MELINDA SPOONER, M.D.

JENELLE WATTS, M.D.
Notice of Privacy Practices

PLEASE REVIEW IT CAREFULLY. THIS NOTICE IS A REVISION AND BECAME EFFECTIVE OCTOBER 26, 2015
This Notice of Privacy Practices is NOT an authorization. This Notice of Privacy Practices describes how we, our Business Associates and
their subcontractors, may use and disclose your protected health information (PHI) to carry out treatment, payment or health care
operations and for other purposes that are permitted or required by law. It also describes your rights to access and control your PHI.
“Protected health information” (PHI) is information about you, including demographic information, that may identify you and that relates
to your past, present or future physical or mental health condition and related health care services. If you have any questions in reference to
this form, please ask to speak with our HIPAA Compliance Officer.
PROVIDER / CLINIC OBLIGATIONS
We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with
respect to PHI. We are also required to abide by the terms of the notice currently in effect. In Texas we must inform you if we disclose
your PHI electronically, and those electronic communications including PHI must be through a secure method of electronic media. We
are required to notify you of a breach of your PHI as required by federal and state law.
USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION
Your PHI may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and
treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the
physician’s practice, and any other use required by law.
Treatment: We will use and disclose your PHI to provide, coordinate, or manage your health care and any related services. This
includes the coordination or management of your health care with a third party. For example, your PHI may be provided to a physician
to whom you have been referred, DME vendors, surgery centers/hospitals, referring physicians, family practitioner, physical therapists,
home health providers, laboratories, worker comp adjusters and nurse case managers, etc to ensure that the healthcare provider has the
necessary information to diagnose or treat you.
Payment: Your PHI will be used, as needed, to obtain payment for your health care services. For example, obtaining approval for a
hospital stay, surgery, MRI or other diagnostic test, injection procedures, physical therapy, etc., may require that your relevant PHI be
disclosed to the health plan to obtain approval for the procedure.
Healthcare Operations: We may use or disclose, as-needed, your PHI in order to support the business activities of your physician’s
practice. These activities include, but are not limited to, quality assessment, employee review, training of medical students, licensing, and
conducting or arranging for other business activities. For example, we may disclose your PHI to medical school students that see patients
at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your
physician. We may also call you by name in the waiting room when your physician is ready to see you. We may use or disclose your PHI,
as necessary, to contact you to remind you of your appointment, and inform you about treatment alternatives or other health-related
benefits and services that may be of interest to you.
We may use or disclose your PHI in the following situations without your authorization. These situations include: as required by law,
public health issues as required by law, communicable diseases, health oversight, abuse or neglect, food and drug administration
requirements, legal proceedings, law enforcement, coroners, funeral directors, organ donation, research, criminal activity, military
activity and national security, workers’ compensation, inmates, and other required uses and disclosures. Under the law, we must make
disclosures to you upon your request. Under the law, we must also disclose your PHI when required by the Secretary of the
Department of Health and Human Services to investigate or determine our compliance with the requirements under Section 164.500.
USES AND DISCLOSURES THAT REQUIRE YOUR AUTHORIZATION
Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization, or opportunity to object unless
required by law. Without your authorization, we are expressly prohibited to use or disclose your PHI for marketing purposes. We may not use
or disclose most psychotherapy notes contained in your PHI. We will not use or disclose any of your PHI that contains genetic information
that will be used for underwriting purposes.
You may revoke the authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has taken an
action in reliance on the use or disclosure indicated in the authorization.
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YOUR RIGHTS
The following are statements of your rights with respect to your protected health information.
Right to Inspect and Copy. You have a right to inspect and obtain a copy of the PHI that may be used to make decisions about your care or
payment for your care. This includes medical and billing records, other than psychotherapy notes. To inspect and/or copy this PHI, you
must submit a request in writing to our office. In Texas, we have up to 15 days to make your PHI available to you and we may charge you a
reasonable fee for the costs of copying, mailing, or other supplies associated with your request. We may not charge you a fee if you need the
information for a claim for benefits under the Social Security Act or any other state or federal needs-based benefits program. We may deny
your request in certain limited circumstances. If we do deny your request, you have the right to have the denial reviewed by a licensed
healthcare professional who was not directly involved in the denial of your request, and we will comply with the outcome of the review.
Right to Request Restrictions. This means you may ask us not to use or disclose any part of your PHI for the purposes of treatment,
payment or healthcare operations. You may also request that any part of your PHI not be disclosed to family members or friends who may
be involved in your care or for notification purposes as described in this Notice of Privacy Practices. To request a restriction, you must make
your request in writing to our office. Your request must state the specific restriction requested and to whom you want the restriction to apply.
Your physician is not required to agree to your requested restriction except if you request that the physician not disclose PHI to your health
plan with respect to healthcare for which you have paid in full out-of-pocket.
Right to Request Confidential Communications. You have the right to request confidential communication from us by alternative means
or at an alternative location. To request confidential communications, you must make your request in writing to our office.
Right to Request an Amendment. If you feel your PHI that we have is incorrect or incomplete, you may ask us to amend the information.
You have a right to request an amendment for as long as the information is kept by or for our office. To request an amendment, you must make
your request in writing to our office. If we deny your request for amendment, you have the right to file a statement of disagreement with us
and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.
Right to an Accounting of Disclosures. You have the right to request a list of certain disclosures we made of your PHI for purposes other
than treatment, payment and health care operations, for which you provided written authorization for disclosure, or for disclosures made
seven years prior to the date of the request. To request an accounting of disclosures, you must make your request in writing to our office.
Right to Get Notice of a Breach. We will notify you if your unsecured PHI has been breached.
Right to a Paper Copy of This Notice. You have the right to a paper copy of this notice. You may ask us to give you a copy of this notice
at any time. Even if you have agreed to receive this notice electronically, you are still entitled to a paper copy of this notice.
CHANGES TO THIS NOTICE
We reserve the right to change this notice and make the new notice apply to PHI we already have as well as any PHI we receive in the
future. We will post a copy of our current notice at our office and on our website. The notice will contain the effective date on the first page
of the notice.
COMPLAINTS
You may complain to us or to the Secretary of the Department of Health and Human Services if you believe your privacy rights have been
violated. To file a complaint with our office, it must be made in writing and mailed to: Specialized Women's Healthcare, Attn: HIPAA
Compliance Officer, 3804 West 15th St., Suite 140, Plano, TX 75075. We will not retaliate against you for filing a complaint.

Acknowledgement of Review of Notice of Privacy Practices
I have reviewed this office’s Notice of Privacy Practices, which explains how my medical information will be used and disclosed.
I understand that I am entitled to receive a copy of this document.

___________________________________ ___________________________________ ______________________
Patient (or Guarantor’s) Name Printed

Patient (or Guarantor’s) Signature
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Date

HIPAA Consent Form
I understand that as part of my healthcare Jenelle Watts, MD and Melinda Spooner, MD originate and maintain health records
describing my health history, symptoms, examination and test results, diagnoses, treatment and any plans for future care or
treatment. I understand that this information is utilized to plan my care and treatment, to bill for services provided to me, to
communicate with other healthcare providers and other routine healthcare operations such as assessing quality and reviewing
competence of healthcare professionals.
The Notice of Privacy Practices provides specific information and complete description of how my protected health information
(PHI) may be used and disclosed. I have been provided a copy of the office’s Notice of Privacy Practices and understand that I
have the right to review the notice prior to signing this consent. I understand that Dr. Watts and Dr. Spooner reserve the right to
change the Notice of Privacy Practices. I understand that I have the right to restrict the use and/or disclosure of my PHI for
treatment, payment or healthcare operations and that Dr. Watts and Dr. Spooner are not required to agree to the restrictions
requested. I may revoke this consent at any time in writing except to the extent that Dr. Watts or Dr. Spooner has already taken
action in reliance of my prior consent. This consent is valid until revoked by me in writing.
We may change our policies and this notice at any time and have those revised policies applied to the entire PHI we maintain. If
or when we change our notice, we will post the new notice in the office where it can be seen. You can request a paper copy of
this notice, or any revised notice, at any time (even if you have allowed us to communicate with you electronically). For more
information about this notice or our privacy practices and policies, please contact Kimberly Smith, 469-326-1600, Ext 305.
NOTE: Dr. Watts and Dr. Spooner must obtain your written authorization to use your PHI for any purpose other than
treatment, payment, or healthcare operations. If you want Dr. Watts or Dr. Spooner to have access to disclose your PHI to your
spouse or any other person during your treatment, please list and sign below.
I agree to allow for Dr. Watts or Dr. Spooner to disclose my PHI (including date/time of appointments) to:
___ My Spouse___________________________________________________ (printed name and phone number)
___ Other Member(s) __________________________________________________________________________
of my Family

(printed name, relationship to patient, and phone number)

___ Other________________________________________________________ ___________________________
(printed name, relationship to patient, and phone number)
___ Myself only, no other family member

This does not serve as an Authorization to Release Medical Record

I further understand that any and all records, whether written, oral, or in electronic format, are confidential and cannot be
disclosed without my prior written authorization, except as otherwise provided by law.
I have been provided and have reviewed Dr. Watts’ and Dr. Spooner’s Notice of Privacy Practices.
________________________________________________
Signature of Patient or Legal Representative

___________________________________
Date

________________________________________________
Print Name of Patient or Legal Representative
For Office Use Only
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not
be obtained because:


Individual refused to sign



Communications barriers prohibited obtaining the acknowledgement



An emergency situation prevented us from obtaining acknowledgement



Other (Please Specify)
________________

Witness: ______________________________________________________________________ Date: ______________________________

Passt due accountt: If your accoount becomes past due, we will
w
takee necessary steeps to collect thhis debt. We hhave the option
n to
repoort your accouunt status to anny credit reporrting agency su
uch
as a credit bureau.. There is a $225.00 collectioon fee added to all
accoounts sent for ccollection.
Waaiver of Confid
dentiality: Yoou understand if this account is
subm
mitted to an aattorney or coollection agenccy, if we havee to
litiggate in court, or if you’re ppast due statuss is reported to
o a
creddit reporting aggency, the factt that you receeived treatment at
our office may beccome a matter of public recorrd.
Divvorce: In case of divorce or sseparation, the party responsiible
for the account prior to the ddivorce or seeparation remaains
respponsible for thhe account. Affter a divorce oor separation, the
pareent authorizingg treatment fo
for a child wiill be the parrent
respponsible for thoose subsequentt charges. If thhe divorce deccree
requuires the otherr parent to paay all or part of the treatm
ment
costts, it is the authhorizing parentt’s responsibiliity to collect frrom
the other parent.
Traansferring of Records: Y
You must makee your requestt in
writting. There is a fee for a copy of your mediical records as set
for by the Texas Medical Records Act of 19881. The chargee is
$25 .00 for the firrst 20 pages aand $0.20 for every subsequ
uent
pagee for printed hhardcopies. Electronic recorrds are a flat $25
$
fee for standard m
medical records.
Welll Women vss. Problem Exxam: A well woman exam
m is
wheen a healthy paatient is seen too screen for vaarious illnessess or
diseeases; this is cconsidered preeventive mediccine. If a patiient
com
mes in to discuuss any suspeected illness oor disease, thiss is
conssidered a probblem-focused eexam. We proovide services for
prevventive mediccine as well as problem-foocused mediciine.
Som
me insurance pplans cover all office visits noo matter what the
purppose. Other pplans will onlly cover a vissit if you have a
probblem and som
me will only coover preventivee medicine. Our
O
veriification staff is dedicated to ensuring tthat your visitt is
coveered by your insurance or aadvising you ootherwise priorr to
youur appointmentt. In some insttances, we migght not be ablee to
obtaain this inform
mation. It is aalways a goodd idea for you
u to
checck with yourr insurance caarrier to verify your specific
beneefits so there are no unexpected financial surprises at the
timee of your visiit. Payment ffor services iss ultimately yo
our
respponsibility.
Refferrals: Occasiionally our phhysicians will nneed to refer you
y
to aanother speciallist. Our phyysicians offer rrecommendatio
ons
baseed on their exxperience withh the specialistt. The speciaalist
theyy recommend may or may not be an in-nnetwork provider
withh your insurannce carrier. Y
You will need to contact your
insuurance carrier tto find out if tthat physician is in-network. If
theyy are not you can: 1) choosee to see a physician in-network
accoording to your carrier or 2) seee the physiciaan we recommeend
out--of-network. T
The latter may require you to pay more mon
ney
out of your pockeet. If you havve an HMO orr POS policy you
y
mayy need a referrral to see anoother physiciaan. Please let us
knoow if you do aand we will bee happy to take care of that for
youu if your plan aallows. If youur insurance is one that will not
let uus do referralls, you will neeed to call yoour Primary Care
C
Phyysician (PCP) aand ask them tto do this for yyou. Please note
n
thatt if your carrieer requires youu to choose a (PCP) you must
m
havee selected one before any offfice can compleete referrals.

Fiinancia
al and Office
O
Policies
P
This iis an agreemen
nt between Speecialized Wom
men’s Healthcarre
(SWH
HC), as credittor, and the Patient/Debtor
P
named on thiis
form.. In this agreeement the word
ds “you”, “you
ur”, and “yourss”
meann the Patient/D
Debtor. The word “accou
unt” means th
he
accouunt that has been
b
establish
hed in your name
n
to whicch
chargges are made and payments credited. Th
he words “we””,
“us” aand “our” referr to SWHC.
By exxecuting this agreement,
a
yo
ou are agreeing to pay for alll
seervices that arre received.
Montthly Statemen
nts: If you hav
ve a balance on your accoun
nt,
we w
will send you a monthly statem
ment. It will show
s
separatelly
the pprevious balan
nce, any new charges to th
he account, th
he
financce charge, if any,
a
and any payments
p
or crredits applied to
t
your account during
g the month.
Paym
ments: Unlesss other arrangeements are app
proved by us in
i
writinng, the balancee on your statem
ment is due an
nd payable wheen
the sttatement is isssued, and is paast due if not paid within 30
3
days. Any co-pay
yments requireed by an insu
urance compan
ny
must be paid at the
t
time of service.
s
Becaause this is an
a
insuraance requiremeent, we cannot bill you for these.
Self-p
pay patients: All patientts are required
d to pay their
accouunt in full at each appointm
ment. Our office does not do
d
paym
ment plans.
Returrned checks: There is a feee (currently $35.00)
$
for an
ny
checkks returned by the
t bank.
Contracted insura
ance: If wee are contraccted with you
ur
insuraance company
y, we must fo
ollow our con
ntract and their
requirrements. If yo
ou have a co-paay or deductible, you must paay
that aat the time of seervice.
Non-contracted in
nsurance: Inssurance is a co
ontract betweeen
you aand your insuraance company. We are NOT
T a party to thiis
contraact. We will bill
b your insuraance company as a courtesy to
t
you. When we veriify your insuraance your comp
pany only givees
us ann estimate of what they maay pay. They
y guarantee no
n
paym
ment before receipt of and it is
i the insurancce company thaat
makees the final deteermination of your
y
eligibility
y. You agree to
t
pay aany portion of the
t charges nott covered by in
nsurance.
Referrrals/authorizzation: If yourr insurance req
quires a referraal
and/oor preauthorizaation, you are responsible for
f obtaining it.
i
Failurre to do so may
m result in a lower pay
yment from th
he
insuraance company..
Finan
nce Charge: A finance chaarge will be im
mposed on eacch
item oof your accoun
nt which has no
ot been paid within
w
30 days of
o
the tim
me the item waas added to thee account. Thee finance charg
ge
will be computed at the rate of
o one percen
nt (1%) to th
he
“overrdue balance” of your accoun
nt. The “overd
due balance” of
o
your account is calcculated by takiing the balancee owed 30 day
ys
ago, aand then subtraacting any paym
ments or creditts applied to th
he
accouunt during thaat time. The minimum fin
nance charge is
i
$0.500.
1 of 2

 Ultrasound
 Necessary Immunizations
The nature of the procedures has been explained to me and no
warranty or guarantee has been made to me as to the result.
TCPA Prior Express Consent Notice: The automatic dialing
and prerecorded messages provisions of the Telephone
Consumer Protection Act (TCPA) regulate parties who use
automatic dialers or predictive dialers or prerecorded messages.
Although, automated calls made by debt collectors to land lines
are permissible under the TCPA as long as certain disclosures
are provided, the regulations under the TCPA provide
additional restrictions regarding the use of auto dialers and
prerecorded messages to call a consumer’s cellular telephone.
The TCPA prohibits a person from making “any call
using any automatic telephone dialing system or an artificial or
prerecorded voice” to any wireless telephone number unless
the call is made for an emergency purpose * or the call is made
with the prior express consent of the called party.
A 2008 Federal Communication Commission (FCC)
Ruling clarified a consumer who gives prior express consent to
the creditor (SWHC), similarly gives such consent to the debt
collector (Meade & Associates) calling on behalf of the creditor
(SWHC). If the underlying application, contact or other
patient/customer demographics form provides a creditor
(SWHC) with consent to contact a consumer’s wireless
number, this consent applies to the collector (Meade &
Associates). There is no specific language that must be used in
order to obtain prior express consent from a consumer to place
an autodialed and prerecorded message call to a consumer’s
wireless number.
You agree, in order for us to provide services for you
and your account and/or to collect any amounts you may owe,
we may contact you by telephone at any telephone number
associated with your account, including wireless telephone
numbers, which could result in charges to you. We may also
contact you by sending text messages or emails, using any
email address you provide to us. Methods of contact may
include using pre-recorded/artificial voice messages and/or use
of an automatic dialing device, as applicable.
I have read this disclosure and agree that the Creditor
(SWHC) as well as their debt collector (Meade & Associates)
may contact me/us as described above.

Laboratory Test: When you have a pap smear or any type of
blood work done we will send the specimen to an outside lab.
We always try to send specimens to the lab your insurance
company recommends. It is your responsibility to inform the
nurse of what lab your insurance requires you use. Remember
that since we do send all lab specimens to an outside lab we do
not charge for the actual test; the lab will bill you separately if
your insurance does not cover them.
Filing Claims: Please be sure that we have your current
insurance information and inform us of any updates or changes.
If we do not have current information this will delay payment
and possibly cause you to have unexpected expenses. You will
be asked to fill out a new information profile completely every
year. These profiles expire one year after being signed. You
will also be asked to sign in with your name, address, and
current insurance information each time you are seen in our
office.
Appointments: It is our goal to provide services to you in the
most comfortable and timely manner as possible. In order to
achieve this we must require you to be on time for your
appointments. If you must cancel an appointment, we ask that
you give us 24 hours’ notice whenever possible.
Unfortunately, emergencies and deliveries do occur which
occasionally causes delays in our schedule. We will try to keep
you informed if these arise. Patients who are 15 or more
minutes late will need to be rescheduled. If you miss three
appointments without notifying us before the appointment time
you will be dismissed from the practice.
Telephone Calls: We must screen all calls to the doctors
during office hours while they are seeing patients. If you have
an emergency, explain to the operator the type of emergency
you have and a nurse will either pick up your call or call you
back within the next few minutes. Calls deemed “nonemergent” will be handled by the clinical staff in the order
received. If it is necessary to leave a message for the Doctor
the call will be returned within 24–48 hours.
Prescription Refills: Prescription refill request will be handled
within 24 hours of receipt during regular office hours. No
routine prescriptions or narcotic pain medications will be
handled after regular office hours or on the weekend.
Children: Children are very special to all of us and we are
always happy to see the “little ones”, but for their safety and
the courtesy of other patients we must ask that you keep your
children with you at ALL times while in our office.
Consent for Medical Treatment: I authorize Specialized
Women’s Healthcare to examine me and perform those
procedures necessary for prenatal and/or family planning care
and/or women’s healthcare and/or general medical care.
Procedures that may be performed include but are not limited
to:
 Medical history and physical examination, including pelvic
and breast examination
 Blood draws to screen for syphilis, anemia, rubella, diabetes,
hepatitis, AIDS, HIV and other blood work determined to
be necessary
 Urinalysis, urine pregnancy tests, urine culture and drug
screens
 Gonorrhea/Chlamydia culture and pap smear
 Other appropriate lab work
 Neonatal screening

By signing below, I am acknowledging that I have read and
understand this complete two page document of the office
policies and my financial responsibility.
Patient (or Guarantor’s) Name Printed:
__________________________________________________
Signature:
__________________________________________________
Date: ____________________________
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******HISTORY UPDATE******
Patient Name:

Birth Date:

/

/

LAST 4 OF SSN:

Date:

/

/

Primary Care Physician’s Full Name:
Why have you come to the office today?
Is this a new problem:
If you are uncomfortable answering any questions, leave them blank; you can discuss them with your doctor or nurse.

GYNECOLOGIC HISTORY
Last normal menstrual period (First Day):

/

Physicians Notes

/

Any recent changes in periods?
Are you currently sexually active?
Libido (Sex Drive): □ Normal

□ Decreased

□ Absent

Present method of birth control:
Reproductive Procedures: Tubal Ligation: □ Yes □ No

Hysterectomy: □ Yes □ No

Partner Vasectomy: □ Yes □ No

Do you do regular breast self-examinations?
Last Mammogram:

/

Last Bone Density Scan:

/

/

Last Colonoscopy:

/

/
/

PATIENT’S PAST MEDICAL HISTORY
In the last year, have you had any of the following medical conditions:
□ NO CHANGES IN MY PERSONAL MEDICAL HISTORY
Yes
Illness
Yes

Illness

Yes

Illness

Asthma

□

Stroke

□

Anemia

□

Pneumonia/ Lung Disease

□

Rheumatic Fever

□

Blood Transfusions

□

Kidney Infections/ Stones

□

Blood Clots in Lungs or Legs

□

□

Tuberculosis

□

Eating Disorders

□

Seizures/ Convulsions/
Epilepsy
Bowel Problems

Sexually Transmitted
Disease
HIV/ AIDS

□

Collagen Vascular Disease (Lupus)

□

Glaucoma

□

□

Chickenpox

□

Cataracts

□

Heart Attack/ Problems

□

Cancer

□

□

Diabetes

□

Reflux

□

Arthritis/ Joint Pain/ Back
Problems
Broken Bones

High Blood Pressure

□

Hiatal Hernia/ Ulcers

□

□

Thyroid Disease

□

Depression

□

Hepatitis/ Yellow
Jaundice/ Liver Disease
Headaches

Gallbladder Disease

□

Anxiety

□

Other:

□

□

□

SOCIAL HISTORY
Currently Smoking: □ No

□ Yes ( _______ Packs per Day/Week and Been Smoking for ______ Years)

Drink Alcohol: □ No

□ Yes ( _______ Drinks per Week)

How many hours of sleep do you usually get at night?
Regular Exercise: How Long and How Often?

OPERATIONS/ HOSPITALIZATIONS
In the last year, have you had any operations/hospitalizations:
□ NO OPERATIONS / HOSPITALIZATIONS IN THE PAST YEAR
Reason

Date

Hospital

1

CURRENT MEDICATIONS
(Including hormones, vitamins, herbs, nonprescription medications)

□ NO CURRENT MEDICATIONS
Drug Name

Dosage

Who Prescribed

Drug Name

Dosage

Who Prescribed

PREFERRED PHARMACY (include phone # and/or intersection of cross streets):

ALLERGIES
□ NO KNOWN ALLERGIES
List Medication Allergies Below:

List Reaction

List Other Allergies Below (including Latex):

List Reaction

REVIEW OF SYSTEMS
In the past month have you experienced any of the following symptoms:
General
□ Weight Loss
□ Weight Gain
□ Fever
□ Fatigue
□ Change in Height
Skin
□ Rash
□ Sores
□ Dry Skin
□ Moles
Eyes
□ Double Vision
□ Spots Before Eyes
□ Vision Changes
□ Glasses / Contacts
Ear, Nose & Throat
□ Earaches
□ Ringing in Ears
□ Hearing Problems
□ Sinus Problems
□ Mouth Sores
□ Dental Problems
Respiratory
□ Wheezing
□ Spitting up Blood
□ Shortness of Breath
□ Chronic Cough
Breasts
□ Pain in Breast
□ Nipple Discharge
□ Lumps
Patient Signature:

Cardiovascular
□ Painful Breathing
□ Chest Pain or Pressure
□ Difficulty Breathing on Exertion
□ Swelling of Legs
□ Rapid or Irregular Heartbeat
Gastrointestinal
□ Frequent Diarrhea
□ Bloody Stool
□ Nausea / Vomiting / Indigestion
□ Constipation
□ Involuntary Loss of Gas or Stool
Genitourinary
□ Blood in Urine
□ Pain with Urination
□ Strong Urgency to Urinate
□ Frequent Urination
□ Incomplete Emptying
□ Involuntary / Unintended Urine Loss
□ Urine Loss when Coughing or Lifting
□ Abnormal Bleeding
□ Painful Periods
□ Premenstrual Syndrome (PMS)
□ Painful Intercourse
□ Fibroids
□ Infertility
□ DES Exposure
□ Abnormal Vaginal Discharge

Musculoskeletal
□ Muscle Weakness
□ Muscle or Joint Pain
Neurological
□ Dizziness
□ Seizures
□ Numbness
□ Trouble Walking
□ Severe Memory Problems
□ Frequent or Severe Headaches
Psychiatric
□ Depression or Frequent Crying
□ Severe Anxiety
Endocrine
□ Hair Loss
□ Heat / Cold Intolerance
□ Abnormal Thirst
□ Hot Flashes
Hematology / Lymphatic
□ Frequent Bruises
□ Cuts Do Not Stop Bleeding
□ Enlarged Lymph Nodes (glands)

□ OVER THE LAST MONTH I HAVE EXPERIENCED NONE OF THE ABOVE SYMPTOMS
Date:
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