
PSYCHOLOGICAL
NEUROLOGICAL 
o Mogra/ne Headachea 

Q SeQurllS 

o Epilepsy 

o Palsy 

o Mulliple Scleros;s 

o Other 

Q DepresSion 

o Bulemla
 

Q Anoretla
 

o ManIC Depressive 

o Altempled Suicide 

o Marital Problema 

a Sexual Abuse 

Cl AlcohoVOrug Add,cllon 

Q Other' 

URINARY 
Q Bladder infections 

o Kidney Infechons 

o Kidney Stones 

o Blood In Urone 

o Bumlng with unnat,on 

Lo s of urine when laughing 
coughll1g, or sneezlflg 

Fr uenlly don'l make I lolh 
r s!room In lime 

~ICONDITION FAMILY 
M-Mother F:oFalher B-aBrother s-5lSler MM-Mother's Mother 

eXJ1rnple. Cl Breast Cancer M,MM 

o Breasl Cancer 

Q Ulerone Cancer 

o Ovanan Cancer 

:J Colon Cancer 

o DES Exposure 

o BJeedlflQ Drsorder 

o EndomeinOSIS 

o DllI.betes 

o Heart Disease 

oJ High Blood Pressure 

oJ TuberculOSIs 

.J Kidney D,sease 

U Psych alrtc D,sorder 

Q Emollonal Problems 

Q Genetic D,sOfder 

U Neurologic Disorder 

o Tnyrold DISease 

:J Hepatitis/JaundIce 

:J Varu:ose Vefns/Phlebll's 

.J H.gn Cholesterol 

oJ 0 t oporo I 

COMMENTS 
FF-Falher's F,,'her Ms-Mutne";; S,sler, .,t<.;. 

M~ dt.ed-~· 70 

_1=1J-1(el___ 
B nh Conlrol M tnod (CO/1l' u d); (Presa,p I. 0 PI" ,"pllon ... h INse) 

Depo Provera 

La~1 injoctlon 

.J Natu.al Famlly Planning 

Do you u a TOBACCO? 

Jy Uno 

How much? 

How lung? 

Hdv you e, r smoked? 

U y s no 

::J'lopped. 

00 you dnnk AlCOHOL? 

ye no 

How muen per wee 'I 

Do ynu use 'STREET DRUGS' 

( rilt.k.pol.LSD.sp'" d.d wn r )? 

CJ yes Jno 

Have y u e,er? 

Uyes l:l no 

When? 

e]~ 

• SURGICAL HISTORY • 
a Tonsillectomy
 

a Umbol'caJ Hemra
 

Q Hem,. (olher)
 

o Gallbladder 

o Cesarean Sect,on 

o Tubal Ugallon 

o Breasl Biopsy
 

a Hemorrhoid
 

a Laser of eel"...
 

o Dllallon & Curettage ro&Cl 

o Hysterectomy 

o Vaglflal 

I:J Abdom,nal
 

OLAVH
 

o Ovary Removal 

a lell 0 riqhl .J botn
 

:J Appendix
 

:J Bladder Suspension
 

o Laparoseopy
 

Why?
 

CJ Olh"r: 

COMMENTS 

• ALLERGIES • 
(lAllhe I gy end I effect)Manlal Status: 

U Single 

U Married 

o DIVorced 

o Widowed 

U Separated 

Se.>vlllly AI·I.ve 

oJ yes .J no ~ never 

Age began sexual actlv,'y' 

Binh Control Melhod. 

o Foam 

o CDndom~ 

Q Sponge 

o Abstinence 

U Dlapnragm 

J P,li 

Brood 

.J Tubal 

o Vasectomy 

OIUD 

o Norplanl 

This information is true to 
Oote _Name the best of my knowledge. 



Heartland Womenls Health Care, P.C. 
Financial Responsibility Statement 

Below, you will find our office policy regarding payment contracts, insurance filing, co-payments (co-pay) and 
collections. We hope this information will be helpful and prevent any misunderstandings in the future. 

General Information 
•	 All patients will complete a Patient Information Form and sign a Financial Responsibility form 

each year. A current and valid insurance card along with your drivers license should be 
presented at the time of this appointment. 

•	 We will be happy to file your insurance for you. 

•	 All fees and charges are due at the time of your appointment or service. 

•	 An additional fee for certain administrative services such as disability forms and letters of 
medical necessity will be billed at the patients responsibility. 

•	 We accept three methods of payment; credit card (Mastercard, Visa, Discover and American 
Express), cash and personal check. Should your check be returned to us unpaid, we will attach 
a $30 service fee to your account and all subsequent visits will be on a "cash only" basis. 

•	 Please notify the reception desk of any changes in your personal information file such as 
changes in your name, insurance, address, telephone numbers, employment, etc. 

HMO Patients 
If you have insurance through a HMO, a referral from your Primary Care Physician (PCP) is usually 
required before you can be seen in our office. This is a requirement of your insurance company, not 
Heartland. This referral must be acquired by the time of your appointment or we will be unable to 
provide service at that time. You may require a co-pay. By contract with your insurance company, 
this co-pay may be collected prior to you being seen for your appointment. If you do not have a 
referral and choose to be seen regardless, you will be responsible for the appointment charges. 

PPO Patients 
If we are participants in your PPO, we will be happy to file your charges with your insurance 
company. Your co-pay, however is due at the time of your appointment. It is a reqUirement that you 
provide us with a current active insurance card each time you visit our office. 

Account Delinquency 
All balances are the responsibility of the patient. If the Insurance falls to pay their portion of 
yourchargea, this then becomes your responsibility. Accounts become delinquent after 30 
days. The ac.countwlll be sent to a collection agency after 60 days from the date of th~ final 
insurance payment; or if pre-arranged paymentS drop below the contracted amount at imy 
given'time. Collection fees will then be added to your account. All collection.accounts must 
be paid in fUll before future care in our office will be permitted. 

We are pleased to have the opportunity to serve you. We will provide services to you and will do our best to 
file your claim in a timely and professional manner. If you have any questions regarding our billing or collection 
policies, please ask. Again, thank you for allowing Heartland to serve you. 

Print Name	 Signature Date 

Parent I Guardian Signature:	 _ Relationship: _ 

James
Highlight



HEARTLAND WOMEN'S HEALTH CARE, P.C.
 
Notice Of Privacy Practices
 

As Required by the Privacy Regulations Created as a Result of the Health Insurance Portability and Accountability Act of 1996 (HIPAA)
 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU (AS A PATIENT OF THIS PRACTICE) MAY BE USED AND DISCLOSED,
 
AND HOW YOU CAN GET ACCESS TO YOUR INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION. 

PLEASE REVIEW THIS NOTICE CAREFULLY. 
A. OUR COMMrrMENT TO YOUR PRIVACY 
Our practice is dedicated to maintaining the privacy of your individually identifiable health information (IIHI). In conducting our business, we will create records regarding 
you and the treatment and services we provide to you. We are required by law to maintain the confidentiality of health information that identifies you. We also are required 
by law to provide you with this notice of our legal duties and the privacy practices that we maintain in our practice conceming your IIHI. By federal and state law, we must 
follow the terms of the notice of privacy practices that we have in effect at the time. We realize that these laws are complicated. but we must provide you with the following 
important information: 
• How we may use and disclose your II HI 
• Your privacy rights in your IIHI 
• Our obligations conceming the use and disclosure of your IIHI 
The terms of this notice apply to all records containing your IIHI that are created or retained by our practice. We reserve the right to revise or amend this Notice of Privacy 
Practices. Any revision or amendment to this notice will be effective for all of your records that our practice has created or maintained in the past, and for any of your 
records that we may create or maintain in the future. Our practice will post acopy of our current Notice in our offices in avisible location at all limes, and you may request 
acopy of our most current Notice at any time. 

B. IF YOU HAVE QUESTIONS ABOUT THIS NOTICE, PLEASE CONTACT OUR PRIVACY OFFICER: at Heartland Women's Health Care, P.C., 
NKC Health Services Pavilion, 2790 Clay Edwards Drive, Suite 530, North Kansas City, MO 64116. Or by phone 816-452-3300. 

C. WE MAY USE AND DISCLOSE YOUR INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION (IIHI) IN THE FOLLOWING WAYS 
The following categories describe the different ways in which we may use and disclose your IIHI. 

1. Treatment. Our practice may use your IIHI to treat you. For example, we may ask you to have laboratory tests (such as blood or urine tests), and we may use the 
results to help us reach adiagnosis. We might use your IIHI in order to write aprescription for you, or we might disclose your IIHI to apharmacy when we order a 
prescription for you. Many of the people who work for our practice, including, but not limited to, our doctors and nurses, may use or disclose your IIHI in order to treat you 
or to assist others in your treatment. Additionally, we may disclose your IIHI to others who may assist in your care, such as your spouse, children or parents. Finally, we 
may also disclose your IIHI to other health care providers for purposes related to your Treatment. 
2. Payment. Our practice may use and disclose your IIHI in order to bill and collect payment for the services and items you may receive from us. For example, we may 
contact your health insurer to certify that you are eligible for benefits (and for what range of benefits), and we may provide your insurer with details regarding your 
treatment to determine if your insurer will cover, or pay for, your treatment. We also may use and disclose your IIHI to obtain payment from third parties that may be 
responsible for such costs, such as family members. Also, we may use your IIHI to bill you directly for services and items. We may disclose your IIHI to other health care 
providers and entities to assist in their billing and collection efforts. 
3. Health Care Operations. Our practice may use and disclose your IIHI to operate our business. As examples of the ways in which we may use and disclose your 
information for our operations, our practice may use your IIHI to evaluate the quality of care you received from us, or to conduct cost-management and business planning 
activities for our practice. We may disclose your IIHI to other health care providers and entities to assist in their health care operations. 
4. Appointment Reminders. Our practice may use and disclose your IIHI to contact you and remind you of an appointment. 
5. Treatment Options. Our practice may use and disclose your IIHI to inform you of potential treatment options or altematives. 
6. Health-Related Benefits and Services. Our practice may use &disclose your IIHI to inform you of health-related benefits! services that may be of interest to you. 
7. Release of Information to Family/Friends. Our practice may release your IIHI to a friend, family member or guardian that is involved in your care, or who assists 
in taking care of you. 
8. Disclosures Required By Law. Our practice will use and disclose your IIHI when we are required to do so by federal, state or local law. 

D. USE AND DISCLOSURE OF YOUR IIHIIN CERTAIN SPECIAL CIRCUMSTANCES 
The following categories describe unique scenarios in which we may use or disclose your identifiable health information: 

1. Public Health Risks. Our practice may disclose your IIHI to public health authorities that are authorized by law to collect information for the purpose of: 
• maintaining vital records, such as births and deaths 
• reporting child abuse or neglect 
• preventing or controlling disease, injury or disability 
• notifying aperson regarding potential exposure to acommunicable disease 
• notifying aperson regarding apotential risk for spreading or contracting adisease or condition 
• reporting reactions to drugs or problems with products or devices 
• notifying individuals if aproduct or device they may be using has been recalled 
• notifying appropriate government agency(ies) and authority(ies) regarding the potential abuse or neglect of an adult patient (including domestic violence); however, we 
will only disclose this information if the patient agrees or we are required or authorized by law to disclose this information 
• notifying your employer under limited circumstances related primarily to workplace injury or illness or medical surveillance. 
2. Health Oversight Activities. Our practice may disclose your IIHI to ahealth oversight agency for activities authorized by law. Oversight activities can include, for 
example, investigations, inspections. aUdits, surveys, licensure and disciplinary actions; civil, administrative, and criminal procedures or actions; or other activities 
necessary for the government to monitor government programs, compliance with civil rights laws and the health care system in general. 
3. Lawsuits and Similar Proceedings. Our practice may use and disclose your IIHI in response to acourt or administrative order, if you are involved in a lawsuit or 
similar proceeding. We also may disclose your IIHI in response to adiscovery request, subpoena, or other lawful process by another party involved in the dispute, but only 
if we have made an effort to inform you of the request or to obtain an order protecting the information the party has requested. 



4. Law Enforcement. We may release IIHI if asked to do so by a law enforcement official: 
• Regarding acrime victim in certain situations, if we are unable to obtain the person's agreement 
• Concerning adeath we believe has resulted from criminal conduct 
• Regarding criminal conduct at our offices 
• In response to awarrant, summons, court order, subpoena or similar legal process 
• To identify/locate asuspect, material witness, fugitive or missing person 
• In an emergency, to report acrime (including the location or victim(s) of the crime, or the description, identity or location of the perpetrator) 
5. Deceased Patients. Our practice may release IIHI to a medical examiner or coroner to identify a deceased individual or to identify the cause of death. If necessary, 
we also may release information in order for funeral directors to perform their jobs. 
6. Organ and Tissue Donation. Our practice may release your IIHI to organizations that handle organ, eye or tissue procurement or transplantation, including organ 
donation banks, as necessary to facilitate organ or tissue donation and transplantation if you are an organ donor. 
7. Research. Our practice may use and disclose your IIHI for research purposes in certain limited circumstances. We will obtain your written authorization to use your 
IIHI for research purposes except when an Institutional Review Board or Privacy Board has determined that the waiver of your authorization satisfies the following: (i) the 
use or disclosure involves no more than a minimal risk to your privacy based on the following: (A) an adequate plan to protect the identifiers from improper use and 
disclosure; (B) an adequate plan to destroy the identifiers at the earliest opportunity consistent with the research (unless there is a health or research justification for 
retaining the identifiers or such retention is otherwise required by law); and (C) adequate written assurances that the PHI will not be re-used or disclosed to any other 
person or entity (except as required by law) for authorized oversight of the research study, or for other research for which the use or disclosure would otherwise be 
permitted; (ii) the research could not practicably be conducted without the waiver; and (iii) the research could not practicably be conducted without access to and use of the 
PHI. 
8. Serious Threats to Health or Safety. Our practice may use and disclose your IIHI when necessary to reduce or prevent aserious threat to your health and safety 
or the health and safety of another individual or the public. Under these circumstances, we will only make disclosures to a person or organization able to help prevent the 
threat. 
9. Military. Our practice may disclose your IIHI if you are amember of U.S. or foreign military forces (including veterans) and if required by the appropriate authorities. 
10. National Security. Our practice may disclose your IIHI to federal officials for intelligence and national security activities authorized by law. We also may disclose 
your IIHI to federal officials in order to protect the President, other officials or foreign heads of state, or to conduct investigations. 
11. Inmates. Our practice may disclose your IIHI to correctional institutions or law enforcement officials if you are an inmate or under the custody of a law enforcement 
official. Disclosure for these purposes would be necessary: (a) for the institution to provide health care services to you, (b) for the safety and security of the institution, 
and/or (c) to protect your health and safety or the health and safety of other individuals. 
12. Workers' Compensation. Our practice may release your IIHI for workers' compensation and similar programs. 

E. YOUR RIGHTS REGARDING YOUR IIHI You have the following rights regarding the IIHI that we maintain about you: 
1. Confidential Communications. You have the right to request that our practice communicate with you about your health and related issues in a partiCUlar manner or 
at acertain location. For instance, you may ask that we contact you at home, rather than work. In order to request atype of confidential communication, you must make a 
written request to our Office Manager, specifying the requested method of contact, or the location where you wish to be contacted. Our practice will accommodate 
reasonable requests. You do not need to give a reason for your request. For more Information, please call our Office Manager at (816) 452·3300. 
2. Requesting Restrictions. You have the right to request a restriction in our use or disclosure of your IIHI for treatment, payment or health care operations. 
Additionally, you have the right to request that we restrict our disclosure of your IIHI to only certain individuals involved in your care or the payment for your care, such as 
family members and friends. We are not required to agree to your request unless the disclosure is to a health plan for purposes of payment for healthcare services or 
healthcare operations. In this case we must agree to your request; however, you must have paid us in full 'out of pocket' in order for us to grant the disclosure. We are 
not required to agree to your request if it related to your treatment; however, if we do agree, we are bound by our agreement except when otherwise required by law, in 
emergencies, or when the information is necessary to treat you. In order to request a restriction in our use or disclosure of your IIHI, you must make your request In 
writing to our Office Manager. Your request must describe in aclear and concise fashion: (a) the information you wish restricted; (b) whether you are requesting to limit 
our practice's use, disclosure or both; and (c) to whom you want the limits to apply. 
3. Inspection and Copies. You have the right to inspect and obtain acopy of the IIHI that may be used to make decisions about you, including patient medical records 
and billing records, but not including psychotherapy notes. You must submit your request In writing to our OffIce Manager in order to inspect and/or obtain acopy of your 
IIHI. Our practice may charge afee for the costs of copying, mailing, labor and supplies associated with your request. Our practice may deny your request to inspect and/or 
copy in certain limited circumstances; however, you may request a review of our denial. Another licensed health care professional chosen by us will conduct reviews. 
4. Amendment. You may ask us to amend your health information if you believe it is incorrect or incomplete, and you may request an amendment for as long as the 
information is kept by or for our practice. To request an amendment, your request must be made in writing and submitted to our Office Manager. You must provide us 
with a reason that supports your request for amendment. Our practice will deny your request if you fail to submit your request (and the reason supporting your request) in 
writing. Also, we may deny your request if you ask us to amend information that is in our opinion: (a) accurate and complete; (b) not part of the IIHI kept by or for the 
practice; (c) not part of the IIHI which you would be permitted to inspect and copy; or (d) not created by our practice, unless the individual or enmy that created the 
information is not available to amend the information. 
5. Accounting of Disclosures. All of our patients have the right to request an 'accounting of disclosures.' An 'accounting of disclosures' is a list of disclosures our 
practice has made of your IIHI. In order to obtain an accounting of disclosures, you must submit your request In writing to our OffIce Manager. All requests for an 
'accounting of disclosures' must state atime period, which may not be longer than three (3) years from the date of your request. The first list you request within a 12­
month period is free of charge, but our practice may charge you for additional lists within the same 12-month period. Our practice will notify you of the costs involved with 
additional requests, and you may withdraw your request before you incur any costs. 
6. Right to a Paper Copy of This Notice. You are entitled to receive apaper copy of our notice of privacy practices. You may ask us to give you acopy of this notice 
at any time. To obtain a paper copy of this notice, contact our Receptionist. 
7. Right to File a Complaint. If you believe your privacy rights have been violated, you may file acomplaint with our practice or with the Secretary of the Department of 
Health and Human Services. To file acomplaint with our practice, it must be in writing and submitted to our Privacy OffIcer. You will not be penalized for filing a 
complaint. 
8. Right to Provide an Authorization for Other Uses and Disclosures. Our practice will obtain your written authorization for uses and disclosures that are not 
identified by this notice or permitted by applicable law. Any authorization you provide to us regarding the use and disclosure of your IIHI may be revoked at any time in 
writing. After you revoke your authorization, we will no longer use or disclose your IIHI for the reasons described in the authorization. Please note, we are required to 
retain records of your care. Again, if you have any questions regarding this notice or our health information privacy policies, please contact our Privacy Officer. 

4/03, reviewed 2005, revised 2007, revised 2010 



Heartland Women's Health Care, P.C. 
Receipt of Notice of Privacy Practice Form 

RECEIPT OF NOTICE OF PRIVACY PRACTICES
 
WRITTEN ACKNOWLEDGEMENT FORM
 

AND
 

PATIENT CONSENT FOR USE AND DISCLOSURE
 
OF PROTECTED HEALTH INFORMATION
 

I have received and read a copy of the Notice of Privacy Practices of Heartland Women's Health Care, 
P.C. (hereafter referred to as Heartland or the practice). 

I hereby give my consent to Heartland to use and disclose protected health information (PHI) about me to 
carry out treatment, payment, and healthcare operations (TPO). (Heartland Women's Health Care, P.C.'s 
Notice of Privacy Practices prOVides a more complete description of such uses and disclosures.) 

I have the right to review the Notice of Privacy Practices prior to signing this consent. Heartland reserves 
the right to revise its Notice of Privacy Practices at anytime. A revised Notice of Privacy Practices may be 
obtained by forwarding a written request to Heartland's Privacy Officer at Heartland Women's Health 
Care, P.C., 2790 Clay Edwards Drive, Suite 530, North Kansas City, MO 64116. 

With this consent, Heartland may call my home or other alternative location and leave a message on 
voice mail orin person in reference to any items that assist the practice in carrying out TPO. This 
includes, among others, appointment reminders, insurance items, laboratory results and anything 
pertaining to my care. 

With this consent, Heartland may mail to my home or other alternative location any items that assist the 
practice in carrying out TPO. Such items may include appointment reminder cards and patient 
statements. 

With this consent, Heartland may e-mail my home or other alternative location any items that may assist 
the practice in carrying out TPO, such as appointment reminder cards and patient statements. I have the 
right to request that Heartland restrict how it uses or discloses my PHI to carry out TPO. 

However, the practice is not required to agree to my requested restrictions, but if it does, it is bound by 
this agreement. By signing this form, I am consenting to Heartland Women's Health Care, P.C.'s use and 
disclosure of my PHI to carry out TPO. 

I may revoke my consent in writing except to the extent that the practice has already made disclosures in 
reliance upon my prior consent. If I do not sign this consent, or later revoke this consent, Heartland 
Women's Health Care, P.C. may decline to provide treatment to me. 

Patient Signature Date 

Parent / Guardian Name (Print) Signature 




