. 3100 Swiss Avenue
Dallas, Texas 75204
214-821-8190

Client Registration

Please complete this form in preparation for your initial visit. The information in the "Personal Data” section is required for the
completion of your baby's birth certificate, and the "Questionnaire” information is needed to determine any potential problems. Your
responses to the questions on this form will be kept completely confidential. In the event your records are copied for another
healthcare provider, this page will not be copied. If you need more space to complete this form, use the space provided on the back

Please print all information clearly.

Personal Data: Date: / /

Full name: Maiden name:

Street address: _ Date of birth: / / Race:
City: State: Zip: State of birth:

Is this address inside city limits? [J Yes [INo Religion: Marital status:

Name

Phone: Home:

Relationship

How long at this address? Years Months Years of education: “Occupation:
Phone: Home Work Social Security Number:

Father of baby: Date of birth: / / Race:
Street address: State of birth:

City: State: i Zip: Years of education: Occupation:
Phone: Home Work Social Security Number:

Referred by: Primary support person:

Another person to call in case of emergency: Method of payment:

[ Cash Clinsurance [ Medicaid [3Other

Work:

JYes CJNo
OYes [INo

OYes OONo
[ Yes [INo
OYes ONo
OYes CONo
O Yes [INo
OYes No

OYes [INo
Yes [INo
OYes CONo
JYes [JNo
O Yes CINo
OYes O No
OYes OONo
OYes CONo

OYes CONo’

Questionnaire:

Are you and the FOB related by blood (for example, cousins)?

Are you or the FOB from any of the following ethnic groups? If yes, circle which ones.
Jewish Black Asian Mediterranean Eskimo Haitian

Have you or the FOB ever had hepatitis or jaundice?

Have you ever used any drug intravenously (IV) or had a blood transfusion?

Have you ever had a sexual partner who used drugs IV, had a blood transfusion, or had bisexual relations?
Have you had more than five sexual partners in the past five years?

Do you think you are at an increased risk for having a baby with a birth defect or genetic problem?
Do you think you are at an increased risk for having hepatitis? -

Do you think you are at an increased risk for having AIDS/HIV?

Have you ever experienced dramatic flucuations in your weight?

Have you ever had énorexia, bulemia, or eating problems?

Is there anything about the development of your sexuality that you'd like to discuss?

Are you now or have you ever been in a physically, émotionally, or sexually abusive relationship?
Have you ever been forced to take part in sexual activities against your will?

Have you ever had severe emotional problems?

Have you ever been on any medication for psychological problems?

Has anyone ever told you, or do you think, you used or do use drugs and alcohol excessively?




Name: - : Client Registration (page 2)

Do you have any particular ethnic, cultural, or religious preferences for your care during this
pregnancy and birth?

Please use this space to detail any concerns or questions you may have about this pregnancy and
your care.




Name:

- 3100 Swiss Avenue
Dalias, Texas 75204
214-821-8190

Medical History

Birthdate: __ / / Today’s date: ¥ /

Family History: indicate if anyone in your immediate family has ever had any of these conditions. If so, who and when.

[ High blood pressure: [ Severe emotional problems: Healthcare Provider's Notes
] Cancer: [ Alcohol/drug abuse: :

] Diabetes: [J Other medical conditions:

O Twins:

Father's History: indicate if the father of the baby (FOB) has ever had any of

these conditions. If so, when.

[ Urethritis: [J Sexually transmitted disease:

7 AlcohoV/drug abuse: [} Severe emotional problems:

[ Tobacco use: [ Other medical conditions: _

[J Alcohol/drug abuse:

Your Mother's History: Plsase answer these questions about your mother.
Number of pregnancies: Any complications:

Number of live births: : Your weight at birth:

Misearriages: Did she take DES with you:

[Yes ONo
B3 Yes [C1No
OYes [INo

JYes CJNo
Etes OO No

DO Yes INo
[dYes I No

OYes C1No
JYes [INo

0 Yés [ No

3Yes [INo
C3Yes I No
CJYes [JNo

Signature:

Genetic History:

Have either you or the FOB ever had a baby with birth defects?
It yes, describe:

Did-you or the FOB have a birth defect yourselves?
i yes, describe:

Do either you or the FOB have a history of pregnancy losses
(miscarriages or stillbom)? If yes, describe:

if you answered yes to the last question, have either of you had
genetic counseling? _

If you answered yes to the last question, have either of you had
chromosomal studies? if yes, where and when.

Are you or the FOB of Jewish ancestry?

If you answered yes to the last question, have either of you had
a Tay-Sachs screening test? Iif yes, give date and results.

Are you or the FOB black?
If you answered yes to the last question, have either of you had

a Sickle Cell screening fest? if yes, give date and results. birth defects or inherited disorders?

Please describe any abnormalities that have occurred in the
children in your or the FOB's tamily such as mental retardation,
birth defects, deformities or inherited diseases like hemophilia,
muscular dystrophy, or cystic fibrosis.

Will you be 35 or older when the baby is born?
Will the FOB be 50 or older when the baby is born?
Do you have any objections 1o receiving blood or blood products?

Date:

Do you have any other concerns about |




Name:

Medical History (page 2)

Your History: Indicate if you have ever had any of these condjtions and when. Attach additional information if necessary.

[J Severe headaches: 3 Stomach problems: [ Kidney infections:
[ Eyenvision problems: ] Ulcers: ] Urinary surgery:
[J Earhearing problems: ] Bowel problems: [ Urethral dilation:

[J Dental problems: [ Colitis:
3 Thyroid problems: 3 Biood in stool:

[ Aching joints:

[ Pelviciback injuries:

[ Hemorrhages: [J Gall bladder problems: [ Seizures:

[ High blood pressure: [ Liver problems: [ Hospitalizations:

D varicose veins: v 3 Hepatitis: [ Surgeries:

[ Hemorrhoids: [ Diabetes: O Allergies (drugs orother)r—_______
3 Tuberculosis: - O Hypoglycemia: [J Other medical conditions:

0J Asthma: [ Bladder infections:

Gynecologic History: Please answer these questions about yourself.

Age at first period: -

Length of cycle (days): Past Pregnancies (from earliest to latest)

Duration: Date Weeks Outcome Complications or Problems

Regular: [JYes [INo

Date of last Pap smear:

Have you ever had an abnormal Pap?

OO No [ Yes, detail when and results

Please indicate if you have ever had any of the following conditions and when.

[ Yeast infections: OPID: [ Ovarian cysts:
Trichomonas: _ [J Genital sores: O Fibroids: _
Gardnerella: ' ] Oral Horpes: 1 Endometriosis:

3 Bacterial vaginosis: 1 Genital Herpes: . 3 Abnormal bleeding:

- [ Chlamydia: [ Condyloma (warts); [ Uterine surgery;

[J Gonorrhea: [J Cervicitis: [J Breast lumps:

[ Syphilis: [ Cervical surgery: [ Breast surgery:

O other: [ Cervical polyp: O Infertility:

‘Present Pregnancy: Please answer these questions about your current pregnancy.
First day of your last period: Was it normal? [ Yes [ No If no, give date of last normalperiod:
Suspected date of conception: _________ Dateof pregnancytest: __________ Was this pregnancy planned? ] Yes [J No

Your feelings about this pregnancy:

Father's feelings about this pregnancy:

‘Most recent birth control used:

Other birth control used in the past:

Any complications?
Please indicate if you have had any of the following problems during this pregnancy.

[ Bleeding gums:

[J Nausea: [J Backache:

3 Vomiting: [ Swelling: [ Varicose veins:
[JFever: [J Constipation: - [ Hemorrhoids:
[JHeadache:__ [ Diarrhea: 3 Loneliness:

[J Dizziness:_ 0O Urinary complaints: [ Depression:

O Indigestion: [J Abdominal/pelvic pain: [ Family/relationship problems:
D) Leg cramps: __ [ Vaginal bleeding/spotting: _ [ Work problems:
O Rash: [J vaginal discharge: [J Other:

Please indicate if you have been exposed to any of the following during this pregnancy.

[ Tobacco: [J Prescription drugs: ] Ultrasound:

[3 Alcohol: 3 Non-prescription drugs: [J Measles:

[ Caffeine: [ Vitamins: [ Viruses:

[J Marijuana: [ Herbs: [J Vaccinations:
[J Cocaine: 3 Fumes/sprays: O Cats:

[ Street drugs: [ X-rays:

3 Other:




PATIENT RECORD OF DISCLOSURES

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of their protected
health information (PHI). The individual is also provided the right to request confidential communications or that a communication
of PHI be made by alternative means, such as sending correspondence to the individual’s office instead of the individual’'s home.

I wish to be contacted in the following manner (check all that apply):

[] Home Telephone O written Communication
[] OK. to leave message with detailed information ] O.K. to mail to my home address
[] Leave message with call-back number only [] O.K. to mail to my work/office address

[ OK. to fax to this number
[0 work Telephone

[[] O.K. to leave message with detailed information [J Other
[] Leave message with call-back number only

Patient Signature Date

Print Name Birthdate

The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure of, and requests
for PHI to the minimum necessary to accomplish the intended purpose. These provisions do not apply to uses or disclosures
made pursuant to an authorization requested by the individual.

Healthcare entities must keep records of PHI disclosures. Information provided below, if completed properly, will constitute an
adequate record.

Note: Uses and disclosures for TPO may be permitted without prior consent in an emergency.

Record of Disclosures of Protected Health Information

Date Disclosed To Whom ) Description of Disclosure/
Address or Fax Number Purpose of Disclosure

By Whom Disclosed (2) (3)

(1) Check this box if the disclosure is authorized
(2) Type key: T=Treatment Records: P=Payment Information; O=Healthcare Operations
(3) Enter how disclosure was made: F=Fax; P=Phone; E=Email; M=Mail; O=Other
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