
Date: _
Name:

tq
Ha* aii W omen's H eolt lrcarz

Date of Birth

Single[ [.rlanied ! Divorced Widowed

Gender dentity:! r M

Anemia/Sickle Cell Anemia
Bladder Problems (lncontjoence)

Blood Clots
Eowel PDblems (Colitis)

Breast orsease
Cancer
Elevaled Blood Sugar (oiabetes)

Heart Problems (munnuls/sueery)

High Blood Pressure (Hypetunsion)

High Cholesteroi

Kidney Drsease (UTl)

Liver Diserse (Hepatitis)

Lung Disease (TB, Asthma)

Neurologic Prcblems (Epilepsy)

Psychiatfic Problems

Severe or Frcquenl Headaches

Stomach Problems (Ulcers)

Sl,!ke or Stroke-like ProblenE

Thyroid Problems

Olher

X

Occupation Refened by:

A. PERSONAL MEDICAL HISTORY:

1. List medications you are currenlly taking

2. List any allergic/reaction you've had to any drug, medication or other substance

3. Have you ever had or needed treatment for: Clinician's Notes
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No

No

No

No

No

No

No
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No

No

No

No

No

No

No

No

No

No

No

Date

Date

Date _
0ate
0ate
Dale_

Daie

Date _
Dale _
oale _
Date

Date

Date

Date

Date 

-
E yes E

Date

0ale

0ale

B. GYNECOLOGIC HISTORY:

Menstruel Histol: lif in menopause, sk,p to next sectionl
1, The first day of my last menstrual period (date)

2. lt/y period usually comes every _ days (example: once a month = 28 - 30 days)

3. When I have my period, it usually lasts _ days.

4, Do you have any problems related to your period? E No E Yes

lf yes, please explain
5. Do you have pain/cramps with your period? ! No f] Yes
6. How old were you when you had your tirst period? _
Menopeusal History
1. Year menopause began (date of your last period)

2. Any bleeding since menopause? [ no nyes
3. Any problems with the following? 

Vaginal Dryness
Hot Flashes

Urination
Bowel l\.4ovement

oeneral Gynecoloqv Historv:

No

No

No

No

Yes
Yes

Yes
Yes

1. Are you sexually active? ! No ! Yes Current Sexual Partne(s):! l\,lale E Femate E Both nOther
2. Do you have other symptoms or problems related to sex?! No ! Yes Explain

3. Age at tirst intercourse? _
4. Cunent method of birth control

II

Please conlinue questons on lhe back of this forrn ---->

Medical History Data Base

Please complete all items. lf is not applicable, please write N/A.

Ethnic/RacialBackground:_ l\llaritalStatus:



5, What other methods of birth control havevou used?

6. Have you everhad anyofthe following? (check all that apply)

Trichomonas

Gonorrhea

! Colonoscopy

! Colposcopy

9. Date of last bone density (DE/G)

Abnormal pap smear Date

Cryotherapy/LEEP Date

Locatlon

Locatron

Location

Exo !ves

Herpes

Syphilis

7. Have you ever had an infection of the uterus, tubes or ovaries? [ t',to ! Ves

8. Have you ever had any ofthe following? (check all that apply)

! History of gynecological disease such as fibroids, endometriosis, etc. Explain

! Abnormal mammogram Date _
Date

Date _

10. Date of last pap smear?

1 1 . Date of last mammogram? _
12. Date of last cholesterol test?

13, Date of last diabetes screening?

SmokeNape lcuuently or Prevlo!sly)

Drink Alcohol

Use llliciVRecreational Drugs

Exercise Regulady

Have a history of abuse?

Result

Result

Result

Result
Result

C. OBSTETRICAL HISTORY: Please list all pregnancies

Year Vaglna or C-Seclion M scarriaqe Aborl on Boy or Gir Prob ems/Complcalons Hosp tal Name

D. SURGERY AND HOSPITALIZATION HISTORY:

Year Surqery Hospitalization Problem(s)

E. SOCIAL HISTORY:

Do you

No

No

Yes
Yes

AmVDay _
Frequency

Frequency _
How often

# years use _
# years use _
# years use _ Type_

No Yes

No f-l Yes TYPe of abuse
t--J

F. FAMILY MEDICAL HISTORY:

Do any of your relatives have the {ollowing?

lMedicallllness Yes No l\laternal (Mom's side) Paternal(Dad's side)

Bleed nq Disoder
Cancer
D abeles

l_leart D sease

Hepatits
H qh Blood Pressure

Hloh Cholesterol

K dney Disease

Skoke

Thyroid Disease

TLrberculosis

Olher

fI Unsure (Adopted)

By signing below, I certify the information I have provided to Hawaii Women's Healthcare is accurate and

complete to the best of my knowledge.

Patient's Signature Date

Physician's Signature Date

! Condyloma (genital warts) E HIV

! Bacterial Vaginitis ! Chlamydia
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Ilawdi *i),rtef s Il@ltr.(rc

Potient Informotion
Patient Name (Last, Flrst, Midd e) Date of Sirth Socia Securlty Number

City, State, zip Code

Primary Phone Number Ceil Phone Number E'mailAddress

MaritalStatus Are you a siudent? Full or Part Tlme? How were you referred to us?

Emp oyer occupation

Person responsible for the bll Reletionship to you Phone Number

city, stare, zip code

Emergency Contact Relaiionship to you Addrets

Patient's Signature Date

Insuronce Informotion
Primary lnsurance Company Pollcy Number CoveraBe Code Group Number

Subscriber's Name Subscriber's Date of Birth Subscriber's Social Security Number Effective Date

Subscriber's Employer Subscriber's Occupat on Subscriber's Work Number

lnsurance Mailing Address

Secondary lnsurance Company Policy Number CoveraSe Code Group Number

Subscriber's Name Subscriber's Date of Birth Subscriber's Social 5ecurity Number Effective Date

Subscribe/s Employer Subscriber's Occupatlon suhscriher's Work Number

lnsurance Mailing Address

The undersigned hereby authorize the release of any information relating to all claims for benefits submitted on behalf of myself and or dependents. I funher
expressly a8ree and acknowledge that my si8nature on this document authorizes my physician to submit claims for benefits, for services rendered, or for services

to be rendered without obtainlng my signature on each and every claim to be submitted for myself and or dependents. I will be bound by this si8nature as

thouSh the undersiSned had personally signed the particula. claim.

l, , hereby authorize

(Patienfs Name) (Name of inslr.ance company)

to pay and hereby assign directly to LlllIMlLSIggIdlLq ail benefits, if any, otherwise payable to me for services.

I understand I am financially responsible for al charges incurred. I further acknowledge that any insurance benefits, when received by and paid to

LaUfen SWOfd, D,O. will be credited to my account, in accordance with the above said assignment.

Subscrlber's signat!re Date

I Patren t Addres5
I

I 
Billins Address

I

I

I

I

I



6 Cheryl Lynn T. Rudy, M.D

Cheryl L. Leialoha, M.D

Erin C. G ertz, M.D

Saki Onda, M.D.

Ding Ding Kelly Lee, M.D.

La u ren Sword, D.O.

Andrea Wieland, APRN, IBCLCHaw aii Worren's H eahhcar e
aonrpr.knyrd Can nr Orrrcrrks ard Gln.,.lnsr

Welcome to Howqii Women's Heolthcore
Howoii Women's Heolthcore strives to provide you with the best medicol cone possible. We ore dedicoted

to caring for women in oll phoses of thzir lives, For mony women, hoving o temale physician can be

comforting when deoling with sensilive women's heolth issues. We understand your concerns from o

woman's point ol view. W e ore strong odvocotes on mony wotnen's health core issues ond ore dedicoted to
improving tha quolity of medicol core for women in our community.

. Poyment - Payment is reguested on the doy ol service. This will enoble us to minimize the cost
of billingand postoge thus keeping our medicol feestoa minimum. We accept cosh,checksond
credit cards. There is o $10.00 5illing lee if poyment is not received on the doy of service.
Delinguent poyment after 90 doys will be reterred to our collection agency. Ihere is o $25.00
collection lee if your account is referred to our collection agency. Tf you ore hoving finonciol
difficulties, pleose contoct our office.

. Appointments - We have set aside lime for your visit which may prevent others from being

seen that doy. You moy be ossessed up to o $50.0O no-show fee if you foil to keep your
oppointment or cancel less thon 24 hours from your scheduled oppointment time. Pleose

orrive for your oppointment no loter thon 15 minutes belore your oppointment time for
optimum potient f low. Due to the noture of our speciolty, the physicion moy be colled out
of the office for an emergency. At this time, you will hove the option to reschedule your
oppointment or returning for o loter oppointment.

Authorizotion to releose informotion ond insuronce Doyments

I reguest payment of outhorized Medicare ond/or other insuronce compony benefits be mode to me or

on my beholf to ren Sword D.O for ony services furnished fo me by thot physicion. f outhorize

ony holder of medicol informotion obout me to releose it to the above insuronce carriars or to the
Heolth Core Finoncing Administration ond its ogents if required, ony informotion needed to determine

these benefits or the benefits poyable for reloted services which moy include informotion on sexually

lronsmitted diseoses ond HIV. I understand thot I om responsible for ony omount not covered by my

insurance.

Signature of Patient or Legol 6uordion Dote

Print Nome of Potienf or Legol 6uardion

Honolulu: 1319 Punahou Street, Sulte 750 and 1110, Honolulu, Hl 96826, Phone (808) 947 5606, Fax (808) 947 5805
www.hawaiiwomensh..lthcare.org



Cheryl Lynn T. Rudy, M.D

Cheryl L. Leialoha, M.D

Erin C. Gertz, M.D

Il aw aii W omen's H e althcar e
Ciofiprh.nsiv. Ca( in Obsl.r, i. s dnd C)n.droJJ,

HIPAA Patient Privacy Acknowledgement Form

I consent to the use or disclosure of my protected health information by La uren Sword, D.O. for the purpose of
diagnosing or provid ing treatment to me, obtaining payment for my health care bills or to conduct hea lth ca re

operations of Lauren Sword, D.O. lunderstandthatdiagnosisortreatmentofmebyLaurenSword,D.O.maybe
conditioned upon my consent as evidenced by my signature on this document.

I understand I have the right to request a restriction as to how my protected health information is used or
disclosed to carry out treatment, payment or healthcare operations of the practice. Lauren Sword, D.O. is not
required to agree to the restrictions that I may request. However, if Lauren Sword, D.O. agrees to the restriction
that lrequest, the restriction is binding on Lauren sword, D.O.

I have the right to revoke this consent, in writing, at any tim€, except to the extent that Lauren Sword, D.O. has

taken action in reliance on a government agency directive as outlined in the Notice of Privacy Practices.

My "protected health information" means health information, including my demographic information, collected
from me and created or received by my physician, another health care provider, a health plan, my employer or a

health care clearinghouse. This protected health information relates to my past, present or future physical or
mental health or condition a nd identifies me, or there is a reasona ble basis to believe the information may identify
me.

I understand I have a right to review Lauren Sword, D.O. Notice of Privacy Practices prior to s;gning this
document. The Notice of Privacy Practices has been provided to me. The Notice of Privacy Practices describes
the types of uses and disclosures of my protected health information that will occur in my treatment, payment of
my bills or in the performance of health care operations of Lauren Sword, D.O. The Notice ofPrivacy Practices for
Lauren Sword, D.O. is provided at HawaiiWom€n's Healthcare, LLC. This Notice of Privacy Practices also
describes my rights and Lauren Sword, D.O. duties with respect to my protected health information.

Lauren Sword, D.O. reserves the right to change the privacy practices that are described in the Notice of Privacy
Practices. I may obtain a revised Notice of Privacy Practices by calling the office and requesting a revised copy be
sent in the mail or asking for one at the time of my next appointment.

Signature of Patient or Legal Representative (Parent) D ate

Print Name of Patient and Print Name of Lega I Representative

Description of Legal Re p rese ntative's Authority

6 Saki Onda, N4.D.

Ding Ding Kelly Lee, M.D.

Lauren Sword, D.O.

Andrea Wieland, APRN, IBCLC

Hoqolulur 1319 Punahou Street, Suite 760, Honolulu, HI 96826, Phone (B0B) 947-5606, Fax (B0B) 947'5805
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CONSENT TO LEAVE MESSAGES /SHARE INFORMATION WITH FAMILY & FRIENDS

I understand that my healthcare information is protected. I understand that, in order for Hawaii Women's Healthcare,

LLC staff to leave detailed messages containing specific medical information on my voicemail or answering machine, I

need to give permission for them to do so.

Consent for Leaving Messages

lgive my permission for messages to be left on my phone number(s) below

O Cell# O Work #

O I prefer not to have voice mail messages from the clinic

Regard ing the following:

O Appointment Rem inders/Cha nges O Account Payments/Ba la nces

O Needed Treatment/Com pleted Treatment

Consent for Shared lnfermation with Family & Friends

O Cost Estimates

Under the HIPAA Privacy Law, we are permitted and we may make a professional judgment that certain disclosures
are in your best interests even without this signature. I understand that information is limited to verbal discussions
and that no paper copies of my protected healthcare information will be provided without my signature on a Release

of lnformation Form.

The name(s) listed below are family members or friends to whom I grant permission for Dr. Cheryl Leialoha, Dr. Cheryl

Lynn Rudy, Dr. Erin Gertz, Dr. Saki Onda, Dr. Ding Ding Kelly Lee, Dr. Lauren Sword, Andrea Wieland, APRN, IBCLC and

their representatives at Hawaii Women's Healthcare, LLC to verbally discuss my care using their best judgment and grant

them permission to disclose medicalinformation that is relevant to my care or relevant for payment. O Yes O No

NAM E R ELATIO N5 H IP PHONE NUM BER

Regard ing the following:

O Appointment Reminders/Changes OAccount Payments/Ba la n ces O Cost Estimates

O Needed Treatment/Completed Treatment

It will be my responsibility to keep this information up to date, as I recognize that relationships and friendships may
change over time. This consent will be considered valid until such time that I revoke it in writing. I reserve the right to
revoke it at any time.

Printed Name (Patient/Pa rent) Signatu re (Patie nt/Pa re nt) Date

OHomes-


