


CONSENT TO TREAT: Irequest and give consent to my physician to provide and perform such medical/surgical care, tests, procedures,
drugs and other services and supplies as are considered necessary or beneficial by my physician for my health, and well being. I acknowledge
that no representations, warranties or guarantees as to the results or cures have been made to me or relied upon by me. )

INITIAL

RELEASE OF MEDICAL INFO AND AUTHORIZATION TO PAY INS BENEFITS: I authorize my physician to release information
from my medical record to my insurance carrier(s), or government agency for the processing of claims for medical benefits. I request that my
insurance company(s) honor my assignment of insurance benefits applicable to the services and pay all assigned insurance benefits directly to
my physician, on my behalf.

INITIAL

MEDICARE CERTIFICATION: I certify that the information given by me in applying for payment under Title XVIII of the Social Security
Act is correct. I authorize my physician who treats me, to release information from my medical record to the Social Security Administration
and/or the Medicare program or its intermediaries or carriers. I request that payment of authorization benefits be made directly to my physician
treating me, on my behalf.

INITIAL

MEDIGAP AUTHORIZATION (FOR MEDICARE PATIENTS ONLY)

Name of Beneficiary (Patient) Medigap Policy Number
I am giving Community Health Network, Inc. permission to ask for Medigap Payments for my medical care.

I understand that (name of Medigap Insurer) needs information about me and my medical
condition to make a decision about these payments. I give permission for that information to go to

(Name of Insurer.)

I request that payment authorized by Medigap benefits be made either to me or on my behalf to Community Health Network, Inc. for any
services furnished to me by that physician/supplier. I authorize any holder of medical information to release to

(name of Medigap Insurer) any information needed to determine benefits payable

for related services.
SIGNED DATE

FINANCIAL AGREEMENT: I understand all accounts are the full responsibility of the patient and/or the patient’s responsible
party/guarantor. My physician will assist patients in obtaining insurance benefits when those benefits are assigned to my physician. It is the-
patient’s responsibility to make sure insurance payments are processed and paid promptly to my physician. In the case of default payment, I
promise to pay any legal interest on the balance due, together with any collection costs. Collection fees will equal 50% of the amount turned
over for collection. Reasonable attorney fees incurred to effect collection of this account or future outstanding accounts will be the
responsibility of the patient.

We do require 100% of co-pays and deductibles to be paid at the time of service. INITIAL

MISSED APPOINTMENTS:

Unless canceled at least 4 hours in advance, our policy is to charge $25.00 for missed appointments. Please help us serve you better by keeping scheduled

appointments. INITIAL

RETURNED CHECK FEE:

For any check that is returned due to non-sufficient funds, it is our policy to charge a fee of $25.00. INITIAL
ADVANCED DIRECTIVE RECEIPT OF NOTICE OF PRIVACY PRACTICES:
1. Do you have a living wil Yes No I acknowledge that I have received the Community Health
2. Have you appointed a Health Care Representative? Yes_  No Network, Inc. Notice of Privacy Practices. (If patient did
3. Have you given anyone your Power of Attorney? Yes. No not sign, give reason and initial.)
4. Resuscitate? Yes No

Release of Protected Health Information Via Telephone To Answering Machine, Or Voice Mail

I give consent and authorization for the Medical, or Billing Staff of my Physician’s Office to leave Protected Health Information about me or for
me on my answering machine or voice mail via the telephone number I have listed below. I understand I may revoke this privilege at any time
by submitting my request in writing to this office. '

Number () INITIAL

Who May We Leave Test Results With If Unable To Contact Patient Or Parent?

Name Relationship t Phone

Patient’s Signature Date

Parent/Guardian Date




Community Reproductive Endocrinology
New Patient Intake

PLEASE FILL THIS FORM OUT TO ASSIST US IN PREPARING FOR YOUR VISIT.

Name: Date: Age

Date of Birth Who referred you to our office?

Can we send the referring provider a letter about your visit? Yes No
Marital Status: S M W D Last Year of School Completed?

What is the best telephone number to reach you at?(

What is your e-mail address @

Can we leave care instructions and test results on the voicemail and e-mail? Yes No

What is the reason for your visit?

If you have infertility, how long have you been trying to get pregnant?

Date of Last Menstrual Period (first day of flow)? Date of last Pap smear?

Age menstrual period began? Are your menstrual periods regular? Yes No

Typical time between cycles when not on birth control pills?

Typical number of days menstrual bleeding lasts for?

What is the degree of menstrual bleeding? light moderate heavy

What degree of pain you have with your menstrual bleeding? minimal moderate severe

Do you ever spot before your period? Yes No Do you use lubricants during intercourse? Yes No

Do you ever have pain with intercourse? Yes No If yes please describe:

Do you ever have pelvic pain? Yes No If yes please describe:

Have you ever had a sexually transmitted disease? Yes No  If yes, When and which one?

Allergies to medications: (please note reaction if known)

Current Medications, dose and reason for taking:

List any Medical Conditions you have and the approximate date you were diagnosed:
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Name:

List any surgical procedures you have had and the approximate year:

What quantity and how often do you consume alcoholic beverages?

If you smoke, how many packs a day or week do you smoke and for how many years?

Have you ever been pregnant? Yes No
If yes, please list the dates, if fertility treatment was used, if your present partner was involved and the outcome

Year Fertility Treatment  Present Partner Outcome (miscarriage/gestational age C/S or vaginal)

Spouse/Partner Information: Full Name
Please fill in the following about your spouse/partner

How long have you been together?

Does he have any children from previous relationship and time since most recent? Yes No If yes when?
Does he have any problems getting an erection or ejaculating? Yes No If yes how often? % of time

Does he have any medical conditions? Yes No If yes please list

Does he take any medication regularly? Yes No If yes please list

Has he had any major surgeries? Yes No If yes please list

Has he ever had a sexually transmitted disease? Yes No If yes please list

Has he had any fertility testing i.e. semen analysis? Yes No If yes when, where and results?

Does he smoke? Yes No Ifyes how much? Does he drink alcohol? Yes No What Amount?
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Name:

Do you have a family history of any of the following in blood relatives that are grandparents or closer?
(please indicate who for any yes response)

diabetes breast ovarian or Colon Cancer
pulmonary disease endometriosis birth defects
thyroid disease kidney disease cardiovascular disease

blood clots (not associated with illness, injury or old age)

Please indicate any treatments for infertility you have had:

Clomid (clomiphene, Serophene): Number of attempts? Approximate dates?

Injectible ovulation cycles (Gonal-F, Follistim, Bravelle, Menopur, Repronex): Number Dates?
Intrauterine insemination IUI: number? Approximate Dates?

In Vitro Fertilization: Number of attempts? Approximate Dates?

How quickly are you looking to begin fertility treatment? ASAP in 3-6 months 6 months or more

(please circle one)
Please provide any records of testing and treatment, which will assist us in to helping you:
Hysterosalpingogram (HSG) Laparoscopy and Hysteroscopy written report and or pictures
Hormonal testing: Follicle Stimulating Hormone (FSH), Leutinizing Hormone (LH)
Thyroid Stimulating Hormone (TSH), Prolactin (PRL),
Semen Analysis Reports
Any stimulation sheets from ovulation induction or IVF, Records from previous consultations

Please use this space to tell us anything you feel is important for us to know about in advance of your visit

Please let us know about any fears or concerns that you or your partner may have about your upcoming
Visit.

Updated Aug 2010
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PATIENT FINANCIAL POLICY
Community Reproductive Endocrinology

Thank you for choosing us as your health care provider. We are committed to building a
successful physician-patient relationship with you. Please understand that payment for services is
part of that relationship. The following is a statement of our Financial Policy, which we require
you to read and sign prior to treatment.

PATIENT INFORMATION:

A fully completed, current patient registration will be on file in your chart during the time in
which you are considered an active patient. Patient registration will be updated by you yearly and
will include where you can be reached by phone. A signature by the responsible party is
required.

INSURANCE CLAIMS:

Your insurance policy is a contract between you and your insurance company, the doctor is not
involved. We have made prior arrangements with many insurance carriers to participate in their
network. Those plans will require a co-payment for each visit and this is due at the time of
service. Even though we may be an “in network” physician on your insurance plan this does not
guarantee coverage for all services provided. Some services may be considered a “non-covered”
service on your particular insurance plan.

Primary Insurance: We will file claims with your insurance upon receipt of proof of insurance
(ie: insurance card indicating coverage including identification number and group number). In
the event you have insurance coverage but cannot provide documentation, payment is due in full
at the time of the service. Upon receipt of the insurance card, we will submit the health insurance
claim form indicating patient payment at the time of service.

Secondary Insurance: We will file claims with your secondary insurance if adequate information
is received at the time of service. However, if payment is not received in our office within 45
days of filing, the responsibility will be transferred to the patient and due upon receipt.

If your insurance company has attempted to obtain additional information from you in order to
process a claim and your fail to respond, the balance will become your responsibility and due
upon receipt of a statement from our office.

PATIENT FINANCIAL RESPONSIBILITY:

If no insurance is to be filed by us, or if we are not a participating provider in your insurance plan,
full payment is expected at the time of service. If necessary, we can set up a payment schedule.
Payment arrangements will be made with a signed Payment Agreement and the approval of the
Office Administrator.

Co-payments, deductibles, co-insurance and payment for non-covered services are due at the time
of the service. We accept cash, checks and credit cards.

For non covered infertility services, payment for each cycle is due in full before another cycle
will be started.



MINORS/DEPENDENTS:
Children under the age of 18 will require signature of a responsible party on the registration form.

METHOD OF PAYMENT:
Acceptable methods of payment are cash, check, VISA, Mastercard, Discover or American
Express. Credit card payments can also be accepted by phone or fax.

RETURN CHECK POLICY:

A fee of $25 is charged for a check returned by your financial institution unpaid. A certified
letter will be mailed to the current address we have on file for you indicating the total amount due
in certified funds to cover the amount of the check plus the $25 service charge.

PAST DUE ACCOUNTS:
Any outstanding balance, after insurance has paid, will be invoiced to you by statement. Payment
is due upon receipt of this statement.

Prolonged delinquency in payment may result in preparation of account for small claims court,
collection agency and/or credit bureau reporting with possible discharge from practice.

A patient may remit in full for all outstanding charges owed on their account including amounts
previously placed with a collection service. Under these circumstances, a physician may reserve
the right to re-establish the patient to active status in the practice.

MISSED APPOINTMENTS:
We request the courtesy of 24-hour notice of cancellation. Consecutive missed appointments
without notice will be documented and may result in discharge from the practice.

Interpreter fees incurred as a result of a missed appointment or an appointment not canceled
within 24 hours of the appointment time will be billed and due in full from the patient.

ACCOUNT CONSULTATION:

Physicians do not discuss financial issues. Our billing staff and financial counselor are trained to
discuss your account and make payment arrangements. They will be happy to help you, but if
you need further assistance please ask to speak with the Office Administrator.

MEDICAL RECORDS:
If you need us to transfer your records to another physician please contact their office. They will
provide you with the HIPAA compliance documents for the transfer.

ACKNOWLEDGMENT OF RECEIPT:

I have received, read and understand the financial policy of Community Reproductive
Endocrinology.

Date




Community Reproductive Endocrinology
7250 Clearvista Drive Suite 365 Indianapolis, IN 46256
317-621-0600 Fax: 317-621-0610

Authorization of Release of Protected Health Information

Patient Name:

Street Address:

City: State: Zip:

Date of Birth: Telephone:

I hereby authorize and consent to disclosure of health records as stated below. Unless limited below, I understand that this release also pertains to
records whose confidentiality is protected by either Federal Regulations (42 CFR Part 2) or State Law (IC 16-39-2) concerning hospitalization or
treatment, including but not limited to, information regarding alcohol abuse, communicable disease documentation, human immunodeficiency
virus (HIV), or mental health treatment or counseling.

1.

. Tauthorize Community Reproductive Endocrinology to obtain information from

. The purpose or néed for this disclosure is: __ at the request of the individual __ other

Information to be disclosed (dates of service):
Office Visit/Progress Notes

Laboratory Reports

Radiology Reports (x-ray, CT, MRI, etc.)
EKG/Cardiac Testing

Other:

I authorize the release of information protected by Federal and State Regulations including alcchol/substance abuse, mental
health documentation, and HIV results.

. T authorize to release

information to Community Reproductive Endocrinology.

. This authorization is valid for as long as reasonably necessary to fulfill the purpose for which it is given.
 This will not exceed 60 days from the date of signature.

. This authorization may be revoked at any time, except to the extent that action has already been taken.

To revoke this authorization, I will notify the Privacy Contact in writing.

. Information to be released in the following manner:

___ Verbally ____ Photocopy ~ Faxed

. Tunderstand that the information used or disclosed may be subject to redisclosure by the person(s) or class of person (s) receiving

it and no longer protected by the federal privacy regulations.

9. Iunderstand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment.

Signature of Patient or Personal Representative t Date

If Personal Representative:

Name of Personal Representative Description of Representative's Authority to Act for the Patient






