
Patient Information 

Name: __________________________________ __________________________________ ____________________
		                 Last					                        First				                  MI

Patients Address:_________________________________________________________________________________
					     Street Address				    City		  State	  		  ZIP

Home Phone:_______________________Work:______________________Cell:__________________

Marital Status:  _______ Date of Birth:  __________________ Email:  ______________________________________

Employer _______________________________________________________________________________________ 

How would you like to be contacted for your test results/appointments? (circle one)     Home        Work          Cell
     
It is ok for us to leave messages at this number?   ______Yes    _____ No, please only speak directly with me.

Insured/Spouse/Parent/Guardian Information

Name: ___________________________________  Date of Birth:_______________________

Emergency Contact: _________________________Phone #: ________________________ Relation: ___________

Medical Procedure Policy

I hereby authorize the certified providers of Obstetrics & Gynecology of Atlanta to provide obstetrical and gynecology care for me. I give the 
providers permission to perform any necessary procedures after reviewing the procedure and the associated risks. 

A Division of Atlanta Women’s Health Group P.C.
Financial Policy

We are committed to meeting your health care needs.  Our goal is to keep your insurance and other financial arrangements as simple as pos-
sible.  In order to accomplish this in a cost effective manner, we ask that you adhere to the following guidelines:

1.	 You are ultimately responsible for payment of charges for services you receive from our office.  Any check payment dis-	   		
	 honored by your bank may result in a $25.00 returned check fee being charged to your account.
2.	 It is your responsibility to provide us with your current address, telephone number, and insurance information at each 			 
	 visit.
3.	 It is your responsibility to contact your insurance carrier to confirm that our physicians participate on your plan.  If you 			 
	 see a doctor that is not currently on your plan, you will be responsible for payment in full.
4.	 If your plan requires a referral it is your responsibility to obtain this prior to being seen by the doctor.  If we are required to obtain 		
	 that referral for you, please notify our office 72 hours prior to the specialist visit so that we can have ample time to acquire 			 
	 this information from your insurance company.
5.	 All co-payments are due at the time of service.  A $25.00 service fee will be charged for failure to pay the co-pay 				  
	 amount at the time of service.
6.	 If you miss your appointment, you may be charged a No-Show fee of $25.00 for each appointment missed.
7.	 Laboratory services may be provided by Quest Diagnostics, Lab Corp., Genzyme, and NTD Laboratory. All of these are 			 
	 contracted labs.  Labs billed by our office will be billed by Phytest, an independent lab billing service. 
8.	 All medical records request must be in writing and received in our office 72 hours prior to the date needed.  Records over 10 pages    		
	 will only be mailed not faxed and all medical records request will have a fee based on the number of pages. The range of fees for this 	
	 service is from $10.00 - $50.00.  Occasionally, the fee could be over $50.00 if there are excessive pages to copy.

	 		  I understand that I am responsible for any amount that my insurance does not cover.
			   I have reviewed a copy of Obstetrics & Gynecology of Atlanta Notice of Privacy Practices

****For your convenience, we accept Cash, Checks, Visa, MasterCard, American Express and Discover***
Your signature below signifies your understanding and willingness to comply with this policy. 

Patient signature: _______________________________________ Date:____/____/_______

Today’s Date: _______/_______/_______

FORM #MP FP/100 revised



Patient Name:       Date:      /     /           Birthdate:      /     /

Referred By:       Age:  Date of last period:      /     /

Reason for visit:  Routine Physical  Problem 

Describe Problem:

                      CHECK IF YOU HAD ANY OF THESE MEDICAL PROBLEMS IN THE PAST:

MAJOR ILLNESSES   YES NO       YES  NO
Abnormal Pap Smear     Hepatitis / Liver Disease

Anxiety       High Blood Pressure

Arthritis       High Cholesterol

Asthma       Kidney Infections (not bladder or UTI)

Blood transfusions     Kidney Stones

Bowel Disorder      Migraine Headaches

Breast Cancer      Osteoporosis / Osteopenia

Cancer (what type?)     Rheumatic Fever

Chronic Lung Disease     Seizure Disorder

Deep vein thrombosis /Pulmonary embolism   Sexually Transmitted Disease (what type?)

Depression      Stroke

Diabetes       Tuberculosis - TB

Glaucoma      Thyroid Disease

Heart Disease      Ulcers

       OTHER:

                  WHEN WAS YOUR LAST IMMUNIZATION?
        DATE            DATE
Last PAP Smear      Flu shot

Mammogram      Gardasil/HPV

Colonoscopy / Sigmoidoscopy    Hepatitis

Bone Density      TB Skin Test

Tetanus/Tdap      OTHER:

    PLEASE LIST ANY INJURIES OR ILLNESSES:
TYPE         DATE TYPE           DATE

       PLEASE LIST ANY OPERATIONS OR HOSPITALIZATIONS YOU HAVE HAD:
SURGERY/REASON        DATE SURGERY/REASON          DATE

MI 350 MMP 3/11



MI 350 MMP 3/11



MI 350 MMP 3/11



MI 350 MMP 3/11



 

 Ob/Gyn  
 Thomas E. Sharon, M.D.  
 Kirsten L. Franklin, M.D.  
 Genevieve L.Fairbrother, M.D. 
 Charles D. Wootten, M.D.  
 Claire A. Parker, M.D.  
 Keisha N. Dennard-Hall, M.D.  
 Jill J. Henke, M.D.  
 Christopher E. Bassil, M.D.  

 Nurse Practitioners  
 Dianne McMullen, CFNP  
   

 Nurse Midwives  
 Dixie Shepard, CNM  
 Christine Gordon, CNM 
 Stephanie Beasley, CNM  
 Jennifer Apke, CNM 
 Janice Taliff, CNM  

Obstetrics & Gynecology of Atlanta 

 

Authorization to Release Medical Information 

Phone 404-252-1137     Fax 404-506-9221 

 

Patient Name (Print): ______________________________________________________________________________________ 

Current Address:__________________________________________________________________________________________ 

Home #:________________________________Cell #:______________________________Date of Birth:__________________ 

 

Who has the information you would like released? 

Dr. Name:________________________________________________Business Name:___________________________________ 

Address:___________________________________________Ste. #_____City:_____________State:______Zip:_____________  

Phone #:____________________________________Fax #:___________________________________ 

 

To Whom should the information be sent?  

Name:__________________________________________________Business Name:____________________________________ 

Address:___________________________________________Ste. #_____City:_____________State:______Zip:_____________  

Phone #:____________________________________Fax #:___________________________________ 

 

Reason for Request: 
l Selected new physician in the area   l Second opinion / Consult   l Change of Insurance   l Moving out of town 

l Other_____________________________________________ 

 

Portion of records to be released: 
l Entire medical record    l Other (describe in detail) ___________________________________________________________ 

 

Restrictions: I understand that the recipient of this information may not use or disclose this information except for the express purpose 

identified above, unless another authorization is obtained from me or unless such disclosure is specifically required or permitted by 

law. 

 

Notice: Unless specified below, this authorization is for full disclosure of all records, including clinical findings, diagnoses, 

treatments, assessments, recommendations for further care, names of all health care personnel, dates of hospitalization and ambulatory 

visits, charges and any information that may be related to drug, alcohol, psychiatric conditions, and /or sexually transmitted diseases, 

including HIV/AIDS information. By signing this form I acknowledge and understand there may be a charge for the administration 

and copying of my medical records. 

 

Exclusions (Please initial):  

_____Drug / Alcohol          _____Mental Health / Psychiatric     ____Sexually Transmitted Disease      ____HIV / AIDS 

 

This authorization is valid for one year or until_________________________,whichever comes first. 

 

Patient Signature:______________________________________ Date:____________________________ 

 

 A Photocopy of this release is as valid as the original  

I understand that this consent is only for the specific purpose stated and may be revoked at any time. This consent expires 

automatically when its purpose has been accomplished. 

 

Northside • 1100 Johnson Ferry Road, N.E. • Suite 800 • Sandy Springs, Georgia 30342 • (404) 252-1137 
East Cobb • 1519 Johnson Ferry Road • Suite 175 • Marietta, Georgia 30062 • (770) 565-2233 

Johns Creek • 3890 Johns Creek Parkway • Suite 300 • Suwanee, Georgia 30024 • (678) 775-2300 

FORM #ARMI 300 


