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WELL WOMAN EXAMS AND OFFICE VISITS 

Our Well Woman Exam is a preventative visit.  We emphasize the importance of wellness exams for our 
patients and insurance companies expect that the well woman exam will focus preventative care. 
 

A well woman exam consists of:  
 *Pap smear

*Urinalysis
*Pelvic exam
*Breast exam
*Rectal (FOB) exam – for those 45 and over

If you are currently experiencing an emergent gynecological problem, we strongly encourage you to 
notify the receptionist so that your appointment today can be changed to a problem visit.

Per insurance and our scheduling constraints, if you present with issues during your Well Woman Exam 
requiring additional consultation and/or treatment, then that will be an office visit charge, which means 
you will be charged and expected to pay an office visit copay or deductible (if applicable) at the time of 
your Well Woman Exam. 

Examples of an office visit charge:  Do you have an issue that might need
* Menopausal symptoms/hormones advice, treatment, or a new 

prescription
* Irregular periods/bleeding issues today?   ____ YES     ____NO
* Pelvic pain 
* Vaginal & Vulvar issues

As recommended by the American College of Gynecology (ACOG), we test for HPV on all patients 
except for Medicare, and STI’s on patients up until the age of 26.  We feel that this is necessary to 
provide you with the best medical care.  This means that you may be charged a separate fee to process 
these and other specimens from a lab (ex. MDL, LabCorp) as there is a possibility it may not be 
covered with certain insurance plans.

If you are a self-pay patient, this will apply to your cost as well.

I understand that I will be responsible for an office visit payment if additional questions require 
consultation and/or treatment during the Well Woman Exam.

_________________________________________                      ______________
Printed Patient Name Date

______________________________
Date of Birth

_________________________________________ 
Signature of Patient (or legal guardian) Rev.: Dec 2025
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ACKNOWLEDGEMENT AND REQUESTED RESTRICTIONS FORM

BY SIGNING BELOW:

I understand that under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I have 
certain rights to privacy.  I acknowledge that I have received the Notice of Privacy Practices (HIPAA) and I 
consent to the use and disclosure of my health information as described.

Please let us know how you authorize the release of personal health information:

o I am the only one who should receive information regarding my health information (example: test 

results, billing, etc.).  Okay to leave a detailed message on my primary phone number?

____Yes    _____No.      If yes, preferred phone number is: ____________________________________

o I, _____________________________________, authorize the release of my health information including 

diagnosis, examinations rendered to me and claims/billing information.  This information may be 
released to:

o Spouse _____________________________________    Phone number: ________________________________

o Child(ren)___________________________________     Phone number: ________________________________

o Other____________________________________ Relationship:_________________________________ 

    Phone number: ______________________________

I request the following restrictions on the use/disclosure of my health information:

_________________________________________________________________________________________

Patient Name:  __________________________________________
(Print Name)

Patient Date of Birth:  ____________________________

Patient/Legal Representative Signature: ______________________________________Date_____________

Relationship to Patient (if applicable): ______________________________

*This authorization will remain in effect until revoked by patient or legal representative
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***Information and care of patients 18 and older will not be discussed with anyone except for the patient 
herself, unless the patient signs a new form. ***

We have developed financial policies to promote confidence and understanding between our patients and our practice.  
We are dedicated to providing the best possible care and service to you and regard a complete understanding of your  
financial responsibilities as an essential element of your care and treatment.  If you have any questions, please discuss 
them with a member of our staff.

 The patient is responsible for charges not covered or reimbursed by their insurance (including lab testing), with the 
exception of contractual adjustments mandated by your insurance company.  Billing for lab work IS NOT included 
in your visit with us.

YOUR INSURANCE
 It is the responsibility of the patient to ensure she is seeing an in-network provider.  For plans that we are in  

network with, we file a claim and collect authorized copays, deductibles and coinsurance at the time of service.
 It is the responsibility of the patient to have their insurance card with them at the time of the visit and to notify the 

practice of changes in insurance coverage.
 If insurance cannot be verified at the time of the visit, the practice will collect in full for the visit.

CANCELLATIONS 
 We understand that sometimes it may be necessary for you to cancel your appointment.  Out of respect for our  

time and for other patients who may need an appointment, we ask that give us at least 24 hours’ notice when 
cancelling or rescheduling your appointment.   If you do not come for your appointment or give less than 24 
hours’ notice, you may be charged a $35.00 cancellation fee.

FORMS
 Any forms requested by employers for disability, FMLA, etc. need to have the patient portion completed prior to  

submission to us.
 There is a fee for forms completion that we require to be paid at the time we receive the forms.  PLEASE ALLOW 7- 

DAYS FOR COMPLETION OF FORMS.

SURGICAL PATIENTS
 Surgery deposits are calculated based on information provided to us by your insurance company and are required 

to be paid in full by the time of the pre-operative visit.

MINOR PATIENTS
 Payment for services rendered to minor patients is expected at the time of the visit from the parent, legal guardian 

or the person accompanying the patient.

By signing below you are acknowledging that you understand this policy.  You also authorize us to file claims for your  
services, collecting payment for those services and releasing information to your insurance company to assist them with 
payments of claims.
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_____________________________ _____________________________ _______________ 
Printed Name Signature Date


