Copay $    _______          
I hereby authorize and direct the above insurance company to pay benefits due in accordance with the 

terms of my policy as follows: 
Benefits payable to:  

Contemporary OB/GYN of Western Kentucky 
2605 Kentucky Avenue, Suite 103 

Paducah, Kentucky 42003 
▪ I agree to pay all medical expenses not covered by the above named policy.
▪ I authorize Contemporary OB/GYN of Western Kentucky to release any information needed by the insurance company

regarding this claim.
▪ I understand and agree that it is my responsibility to verify that Contemporary OB/GYN of Western Kentucky is an

approved provider for my specific insurance. If preauthorization or provider verification was not obtained, I understand
and acknowledge that I am fully responsible for the bill.

▪ I understand and agree that if it should become necessary for Contemporary OB/GYN of Western Kentucky to pursue
collections of my account through a third party, I will be liable for any and all costs associated with the collection process.

▪ I request payment of insurance benefits be paid directly to the physician listed on the claim.
Signature  Date 

Self Pay Only 
I have no insurance and will make payment in full today by: 

Cash 
Check 
Credit Card 

Signature  Date 



CONTEMPORARY OB/GYN OF WESTERN KENTUCKY, PSC (COB) 
REVISED: 07/01/2013  

Based on Final Privacy & Security Rules 

______________________________________________________________________________ 
COB HIPAA Acknowledgement of NPP    1 

NOTICE OF PRIVACY PRACTICES 
ACKNOWLEDGEMENT 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 
(“HIPPA”), and most recent updates in 2013, I have certain rights to privacy regarding my 
protected health information. I ______________________ understand this information 
can and will be used to: 

• Conduct, plan, and direct my treatment and follow-up among the multiple
healthcare providers and business professionals who may be involved in that
treatment directly and indirectly.

• Obtain payment from third-party payers.

• Conduct normal healthcare operations such as quality assessments and
physician certification.

• Any and all other business practices, procedures, uses or disclosures as outlined
in the policy.

I have received, read and understand your Notice of Privacy Practices containing a more 
complete description of the uses and disclosures of my health information. I understand that this 
organization has the right to change its Notice of Privacy practices from time to time and that I 
may contact this organization at any time to obtain a current copy of the Notice of Private 
Practices. I understand that I may request in writing that you restrict how my private information 
is used or disclosed to carry out treatment, payment or health care operations. I also understand 
you are not required to agree to my requested restrictions, but if you do agree then you are bound 
to abide by such restrictions. 

Patient Name: _________________________________________________________________ 

Relationship to Patient: __________________________________________________________ 

Signature: ____________________________________________________________________ 

Date: ________________________________________________________________________ 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
OFFICE USE ONLY 

I attempted to obtain the patient’s signature in acknowledgement on this Notice of 
Privacy Practices Acknowledgement, but was unable to do so as documented below. 

Date: Initials: Reason: 

The effective date of this notice is September, 2013







Name   

Your Date of Birth   

Baby’s Date of Birth (if you have delivered): 

SAMPLE QUESTION: 
As you are pregnant or have recently had a baby, we would like to know how you are feeling. 
Please check the answer that comes closest to how you have felt IN THE PAST 7 DAYS, not just how you feel today. 

Here is an example, already completed. 
❑ I have felt happy:
❑ Yes, all the time
■ Yes, most of the time
❑ No, not very often
❑ No, not at all

This would mean: “I have felt happy most of the time” during the past week. Please 
complete the other questions in the same way

In the past 7 days: 
1. I have been able to laugh and see the funny side of

things
❑ As much as I always could
❑ Not quite so much now
❑ Definitely not so much now
❑ Not at all

2. I have looked forward with enjoyment to things
❑ As much as I ever did
❑ Rather less than I used to
❑ Definitely less than I used to
❑ Hardly at all

*3. I have blamed myself unnecessarily when things went
wrong 
❑ Yes, most of the time
❑ Yes, some of the time
❑ Not very often
❑ No, never

4. I have been anxious or worried for no good
reason
❑ No, not at all
❑ Hardly ever
❑ Yes, sometimes
❑ Yes, very often

*5. I have felt scared or panicky for no very good reason
❑ Yes, quite a lot
❑ Yes, sometimes
❑ No, not much
❑ No, not at all

*6. Things have been getting on top of me 

❑ Yes, most of the time I haven’t been able to cope
at all

□  Yes, sometimes I haven’t been coping as well
as usual

❑ No, most of the time I have coped quite well
❑ No, I have been coping as well as ever

*7. I have been so unhappy that I have had difficulty sleeping
❑ Yes, most of the time
❑ Yes, sometimes
❑ Not very often
❑ No, not at all

*8. I have felt sad or miserable
❑ Yes, most of the time
❑ Yes, quite often
❑ Not very often
❑ No, not at all

*9. I have been so unhappy that I have been crying
❑ Yes, most of the time
❑ Yes, quite often
❑ Only occasionally
❑ No, never

*10. The thought of harming myself has occurred to me
❑ Yes, quite often
□ Sometimes
❑ Hardly ever

*Source: Cox JL, Holden JM, Sagovsky R. Detection of postnatal depression: development of the 10-item Edinburgh Postnatal Depression Scale.

Br J Psychiatry. 1987;150:782-786. 

Users may reproduce the scale without further permission providing they respect copyright by quoting the names of the authors, the title, and the 
source of the paper in all reproduced copies. 





CONSENT FOR PRENATAL ULTRASOUNDS / TESTING 

In understand that ultrasound examinations may be recommended by Contemporary OBGYN of Western Kentucky.  I 
understand that these exams are used to help reassure me that the baby is growing as expected and provide my provider 
reassurance that the baby is doing well.   

Additionally, they are used to help establish my due date, look at the baby’s developing organs and provide information about 
other potential problems with the baby, the amniotic fluid and placenta which may affect mine or my baby’s health.  
Furthermore, additional testing is recommended for infectious diseases per the American College of Obstetricians & 
Gynecologists including Human Immunodeficiency Virus, hepatitis, syphilis and toxicology screening as these can be associated 
with increased risk of miscarriage, poor fetal growth, fetal abnormalities as well as numerous other problems that could 
potentially affect my health or my baby’s health. 

I realize that although ultrasounds may detect many possible problems, they do not detect ALL problems and a normal 
ultrasound does not ensure a completely normal baby without any problems or birth defects due to the limits of the study. 

I have given Contemporary OBGYN of Western Kentucky permission to perform the necessary screening today and at any 
other time during my pregnancy when it may become necessary. Insurance policies vary, and it is the patient’s responsibility to 
know their benefits. I understand that I am responsible to pay for any ultrasounds that are not covered by my insurance. 

______________________________     ___________________________ 

Patient Name                Date 

______________________________ 

Patient Signature 

______________________________ 

Witness 



Risk Assessment for Hereditary Cancer Syndromes
Patient Name: Physician:
Date of Birth: Date Completed:

Instructions: Please circle Y for those that apply to YOU and/or YOUR FAMILY (on both your mother’s/maternal or father’s/
paternal side). Next to each statement, please list the relationship to you and age of diagnosis. You and the following family 
members should be considered:

Mother     Father     Brother     Sister     Children     Paternal Uncle/Aunt     Maternal Uncle/Aunt     First Cousins    
Niece/Nephew     Maternal Grandmother/Grandfather     Paternal Grandmother/Grandfather    

Each statement should be answered individually, so you may list the same cancer diagnosis more than once as you answer 
these questions. This is a screening tool for the common features of hereditary cancer syndromes. Share this information 
with your healthcare professional to help determine your hereditary cancer risk.

BREAST AND OVARIAN CANCER SELF FAMILY MEMBER AGE AT 
DIAGNOSIS

Y N Breast cancer before age 50
Y N Ovarian cancer

Y N Two primary (unrelated) breast cancers in the
same person or on the same side of the family

Y N Male breast cancer

Y N Triple negative breast cancer*
(ER-, PR-, HER2-pathology)

Y N Pancreatic cancer with breast or ovarian cancer in
the same person or on the same side of the family

Y N
Ashkenazi Jewish ancestry with breast, ovarian or 
pancreatic cancer in the same person or on the 
same side of the family

COLON AND UTERINE CANCER SELF FAMILY MEMBER AGE AT 
DIAGNOSIS

Y N Uterine (endometrial) cancer before age 50
Y N Colorectal cancer before age 50

Y N Two or more Lynch syndrome cancers* in the same
person or on the same side of the family
(* Lynch syndrome cancers include: colorectal, uterine/endometrial, ovarian, stomach, ureter/renal pelvis, biliary tract, small bowel, pancreas, 

brain or sebaceous adenomas)

POLYPOSIS SYNDROMES SELF FAMILY MEMBER AGE AT 
DIAGNOSIS

Y N 10 or more cumulative (lifetime) colorectal
adenomas (colon polyps)

MELANOMA SELF FAMILY MEMBER AGE AT 
DIAGNOSIS

Y N Two or more melanomas in an individual or family

Y N Melanoma and pancreatic cancer in an individual
or family

Y N Have you or any member of your family ever been tested for hereditary risk of cancer?
If yes, please explain:

*For a better understanding of triple negative breast cancer, please ask your healthcare provider.
Assessment criteria based on medical society guidelines. For these individuals society guidelines go to www.myriadtests.com/patient_guidelines
Myriad, and the Myriad logo are either trademarks or registered trademarks of Myriad Genetics, Inc, in the United States and other jurisdictions. ©2011 MORA/12-11

Patient’s Signature Date

FOR OFFICE USE ONLY
 Candidate for further risk assessment and/or genetic testing:   

 HBOC    Lynch      Polyposis     Melanoma 
 Information given to patient to review
 Follow-up appointment scheduled Date:

 Patient offered genetic testing:     Accepted   Declined

Healthcare Professional’s Signature Date



       Contemporary OB/GYN 
 Commonwealth of Kentucky-Summary of HB 1

By Signing above, I am consenting to treatment and I understand this policy. 

House Bill 1, which was passed during the “Special Session” of the Kentucky General Assembly in April 2012, adds additional 

regulations to the prescribing of certain Controlled Substances. Please note that a complete copy of the HB 1 is available for review 

on the Kentucky Board of Medical Licensure’s website, www.kbml.ky.gov. 

Due to this regulation, if you are currently taking a Controlled Substance or if you are prescribed one during the course of your care 

with Contemporary OBGYN, we are required by law to query KASPER (Kentucky All Schedule Prescriptions Electronic Reporting) for 

all available data on you (KASPER provides a record of your prescription history). 

Kentucky Law Requirements before Prescribing/Dispensing 

Before initial prescribing/ dispensing a Schedule II or Schedule II Controlled Substance with Hydrocodone, it is required by law that 

you: 

1. Provide a complete medical history.

2. Have a physical examination prior to a Controlled Substance being prescribed.

3. Understand we are required to query KASPER about your prescription history.

4. Participate in your treatment plan and objectives of treatment and further diagnostic testing.

5. Acknowledge the risks/benefits of Controlled Substance use, including risk of tolerance and dependence.

6. Sign this written consent for treatment and ongoing evaluation.

Ongoing Evaluation 

Practitioner must review course of treatment at reasonable intervals, based upon patient’s individual circumstances. 

Practitioner must provide patient with new information about treatment. 

Practitioner must obtain KASPER at least once every 3 months for all available data on patient. 

Your Healthcare provider, by law, must review your KASPER report before issuing any 
prescriptions or refills for these substances. 

As you can see, we will no longer be able to “just write” a prescription for a Controlled Substance. We are providing you this 
information so that you are aware that if you need to request a refill on the prescription, you must contact our office at least five (5) 
business days before it is needed. This will allow us time to obtain the KASPER query required by Kentucky State Law. 

The Providers of Contemporary OBGYN thank you for your assistance in helping us comply with this law. 

Signature______________________________________(Circle one:    Patient   Parent/Guardian    Surrogate) 

Print Name of Patient ______________________________________ Today’s Date ________________ 

Patient Date of Birth __________________________ 

http://www.kbml.ky.gov/


CONTEMPORARY OB/GYN OF WESTERN KENTUCKY, PSC (COB) 

REVISED: 07/01/2013  

Based on Final Privacy & Security Rules 

______________________________________________________________________________ 
COB HIPAA Authorization for Release of Records   1 

Authorization to Release Health Information/Treatment Records 

Last Name:  First: Middle:

Other Names Used:  Date of Birth:

Address: City: State: 
Home Phone: ( )  Work Phone: ( ) 

I hereby request release of the protected health information in my health record from (date) ____________to (date)___________ 
maintained or created by the provider named below to the recipient named below. 

Most recent Progress Notes Entire Health Record *(Excludes Psychotherapy Notes)
 Pathology/Lab Reports, HIV, STD Reports of Operations/Surgeries/Procedures 
Imaging Reports Other_ ________________________________ 
Discharge Summaries Psychotherapy Notes* (if checking this box, no other boxes

Billing Records may be checked. A separate Authorization to
Release/Request for an Individual’s Health Information must
be completed to obtain additional records.)

I will pick up copies of my records Mail copies of my records to the individual noted below
 Fax my records to: _______________  Provide my records in electronic form: _____________

Records From: Records To:

Name: Name:

Address: Address:

Phone: Phone:

Fax: Fax:

Purpose of Request: Transfer of care legal, referral, other: ____________________________________

I understand:  
I may revoke this Authorization at any time by providing my written revocation to the address at the top of this form. My revocation will not 
apply to information already retained, used, or disclosed in response to this Authorization. Unless sooner revoked, the automatic 
expiration date of this Authorization will be twelve (12) months from the date of signature.  

Information used or disclosed under this Authorization may be subject to re-disclosure by the recipient and no longer protected by federal 
privacy regulations.  

THE INFORMATION AUTHORIZED FOR RELEASE MAY INCLUDE RECORDS THAT MAY INDICATE THE PRESENCE OF A COMMUNICABLE OR 

NON-COMMUNICABLE DISEASE.  

*The information authorized for release may include protected health information and/or treatment records related to mental health. Release 
of mental health records or psychotherapy notes may require consent of the treating provider or a court order. 

I acknowledge that your health information contained in our electronic medical record system (EMR) contains information obtained from other 
healthcare entities and providers and may include information from multiple physicians, laboratories, hospitals, and other entities, including 
information not entered by this practice. This may include any data (sexuality, HIV, mental health, emails, etc.) that are entered, scanned, or 
automatically placed into the EMR both from this practice and from outside sources. This information is not redacted. 

The information authorized for release may include drug/alcohol abuse treatment records. This category of medical information/records is 
protected by Federal confidentiality rules (42 CFR Part 2). The Federal rules prohibit anyone receiving this information or record from making 
further release unless further release is expressly permitted by the written authorization of the person to whom it pertains or is otherwise 
permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is not sufficient for this purpose. The 
Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient. As a result, by signing 
below, I specifically authorize any such records included in my health information to be released.  

I understand that if my records are released, my first copy is free if records are picked up at the office.  If I choose to have the records mailed,  
        faxed or otherwise transmitted, in accordance with the Kentucky Court of Appeals Eriksen vs Gruner regarding KRS 422.317(1) we will seek   
         reimbursement for any charges incurred in mailing, faxing, scanning or other means to transmit the records to you or your agent. Additionally you will  
         be charged $1.00 per page for the second copy of any paper records, payable prior to the release of these requested records.  Records  
____ produced in digital form are free if requested via patient portal.  (Make checks payable to Contemporary OB/GYN of WKY.  These fees are in  
Initial  accordance with KRS 422.317.  Records will be available within 30 days from receipt of the appropriately completed & signed request. 

Signature of Patient, Parent, or Legal Authorized Representative** Relationship to Patient Date

   **May be requested to show proof of representative status 
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