
How did you hear about us?  

 Internet               Facebook      Print ad   Friend/Word of mouth __________________

Name: Date of Birth:

Preferred Phone: Email:

Address:

Insurance company: Social Security Number

What Lab would you like us to use?                LabCorp            Quest            BioReference           Other please specify_________________

Some insurances require specifice labs, it is the patient's responsibility to know their insurance.

Pharmacy Name & Address

Are you on the Patient Portal?  Clinical results are sent to patients through a secure server for convenient access          Yes         No   

Reason for today's visit?  Circle one

Chief Complaint:

Age at first menstrual cycle Date of last menstrual cycle

How often do you get your period? How long does your period last?

Do you have irregular or heavy periods? Current method of birth control

How many miscarriages have you had? How many abortions have you had?

How many pregnancies have you had in total? How many children have you delivered? ____vaginally  ____c-section

Allergies:  list all known Current Medications:

Have you ever had any prior surgeries?   Yes please list        No

Have you ever had an abnormal papsmear?    Yes    No What was the treatment?

Have you ever had a sexually transmitted infection?    Yes   No Which one? 

Review of symptoms: Are you a diabetic? Y        N Do you use illicit drugs? Y        N

Weight loss/gain? Y        N Diarrhea? Y        N Thyroid issues? Y        N

Visual changes? Y        N Constipation? Y        N Rash? Y        N

Headaches? Y        N Nausea/vomitting? Y        N Nipple discharge? Y        N

Cold sores? Y        N Frequent urination? Y        N Breast lumps? Y        N

Chest pains/palpitations? Y        N Painful urination? Y        N Hot flashes? Y        N

Swelling/edema? Y        N Incontinenance? Y        N Depression? Y        N

Shortness of breath? Y        N Recurrent infections? Y        N Anxiety/mood changes? Y        N

Are you currently a smoker? Y        N Painful Intercourse? Y        N Do you consume alcohol? Y        N

Do you have a family history of any of the following:

Diabetes Y        N Stroke Y        N Colon Cancer Y        N

High blood pressure Y        N Breast Cancer Y        N Ovarian Cancer Y        N

Heart Disease Y        N Uterine Cancer Y        N Osteoporosis Y        N

patient signature Date

Problem visitAnnual Well Woman Exam/PapSmear
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ACKNOWLEDGMENT OF OUR NOTICE OF PRIVACY PRACTICE 

 

I hereby acknowledge that I have received or have been given the opportunity to receive a copy of Lifeline Medical 

Associates, LLC Notice of Privacy Practice. By signing below, I am only giving acknowledgment that I have received or 

have had the opportunity to receive the Notice of Privacy Practice.   

 

Patient Name : (Please Print) ___________________________________________________________ 

Signature:______________________________________________  Date: _______________________ 

 

Authorization For Use Or Disclosure Of Patient Photographic and/or Video Images 

Authorization: I authorize the use and disclosure of my name, photographic/video images, and/or 

testimonial for marketing purposes by the practice listed below. I understand that information disclosed 

pursuant to this authorization may be subject to redisclosure and may no longer be protected by HIPAA 

privacy regulations.  

Purpose: The photographic/video images, and/or testimonial will be used for: Social Media and/or Advertising  

Revocability: I understand that I may revoke this authorization at any time, but such revocation must be in writing and 

received by Comprehensive Women’s Care of Paramus via registered mail. Revocation affects disclosure moving forward 

and is not retroactive. This authorization expires 99 years from date signed.  

No Treatment Conditions: I understand that whether or not I sign this authorization cannot influence treatment. 

 

Patient Name: __________________________________________________________ 

Signature:_______________________________________  Date: _______________________ 

 

If Patient is a Minor  

Parent / Legal Guardian: _____________________________________________________ 

Signature:_______________________________________  Date: _______________________ 










