Andrew Croak D.O.
Tracey Begley W.H.N.P.

Deborah Higgins W.H.N.P.

Dear __________________,

You have an appointment scheduled with our office on:

_________________________________
at
_____________________.

Welcome to our office.  We are glad you chose us for all your personal care needs.

We are located at 625 Gibbs Street in Maumee.  We can be reached at 419.893.7134 if you have questions.

It is mandatory that you bring your insurance card, driver’s license, and any co-pay at the time of your visit.

Please bring all completed paperwork with you at the time of your visit.

We look forward to meeting you, and being able to assist with all of your needs and concerns.
[image: image1.jpg]Directions to the Office

From I-475: Exit the expressway, heading
towards Maumee on the Anthony Wayne Trail
(US 24). You will pass St. Luke’s Hospital on
your left side, and after crossing Conant Street
(US 20), turn left onto Gibbs Street.

exit 4A, towards Maumee. Turn left onto
the Anthony Wayne Trail (US 24). Turn left
onto Gibbs Street. The office is at the first
intersection on the left side of the street.

The office is at the first intersection
on the left side of the street.

From Downtown Toledo: Take
the Anthony Wayne Trail (US 24)
towards Maumee. Turn right onto
Gibbs Street. The office is at the
first intersection on the left side
of the street.

From Reynolds Road, West
Toledo, and the Ohio Turnpike:
Take Reynolds Road (US 20),
that passes under Ohio Turnpike
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   OFFICE POLICIES 

Thank you for choosing the Northwest Ohio Center for Urogynecology and Women's Health as your health care provider. We are committed to your treatment being successful. Please understand that payment of your bill is considered a part of your treatment.  The following is our Financial Policy. Please read carefully, prior to any treatment with our physician or nurse practitioners.

Medical billing has become a complex issue for most Medical Practices. For that reason we have contracted with NCDS Medical Billing to perform this task for our Practice.  We assure you that NCDS will work very hard to make sure your paperwork is filed accurately and promptly. The following is a statement of our/their Financial Policy, which we require you to read prior to any treatment.

• BILLING/FINANCIAL QUESTIONS?
Manage your account online or contact us, we will be happy to assist you:

Make a Payment / Update Address & Insurance Information / View & Print Statement



Call 



Web 


        Email

 (800) 556-6236 toll free            www.ncdsinc.com          billing@ncdsinc.com






    “Patient Login”

Privacy Statement

The HIPAA Privacy Standards

The United States Department of Health and Human Services has adopted privacy standards -- the “HIPAA Privacy Standards"-- which protect your health information. The HIPAA Privacy Standards establish rules for when healthcare providers and billing agents, such as NCDS Medical Billing, may use or disclose your health information. Importantly, the HIPAA Privacy Standards also tell us what we cannot do with your health information. Activities that are not permitted under HIPAA will require your written authorization.

How NCDS Medical Billing may use or disclose your health information

The HIPAA Privacy Standards allow us to use and disclose your health information, without your authorization, to perform the activities listed below in our role as a medical billing service and management company.

• Payment: We are permitted to use and disclose your health information to receive payment for our services. For example, we may:


• Contact your health plan or its agents to check your co-payment amount


• Check to see if specific treatments are covered under your plan


• Provide your health plan or its agents with the health information they 


   need to pay our client for the services they provided.

• Healthcare operations: We are permitted to use and disclose your health information for the general administrative and business activities necessary for us to operate as a medical management company. For example, we may:


• Review and evaluate the performance of our clients


• Conduct audits and compliance programs


• Collect medical history and treatment information from you


• Provide customer service


• Review and resolve grievances
• No Insurance Coverage

If you do not have insurance, payment in full is expected at the time of service unless you have made prior payment arrangements with our billing office.

• Plan Participation

Although this practice accepts many insurance plans, it is virtually impossible for our office to verify whether or not our physicians are covered on your particular plan. So we must ask that you confirm participating provider status directly with your insurance plan before coming in for your appointment. We will not be held responsible for non-coverage of a visit from a plan which we or a certain staff member is not part of the network. You will be expected to pay all balances.


* Patients covered by Ohio Medicaid must provide their current Medicaid 


  card at every appointment.

• Secondary Insurers

Having more than one insurer DOES NOT necessarily mean that your services will be covered 100%. Secondary insurers will pay based on the response of your primary carrier pays. We may bill your secondary carrier as a courtesy. You are responsible for any balances after your primary insurance has cleared.

• Co-Pays

All insurance co-pays are due at the time of service as required by your insurance company. Even if you carry a secondary commercial insurance that may cover your primary insurance co-pay, you are still required to pay your co-pay at the time of service. We do not bill secondary insurance for the primary carrier co-pay.
• Pre-surgical Payments

Pre-surgical Payments: A deposit is required to schedule elective surgery, and is due 2 weeks prior to the scheduled date. The Physician reserves the right to cancel or reschedule should the deposit not be paid in a timely manner.  The deposit required will be determined by your deductible owed, the percentage you are responsible for, or by cash fee for service.  The deductible is non-refundable, should you choose to cancel without good reason within 1 week of surgery.
• Referrals

If you belong to an insurance plan that requires a referral for specialist care it is your responsibility to obtain the referral from your Primary Care Physician (PCP) prior to your visit with us. Your PCP must send a copy of the referral to our office or you must bring it along with you at the time of your visit.


* Our agreement with your plan does not allow us to see you until we have a completed referral form.
• Insurance & Insurance Collection

Please understand that insurance reimbursement can be a long and difficult process for our office. In fact, insurers will routinely stall, deny, and reduce payments. To that end, our billing staff is extensively trained to maximize your insurance reimbursement while reducing the time in which they pay.  However, sometimes involvement from the subscriber (you) is essential in expediting processing and payment of a claim by your insurance plan. We would greatly appreciate your prompt attention to any materials or questionnaires your insurance company may send to you by responding to them immediately, as payment of the claim(s) may be pending your response to such inquiries.
We must emphasize that as a physician our relationship is with you, not your insurance company. We file insurance claims as a courtesy to our patients, but all charges are your responsibility. Not all the services we provide are covered by your insurance provider. This is NOT decided by us, but rather your insurance company. It is important that you read and understand YOUR insurance policy and its requirements for coverage.

Private insurance is a contract between you and your insurance provider. We will NOT become involved in disputes between you and your insurance company regarding deductibles, co-payments, covered charges, usual and customary payments, etc; other than to supply factual information regarding the services rendered, as necessary.

Any questions you may have regarding laboratory billing, hospital billings, including the anesthesiologist are to be directed to the hospital. A payment to this office is for the Physician ONLY.

• Motor Vehicle Accidents

This office does not bill Auto Insurance for motor vehicle accidents.

• Patient Account Statements

An account balance becomes the patient's responsibility for three basic reasons:

1) Your insurance has paid for services and the balance remaining is member liability.

2) Your insurance has been billed and either denied or pended the claim(s) or not responded at all to claim submission within 60 days from the billing date.

3) No insurance information or invalid information for you exists in our files. If you are unable to make immediate payment of your plan deductible or co-insurance, or if you do not have insurance (or services are not covered by your insurance plan) and you are unable to pay in full at the time of your visit, please discuss this matter with NCDS Medical Billing. In such situations, we are very amenable to developing creative reimbursement plans PRIOR to services being rendered. However, if prior arrangements are not made, your account may be turned over to collection when it is overdue more than 90 days.

You will receive a monthly statement with your account balance. If you have insurance your statement will show what has been determined to be your responsibility from the response of the carrier.


* If your primary carrier is a managed care plan or Medicare a statement  will only be mailed when there is a 

  balance on the account that is your responsibility. Be aware that we consider the balance your responsibility


  even if there is a secondary carrier.

An unpaid balance is considered past due after 45 days. If two consecutive statements have been sent to you but no payment has been received on your account to reduce your responsibility, you may receive a collection letter and be considered for further collection activity. If your account must be turned over to a third party collection agency, you risk possible damage to your credit. This action would also cause a breach in the physician/patient relationship, resulting in discharge from the practice.

The office may choose not call in any prescriptions to any pharmacy if the patient has an outstanding delinquent balance on their account.

No surgeries will be scheduled if a patient has an outstanding delinquent balance, except in the case of an emergency.

• Divorce Decrees

This office is NOT a party to your divorce decree. Adult patients are responsible for their bill at the time of service. The financial responsibility for minors rests with the accompanying adult.

• Other Legal Issues

Although we may be sympathetic to your cause, we are not a party in any pending litigation you may have filed, and we expect payment in full immediately for services.

• Pending or Threatening Litigation

Dr. Croak takes care of many patients who have had suboptimal surgical outcomes elsewhere. Some situations may not be able to be helped to a patient's degree of satisfaction despite Dr. Croak's best efforts. Because of this fact, Dr. Croak makes it clear that if you are threatening or involved in pursuing litigation for a prior suboptimal outcome, it is your responsibility to inform him of you plan at the time of your first consultation. Dr. Croak reserves the right to decline care at anytime pending investigation into your specific situation. The failure to disclose litigation will result in immediate termination from the practice.

• Minor Patients

Unaccompanied minors may be denied non-emergency treatment.
We understand that with life’s uncertainties you may need to cancel your appointment with us. If so please give our staff a minimum of 48 business hour notice.

• Missed Appointments
If you do not cancel a scheduled appointment 48 hours in advance or no show, a $50 fee will be charged to your account. Repeated missed or cancelled appointments may result in termination of services with NWO Center for Urogynecology and Women’s Health.  Please be advised that the staff of NWO Center for Urogynecology and Women’s Health reserves the right to reschedule patients who arrive more than 10 minutes late for their scheduled appointment time.

I have received, read and understand the Office Policies of the Northwest Ohio Center for Urogynecology and Women's Health
X _________________________________. Date:___________________ . 
SHOUD YOU HAVE ANY QUESTIONS REGARDING THE CONTENT OF THIS FORM, PLEASE SEE A MEMBER OF OUR FRONT OFFICE STAFF FOR CLARIFICATION, PRIOR TO SIGNING.

        [image: image2.jpg]* PATIENT REGISTRATION FORM *

Practice Patient # Read Thoroughly, Complete ALL Blanks & Please Print Neatly Update
PATIENT NAME e -
LASTNAME FIRST NAME, M.
Address - —
STREET ary . v
Phone o Martial Status ... Single / Married / Ofther
Avea Code HOME Atea Code WORK
Social Security No. 2 = Date of Birth / £ Age Sex .. Male / Female

Employment Status... Employed / FT Student / PT Student / None ... at

EMPLOYER / SCHOOL NAME (lf Any)

Co-Pay aram $ Responsible Party Phone
Area Code HOME / WORK

Ref: Phys. Emergency Contact -

Phone _
Area Code HOME / WORK

PRIMARY INSURANCE CARRIER

Ins.#______ Insurance Co. Name
o
ID No. Girp. No. Emp. ) -
Insured Name Pt Relation Self / Spouse / Child / Other
LAST NAME FIRST NAME, M.
Address Date of Birth / / Sex ... Male / Female
City - st Zip . Phone
Area Code HOME
“billed at the practice’s discresion ouly * SECONDARY INSURANCE CARRIER ot billed for an office visit copay balasce *
Ins. # Insurance Co. Name —
N
1D No. Grp. No. - Emp.
Insured Name Pt. Relation Self / Spouse / Child / Other
LASTNAME FIRSTNAME, M
Addres: Date of Birth P L . . Male / Female
STREET ADDRESS
L = S—— St. Zip Phone

Area Code HOME
Consent for Treatment

1 as the patient or legal guardian of, authorize the Insurance Carrier to make checks for medical expenses due me payable to the atiending
staff or associated practice. 1 also authorize the release of any information regarding treatment to the Insurance Carrier. I further
understand that I am responsible for all medical expenses and agree to pay any expenses not covered by the above Insurance Carriers. I
understand that afier my primary carrier has paid or rejected payment, | am responsible for the remaining balance and that billing my
insurance is done of contractual obligation for participating carriers and is done only as a courtesy for other non-participating carriers.

* Payment Terms Noted *
o This practice accepts the UCR fee of participating carriers. In the event of two carriers the higher of the UCR fees will be considered.
s Delinquent accounts may be referred for third party collection and may be charged for associated collection and attorney/legal fees.

X : /

Signature Date

PLEASE PRESENT INSURANCE CARD WITH THIS FORM
visit WWW.HCASInC.com and ciick on “Patient Login”

to update the above information, view your account and make payments online.





        [image: image3.png]Northwest Ohio

CENTER ﬁ?;‘ UROGYNF_COLOGY

and Women's Heartn





Well Woman Annual Consent 

ACCEPT: 

I, ________________, agree that I am here today, _____________, for my annual Preventative Gynecological Exam and that this visit will be sent and billed to my Insurance company as such. In the event that today’s visit indicates the need for medical issues to be discussed or that are discovered during this visit, an additional office visit charge will be sent to and billed to my Insurance company. 
These charges will NOT be subject to change once sent to the Insurance companies. 

*The patient’s Insurance company will process claims according to each policy holder’s plan. 

_____________________


______________
Patient Signature 



Date 

DECLINE: 

I,_________________, agree that today’s visit, ______________, will be billed as a medical Evaluation & Management office visit, as my insurance company does NOT cover Preventative Gynecological Exams. 

_____________________


______________

Patient Signature 



Date 

AGREED: 

_____________________


______________

Provider Signature 


Date
Patient name: _____________________________________   DOB: _______________________

I wish to be contacted in the following manner (CHECK ALL THAT APPLY):

Oral communication:
□ Home telephone: ________________________     □ Work telephone: ________________
□ O. K. to leave message with detailed information.    □ O.K to leave message with detailed








Information.

□ Leave message with call-back number only.           □ Leave message with call-back

□ Other ____________________________                    number only.

Written communication:

□ O.K. to mail to my home address                            □ O.K. to fax to this number

□ O.K. to mail to my work/office address                              ___________________________

□ Other _______________________________

_______________________________________________________________________________

□ I permit the Practice to discuss my PHI with, and to disclose my PHI to, the following 

    Individuals…
(IF YOU CHECK A BOX PLEASE LIST A NAME NEXT TO IT)


□ Spouse ________________________________________


□ Adult Child (ren) _________________________________


□ My parent (s) ___________________________________


□ Personal representative ___________________________

_______________________________________________________________________________

□ If checked, the following additional instructions apply:

PATIENT HAS RECEIVED PRIVACY FINANCIAL POLICY PHAMPLET

_________________________________                      ____________________

        Patient Signature                                                                              Date

If signed by patient’s authorized representative, describe the representative’s authority.

□ Patient is a minor; I am the patient’s parent and natural guardian

□ Patient is a minor, I am the patient’s guardian, appointed by the ____________________ County Juvenile Court.

□ Patient is a ward; I am the patient’s guardian, appointed by the _____________________ County Probate Court.

□ The patient is deceased. I am the patient’s surviving spouse.

□ The patient is deceased. I am executor or administrator of the patient’s estate, appointed by the ______________

   County Probate Court.

□ I am the patient’s attorney in fact, as designated in the patient’s Durable Power of Attorney for Health Care.

□ Other (describe) ____________________________________________________________________ 
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Thank you for choosing the Northwest Ohio Center for Urogynecology and Women’s Health. Please answer the following questions. The information you provide helps your health care team give you the best possible care.

Name __________________________________________________________________

Today’s Date ________________ Date of Birth __________________ Age __________

Primary Care Physician ____________________________________________________

If you were referred to the practice, by whom? __________________________________

Emergency Contact _______________________________________________________

Relationship ______________________ Telephone number(s) _____________________

What is the reason for your visit today? __________________________________________________________________________________________________________________________________________________________________________

At what age did you have your 1st menstrual period? _______________________________

When was the first day of your last period? ______________________________________

Are your menstrual periods regular? ____________________________________________

How far apart are your periods? (from the first day of one to the first day of the next period?) __________________________________________________________________

How many days does your flow last? ___________________________________________

Number of pads/ tampons used in 24 hours? _____________________________________

Do you have vaginal bleeding or spotting between your menstrual periods? ⁪yes ⁪ no

Do you have pain with your periods? ⁪ yes ⁪ no

If you are menopausal, have you experienced any further vaginal bleeding? ⁪ yes ⁪ no

Do you leak urine? ⁪ yes ⁪ no

Do you have pain in your lower abdomen or pelvis, other than with your menses? ⁪ yes ⁪ no

When was your last pap smear? ___________Have your pap smears been normal? ⁪ yes ⁪ no

If you have had an abnormal pap smear, what treatment was required? 

________________________________________________________________________

Did your mother take DES when she was pregnant with you? ⁪ yes ⁪ no

Are you sexually active? ⁪ yes ⁪ no          If yes, with a man ____ woman _____ both____

Do you notice bleeding after intercourse? ⁪ yes ⁪ no

Are you using birth control? ⁪ yes ⁪ no    If yes, what method? ________________________ 
Have you ever had a sexually transmitted disease? ⁪ yes  no

If yes, please explain. _______________________________________________________

Are you concerned about your risk for HIV or any other sexually transmitted infection? _____

How many pregnancies have you had? _______ 

Vaginal deliveries ______   C-sections ______     Miscarriages ______    Abortions ______ Ectopic/Tubal pregnancies _______

Have you recently had any of the following?

abnormal vaginal discharge?  yes  no

vulvar itching or irritation?  yes  no

pain or lump in breast?  yes  no

premenstrual symptoms?  yes  no

significant hot flashes or night sweats?  yes  no

weight gain or loss of 10 or more lbs?  yes  no

significant diarrhea?  yes  no

significant constipation?  yes  no

blood in your bowel movements?  yes  no

excessive urination?  yes  no

burning or pain with urination?  yes  no

difficulty completely emptying your bladder?  yes  no

Medications- Please list any prescription and or non-prescription medications including, vitamins, oral contraceptives, pain relievers, diuretics, laxatives, or herbal therapies. 

Name of Medication    Dose   How often taken            Name of Medication  Dose   How often taken               Medication                  40mg   1 per day                     ________________   _____  ____________ _

_______________   ____   ____________           ______________   _____  _____________

_______________   ____   ____________           ______________   _____  _____________  

_______________   ____   ____________           ______________   _____  ______________

_______________   ____   ____________           ______________   _____  ______________

Do you take antibiotics prior to dental work or any other procedure?  yes  no

Allergies- List any medications to which you have had an allergic reaction or unpleasant side effects. 

Name of Medication

Reaction
_____________________________________________​​​​​​​​____________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
Please list any gynecologic surgeries you have had, including D&C, tubal ligation, hysterectomy, etc. 

Date                           Procedure


Reason for surgery

____________

































































Have you had a tetanus/ diphtheria immunization in the last 10 years?  yes  no
How long has it been since your last mammogram? _______________________________
Have you ever had an x-ray or instrument examination of your colon (sigmoidoscopy, colonoscopy)? _______________ if yes, when? __________________________________

Have you ever had a bone density test? ( DEXA scan )? _______ if yes, when? _________

Has your cholesterol level ever been checked? ____________

Has your glucose (sugar) level ever been checked? __________

Please list any medical diagnoses you have below:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Please list any non-gynecologic surgeries you have had: 

Date


Procedure


Reason for surgery

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

Social History

Are you ⁪ single ⁪ married ⁪ divorced ⁪ widowed 

What is your occupation? ____________________________________________________

How many servings of caffeine do you consume per day? __________________________

Do you smoke? ⁪ yes ⁪ no : if yes, how many cigarettes per day? ___________________

How many alcoholic beverages do you consume per week? _________________________

Do you use any illicit drugs? ⁪ yes ⁪ no

In an average week, how many minutes of vigorous physical activity do you get? ________

Do you consume calcium containing foods daily (milk, yogurt, cheese, etc?) ⁪ yes ⁪ no
Family History

Has any blood relative been diagnosed with any of the following? If yes, list relationship and age at diagnosis.




     Relationship



        
Age of diagnosis       

​​____ Breast cancer​​​​​​​​​__________________________________________________________

​​​​​____ Uterine cancer _________________________________________________________

____ Ovarian cancer ________________________________________________________

____ Colon cancer __________________________________________________________

____ Other cancer __________________________________________________________

____ Osteoporosis __________________________________________________________

____ Diabetes ______________________________________________________________

____ High Blood Pressure ____________________________________________________

____ Blood clots ____________________________________________________________

____ Stroke ________________________________________________________________

____ Heart Disease __________________________________________________________

____ High Cholesterol ________________________________________________________

____ Genetic Disease _________________________________________________________

____ Anesthetic complication __________________________________________________

____ Other _________________________________________________________________

Patient to complete
NAME__________________________________________

               DATE

ADDRESS_______________________________________
      INFO CHECKED

CITY___________________________________________

       (office use only)
STATE____________________
ZIP_______________

SS#_______________________
BIRTHDATE________________

WORK#___________________________

HOME#___________________________

CELL#_____________________________

(office use only)

	DATE
	PAP
	PROBLEM
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