
​Welcome to Modern Gynecology & Skin​
​We’re pleased to welcome you as a New Patient!​​Please​​review these policies​
​carefully.​​If you have any questions, our team will​​be happy to assist you.​

​Inside your​​New Patient Packet​​, you’ll find:​

​1.​ ​Medical History​
​2.​ ​Practice Privacy Notices​​- These are yours to keep.​

​○​ ​Privacy Practices​
​○​ ​Disclosure of Health Information​
​○​ ​Financial Billing Policy​
​○​ ​Assignment of Benefits​
​○​ ​Explanation of Fees​
​○​ ​Patient Portal Notice​
​○​ ​Telehealth Policy​
​○​ ​Photography & Video Notice​
​○​ ​No Show / Late Notice Cancellation Policy​

​3.​ ​Appointing an Individual to Access Your Protected Health Information-​​This​
​allows MG&S to talk to a loved one, family member, other provider, etc regarding​
​your care.​

​4.​ ​Practice Privacy Notice Signature Pages-​​acknowledging​​you have read the​
​Practice Privacy Notices​

​5.​ ​Consent for Release of Information-​​This allows Modern​​Gynecology to​
​request records from another office you have been seen at.​

​How to Upload Forms, Documents, or Insurance Cards Through the Patient Portal​
​1.​ ​Log in​​to your patient portal.​
​2.​ ​Click on​​Messages​​.​
​3.​ ​Select​​Start a New Message​​.​
​4.​ ​Choose a message topic:​

​○​ ​Another Topic​​or​​My Profile​​(either option is acceptable).​
​5.​ ​Select your​​provider​​.​
​6.​ ​For​​office location​​, choose​​Modern Gynecology and​​Skin​​.​
​7.​ ​In the​​Subject​​line, enter a brief description of​​what you are uploading​

​(example: “Insurance Card,” “Completed Intake Form,”​​or “Referral Document”)​​.​
​8.​ ​You may add any additional details in the​​message​​body​​, if desired.​
​9.​ ​Click​​Attach File​​and upload your document or image.​
​10.​ ​Click​​Send Message​​to submit.​

​If you have any trouble uploading your files, please don’t hesitate to contact our office for assistance.​
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​FEMALE PATIENT HISTORY QUESTIONNAIRE​

​Patient Name:_________________________________DOB:__________ Today’s Date: ____________​

​Reason for this visit: __________________________________________________________________​

​Referring Physician: ______________________ Preferred Pharmacy:___________________________​

​Insurance carrier: ____________________________ Insurance ID #:___________________________​

​Email: __________________________________ Phone #: ________________Marital Status:________​

​Mailing Address:  _____________________________________________________________________​

​MEDICATIONS/SUPPLEMENTS​​: (use the back of this page​​if more room is needed)​
​Name of Medication/Supplement​ ​Dose                                        Frequency​
​______________________________                 ________________​ ​__________________​
​______________________________                 ________________​ ​__________________​
​______________________________                 ________________​ ​__________________​
​______________________________                 ________________​ ​__________________​

​DRUG ALLERGIES​​:             NO         YES​ ​List Name and Type of Reaction:​
​__________________________________________         _____________________________________​
​__________________________________________         _____________________________________​
​__________________________________________​ ​_____________________________________​
​__________________________________________         _____________________________________​

​GYN HISTORY​​:​
​Are you sexually active?​ ​☐​​No​ ​☐​​Yes​
​What birth control method(s) do you currently use? _______________________________​
​History of Sexually Transmitted Infections- Check any that apply:​
​☐​​None​ ​☐​​Genital Warts/ HPV​ ​☐​​Herpes–​​☐​​genital​​or​​☐​​oral​
​☐​​Syphilis​ ​☐​​Chlamydia​ ​☐​​Gonorrhea​
​Pelvic Inflammatory Disease (PID)___  Other: ______________________________________​
​Have you been immunized for Human Papillomavirus (HPV)?​ ​☐​​No​ ​☐​​Yes​
​Date of last pap smear: _____________________​
​Have you had abnormal pap smears?​ ​☐​​No​ ​☐​​Yes​
​Have you had treatment for abnormal smears?​ ​☐​​No​ ​☐​​Yes​
​If yes, what type(s) of treatment have you had?​

​☐​​Monitoring w/ Paps​ ​☐​​Laser​ ​☐​​Cone biopsy​ ​☐​​Colposcopy​
​☐​​Loop Excision (LEEP)​ ​☐​​Cryosurgery/freezing​

​Date of last mammogram: _______________​
​Have you had an abnormal mammogram?​ ​☐​​No​ ​☐​​Yes,​​when_________________________​
​Do you perform monthly self-breast exams?​ ​☐​​No​ ​☐​​Yes​
​Date of last bone density scan (DEXA): _________________​
​Date of last colonoscopy: _______________________​
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​Name: _____________________________________  Date of Birth:______________Today’s Date: ____________​

​MENSTRUAL HISTORY​​(complete even if post-menopausal or no longer having periods)​
​Age at first period: _________       First day of last menstrual period: ______/_____/______​
​Do you have monthly periods?​ ​☐​​No​ ​☐​​Yes​
​Duration of bleeding: _______ days​
​Flow:​ ​☐​​Spotting​ ​☐​​Light​ ​☐​​Moderate​ ​☐​​Heavy​ ​☐​​Clots​
​If your menstrual periods are regular; periods start every: ___________ days​
​If your menstrual periods are irregular; periods start every:____ to ____ days (e.g. 12 to 60)​
​Bleeding or spotting occurs between periods?​ ​☐​​No​ ​☐​​Yes​
​Bleeding or spotting occurs after intercourse?​ ​☐​​No​ ​☐​​Yes​
​Is pain associated with periods?​ ​☐​​No​ ​☐​​Yes​ ​☐​​Occasionally​
​Age of menopause: _________   Have you had postmenopausal bleeding?​ ​☐​​No​ ​☐​​Yes​

​PREGNANCY HISTORY:​
​Total # of pregnancies: _______ # of Living Children: _______​
​# of Abortions- induced: _______   spontaneous: _______​
​# of Miscarriages _______ # of Ectopic ________ # of Premature Births (37 weeks or less): _______​
​# of Full Term Births: _______          # of Multiple Births: ________​
​# of Vaginal Deliveries: ________ # of C/S (cesarean sections): ________​
​Birth weights: __________________________________________________________​

​FAMILY HISTORY​​: (Please put what family member and​​what side of family)​ ​☐​​NONE​
​Diabetes: _______________________________  Breast Cancer: _______________________________​
​High Blood Pressure:______________________  Ovarian Cancer: ______________________________​
​Heart Disease: ___________________________ Cervical Cancer: ______________________________​
​Stroke: _________________________________  Colon Cancer: _______________________________​
​Other: __________________________________ Other Cancer: ________________________________​

​SOCIAL HISTORY- DO YOU CURRENTLY?​
​Smoke: Tobacco or Nicotine:​ ​☐​​Never​ ​☐​​Yes, _______​​packs/day   Other: ______________________​
​Former,  Years smoked _____________​
​Consume alcohol?​ ​☐​​No​ ​☐​​Yes    How often: ____________________________________________​
​Use illicit drugs and/or Marijuana?​ ​☐​​No​ ​☐​​Yes​ ​Type/frequency: ___________________________​
​Caffeine intake: _______________________________________________________________________​
​Exercise: Type: _________________________________​ ​How often _______________________​
​Employed?​ ​☐​​No​ ​☐​​Yes     Occupation: ________________________________________________​

​PAST SURGICAL HISTORY​​(List all surgeries and month/year​​performed)​ ​☐​​NONE​
​_______________________________________       _________________________________________​
​_______________________________________       _________________________________________​
​_______________________________________       _________________________________________​
​_______________________________________       _________________________________________​

​Have you ever had any issues with anesthesia?​ ​☐​​Yes​ ​☐​​No   If yes, explain:​
​____________________________________________________________________________________​
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​Name: _____________________________________  Date of Birth:______________Today’s Date: ____________​

​PERSONAL​​PAST MEDICAL HISTORY (Check any that apply):​ ​☐ None​

​AIDS / HIV​
​Abuse / Domestic Violence​
​Anesthesia Complications​
​Angina​
​Arthritis​
​Afib​
​Autoimmune Disease​
​Bipolar Disorder​
​Birth Defects / Inherited Disease​
​Bleeding Disorder​
​Blood Clots​
​Blood Transfusion​
​Bowel Obstruction​
​Breast Cancer  (family hx covered, but​
​personal still relevant)​
​COPD​
​Cancer (type & year): _______________
​Chronic Wounds​
​Cirrhosis​
​Congestive Heart Failure​
​Coronary Artery Disease​
​Dermatologic Disorders​
​Diabetes​
​Eating Disorder​
​Eczema​
​Endometriosis​
​Fibromyalgia​
​GI Problems​
​Gestational Diabetes​
​Glaucoma​
​Gout​
​Heartburn​
​Heart Disease​

​Hematologic Disorders​
​Hepatitis​
​High Blood Pressure​
​High Cholesterol​
​History of MRSA​
​Kidney Disease (non-GYN related)​
​Liver Disease​
​Lung Disease​
​Neurologic / Epilepsy (non-seizure-specific)​
​Osteoporosis​
​Ovarian Cancer​
​PCOS​
​Polyps​
​Pre-Eclampsia​
​Psychiatric Illness​
​Pulmonary​
​Stroke​
​Thrombophilias​
​Thyroid Problems​
​Trauma / Violence​
​Varicosities​
​Vascular Disease​
​Other: (not listed medical dx:)​
​___________________________________​
​___________________________________​
​___________________________________​
​___________________________________​
​___________________________________​
​___________________________________​
​___________________________________​
​___________________________________​
​___________________________________​
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​Review of Symptoms Checklist​

​Name: ________________________________________  Date of Birth:_____________ Today’s Date: ______________​

​Rate EACH Symptom listed- ONLY PRESENT WITHIN THE​​LAST 3 MONTHS​​:​
​Constitutional​ ​Not Present       Occasional          Frequent/ weekly         Daily/ persistent​
​●​ ​Fatigue / Low Energy​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Significant Weight Gain​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Inability to Lose Weight​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Significant Weight Loss​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Cold Hands or Feet​ ​☐​ ​☐​ ​☐​ ​☐​

​Cardiovascular​ ​Not Present       Occasional​ ​Frequent/ weekly         Daily/ persistent​
​●​ ​Racing or Irregular Heartbeat​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Shortness of Breath​ ​☐​ ​☐​ ​☐​ ​☐​

​Gastrointestinal                                           Not Present       Occasional          Frequent/ weekly          Daily/ persistent​
​●​ ​Constipation​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Frequent Diarrhea​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Nausea or Vomiting​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Abdominal Pain​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Bloating​ ​☐​ ​☐​ ​☐​ ​☐​

​Endocrine                                                     Not Present       Occasional           Frequent/ weekly         Daily/ persistent​
​●​ ​Increased Hunger or Thirst​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​High Blood Sugar Trend​ ​☐​ ​☐​ ​☐​ ​☐​

​Psychological                                              Not Present       Occasional           Frequent/ weekly         Daily/ persistent​
​●​ ​Alcohol Use Concerns​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Depression or Low Mood​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Suicidal Thoughts​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Feeling Overwhelmed/ Out of Control​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Feeling Anxious or Worried​ ​☐​ ​☐​ ​☐​ ​☐​

​Neurological                                                 Not Present       Occasional          Frequent/ weekly         Daily/ persistent​
​●​ ​Headaches or Migraines​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Impaired Memory/ Brain Fog​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Seizures​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Dizziness​ ​☐​ ​☐​ ​☐​ ​☐​

​Musculoskeletal​ ​Not Present       Occasional​ ​Frequent/ weekly         Daily/ persistent​
​●​ ​Decreased Muscle Mass/ Strength​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Muscle Aches or Weakness​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Joint Pain or Stiffness​ ​☐​ ​☐​ ​☐​ ​☐​
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​Name: ________________________________________  Date of Birth:_____________ Today’s Date: ______________​
​Genitourinary                                               Not Present       Occasional           Frequent/ weekly         Daily/ persistent​
​●​ ​Vaginal Discharge​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Vaginal Itching​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Vaginal Odor​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Lesions or Rashes (Genital)​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Incontinence (Leaking Urine)​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Frequent Urination​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Feeling Urge to Urinate​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Painful Urination​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Trouble Urinating​ ​☐                         ☐                             ☐​ ​☐​
​●​ ​Flank Pain (Side Pain Near Kidneys)​ ​☐​ ​☐​ ​☐​ ​☐​

​Menstrual cycle (during or around) (SKIP IF NOT HAVING PERIODS/ ARE MENOPAUSAL)​
​Not Present       Some Cycles​ ​Most Cycles                     Every Cycle​

​●​ ​Heavy Bleeding​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Missed/ Skipped/ No Bleeding​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Spotting/ Bleeding Between Periods​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Breast Tenderness or Pain​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Bloating​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Feeling Overwhelmed/ Anxious​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Low Mood/ Depression​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Irritability/ Anger​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Diarrhea​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Constipation​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Migraines​ ​☐​ ​☐​ ​☐​ ​☐​

​Menopausal or hormone driven                 Not Present       Occasional           Frequent/ weekly         Daily/ persistent​
​●​ ​Acne​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Facial Hair Growth​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Night Sweats​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Vaginal Dryness​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Difficulty Falling Asleep​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Difficulty Staying Asleep​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Hair Loss or Thinning​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Hot Flashes​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Breast Tenderness​ ​☐​ ​☐​ ​☐​ ​☐​

​Sexual problems                                          Not Present       Occasional          Frequent/ weekly         Daily/ persistent​
​●​ ​Decreased Sex Drive / Interest​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Delayed Orgasm​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Inability to Orgasm​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Painful Intercourse (Dyspareunia)​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Pain With Insertion​ ​☐​ ​☐​ ​☐​ ​☐​
​●​ ​Lack of Lubrication/ Dryness​ ​☐​ ​☐​ ​☐​ ​☐​

​Other:___________________________________________________________________________________________​
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​Name: _____________________________________  Date of Birth:______________Today’s Date: ____________​

​Mood & Emotional Health Screening Hormone-Related Mood Questionnaire​
​(PHQ-9 Equivalent)​

​Over the last​​2 weeks​​, how often have you been bothered​​by the following?​

​1.​ ​Little interest or pleasure in doing things​
​Not at all​
​Several days​

​More than half the days​
​Nearly every day​

​2.​ ​Feeling down, depressed, or hopeless​
​Not at all​
​Several days​

​More than half the days​
​Nearly every day​

​3.​ ​Trouble falling or staying asleep, or sleeping too much​
​Not at all​
​Several days​

​More than half the days​
​Nearly every day​

​4.​ ​Feeling tired or having little energy​
​Not at all​
​Several days​

​More than half the days​
​Nearly every day​

​5.​ ​Poor appetite or overeating​
​Not at all​
​Several days​

​More than half the days​
​Nearly every day​

​6.​ ​Feeling bad about yourself - or that you are a failure or have let yourself or your family down​
​Not at all​
​Several days​

​More than half the days​
​Nearly every day​

​7.​ ​Trouble concentrating on things, such as reading the newspaper or watching television​
​Not at all​
​Several days​

​More than half the days​
​Nearly every day​

​8.​ ​Moving or speaking so slowly that other people could have noticed? Or the opposite - being so fidgety​
​or restless that you have been moving around a lot more than usual​

​Not at all​
​Several days​

​More than half the days​
​Nearly every day​

​9.​ ​Thoughts that you would be better off dead or of hurting yourself in some way​
​Not at all​
​Several days​

​More than half the days​
​Nearly every day​

​10.​ ​If you checked off any problems, how difficult have these problems made it for you to do your work,​
​take care of things at home, or get along with other people?​

​Not difficult at all​
​Somewhat difficult​

​Very difficult​
​Extremely difficult​

​N/A​
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​Name: _____________________________________  Date of Birth:______________Today’s Date: ____________​

​Anxiety Screening (GAD-7 Equivalent)​

​Over the last​​two weeks​​, how often have you been bothered​​by the following problems?​

​1.​ ​Feeling nervous, anxious or on edge​
​Not at all​
​Several days​

​More than half the days​
​Nearly every day​

​2.​ ​Not being able to stop or control worrying​
​Not at all​
​Several days​

​More than half the days​
​Nearly every day​

​3.​ ​Worrying too much about different things​
​Not at all​
​Several days​

​More than half the days​
​Nearly every day​

​4.​ ​Trouble relaxing​
​Not at all​
​Several days​

​More than half the days​
​Nearly every day​

​5.​ ​Being so restless that it is hard to sit still​
​Not at all​
​Several days​

​More than half the days​
​Nearly every day​

​6.​ ​Becoming easily annoyed or irritable​
​Not at all​
​Several days​

​More than half the days​
​Nearly every day​

​7.​ ​Feeling afraid as if something awful might happen​
​Not at all​
​Several days​

​More than half the days​
​Nearly every day​
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​Name: _____________________________________  Date of Birth:______________Today’s Date: ____________​

​Sexual Health & Libido Questionnaire (FSFI Equivalent)​
​Please answer based on the last​​4 weeks​​. Rate your​​level of sexual desire:​

​1. Over the past 4 weeks, how often did you feel sexual desire or interest?​
​Almost always or always​
​Most times (more than half the time)​
​Sometimes (about half the time)​

​A few times (less than half the time)​
​Almost never or never​

​2. Over the past 4 weeks, how often did you feel sexually aroused “turned on” during sexual​
​activity or intercourse?​

​Almost always or always​
​Most times (more than half the time)​
​Sometimes (about half the time)​

​A few times (less than half the time)​
​Almost never or never​
​No sexual activity​

​3. Over the past 4 weeks, how often did you maintain your lubrication (“wetness”) until​
​completion of sexual activity/ intercourse?​

​Almost always or always​
​Most times (more than half the time)​
​Sometimes (about half the time)​

​A few times (less than half the time)​
​Almost never or never​
​No sexual activity​

​4. Over the past 4 weeks, when you had intercourse, how difficult was it for you to reach orgasm​
​(climax)?​

​No sexual activity​
​Extremely difficult or impossible​
​Very difficult​

​Difficult​
​Slightly difficult​
​Not difficult​

​5. Over the past 4 weeks, how satisfied have you been overall with your sex life?​
​Very satisfied​
​Moderately satisfied​
​About equally satisfied and​
​dissatisfied​

​Moderately dissatisfied​
​Very dissatisfied​

​6. Over the past 4 weeks how often did you experience pain or discomfort during vaginal​
​penetration?​

​Did not attempt intercourse​
​Almost always or always​
​Most times (more than half the time)​

​Sometimes (about half the time)​
​A few times (less than half the time)​
​Almost never or never​
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​Name: _____________________________________  Date of Birth:______________Today’s Date: ____________​

​INTERESTED IN AESTHETIC LABIAL AND/ OR VAGINAL SURGERY​
​I Want Aesthetic Vaginal Surgery​
​I Have Had Difficult Vaginal Births​
​My Labia Are Larger/ Looser Than I​
​Want​
​My Vagina Feels Too Loose Inside​
​I Do Not Like The Way My Labia Looks​
​I Have Decreased Sensations​
​My Labia Rub, Tug And Pull On My​
​Clothing​

​I Feel Pelvic Pressure/ Heaviness​
​I Am Unable To Wear The Type Of​
​Clothing I Want​
​Sex Is Uncomfortable/ Unpleasant​
​I Have Had Unflattering Comments​
​About My Genital Region​
​I Am Interested In Og- Spot Treatment​

​Interested In Non- Surgical Thermiva​
​To Tighten Labia Majora​
​To Improve Vulvar And Vaginal Moisture​
​To Tighten The Vagina​
​To Improve Sensitivity Of Tissues​
​To Improve Leaky Bladder​

​To Improve Or Achieve Orgasms​
​To Reduce Urinary Urgency Or​
​Frequency​
​To Reduce Painful Intercourse​

​Interested In Bioidentical Hormones​
​I Want Information On Bioidentical Hormones​

​Interested In Aesthetics​
​Cosmetic Injections (Botulinum Neurotoxin, Deoxycholic Acid (Kybella)​
​Facial Services (Chemical Peels, Laser, Microneedling W/ Or W/O  Rfa, Microdermabrasion)​
​Laser Treatment (Hair Removal)​

​Interested In Vitamin Injections​
​Vitamin B​
​Vitamin D​
​Glutathione​
​MICC (Skinny Shot)​

​Interested In Body Contouring​
​Ultraslim​

​Jillian Woodruff MD​ ​·​ ​Jessica Wilson, FNP-C​ ​·​ ​Tara Wood, PA-C​
​3851 Piper St. Ste U471, Anchorage, AK 99508​

​P: (907) 339-0363; F: (907) 339-2362; www.moderngynalaska.com​ ​10​​of 20​



​Notice of Privacy Practices​
​THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS​
​INFORMATION. PLEASE REVIEW IT CAREFULLY. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.​

​Our Legal Duty​
​●​ ​We are required by applicable federal and state law to maintain the privacy of your protected health information. We are​

​also required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your​
​protected health information. We must follow the privacy practices that are described in this Notice while it is in effect.​
​This Notice will remain in effect until we replace it.​

​●​ ​We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are​
​permitted by applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our​
​Notice effective for all health information that we maintain, including health information we created or received before​
​we made the changes. Before we make a significant change in our privacy practices, we will change this Notice and​
​provide the new Notice at our practice location, and we will distribute it upon request.​

​●​ ​You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional​
​copies of this Notice, please contact us using the information listed at the end of this notice.​

​Your Authorization​​:​​In addition to our use of your​​health information for the following purposes, you may give us written​
​authorization to use your health information or to disclose it to anyone for any purpose. If you give us authorization, you may​
​revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted by your authorization while it​
​was in effect. Unless you give us written authorization, we cannot obtain,  use or disclose your health information for any​
​reason except for obtaining, using, or disclosing information from or to other providers, radiology facilities and hospitals to aid​
​in your treatment.​
​Security​​:​ ​You will be notified as soon as possible​​if the security of your personal health information is breached.​

​Uses and Disclosures of Health Information:​

​We may use and disclose your health information without authorization for the following purposes.​
​Treatment:​​We may use or disclose your health information​​for your treatment. For example, we may use and disclose your​
​health information to a physician, pharmacist, or other healthcare provider providing treatment to you.​
​Payment:​​We may use and disclose your health information​​to obtain payment for services we provide to you.  For example,​
​we may send claims to your dental health plan containing certain health information.​
​Healthcare Operations:​​We may use and disclose your​​health information in connection with our healthcare operations. For​
​example, healthcare operations include quality assessment and improvement activities, reviewing the competence or​
​qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training programs,​
​accreditation, certification, licensing or credentialing activities.​
​To You Or Your Personal Representative​​:​​We must disclose​​your health information to you, as described in the Patient Rights​
​section of this Notice. We may disclose your health information to your personal representative, but only if you agree that we​
​may do so.​
​Persons Involved In Care:​​We may use or disclose health​​information to notify, or assist in the notification of (including​
​identifying or locating) a family member, your personal representative or another person responsible for your care, of your​
​location, your general condition, or death. If you are present, then prior to use or disclosure of your health information, we will​
​provide you with an opportunity to object to such uses or disclosures. In the event of your absence or incapacity or in​
​emergency circumstances, we will disclose health information based on a determination using our professional judgment​
​disclosing only health information that is directly relevant to the person’s involvement in your healthcare. We will also use our​
​professional judgment and our experience with common practice to make reasonable inferences of your best interest in​
​allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health information.​
​Disaster Relief:​​We may use or disclose your health​​information to assist in disaster relief efforts.​
​Marketing Health-Related Services:​ ​We will not use​​your health information for marketing communications without your​
​written authorization.  We will not use your information for fundraising purposes without authorization. We will disclose any​
​financial conflicts of interest that may be involved with your treatment.​
​Required by Law:​ ​We may use or disclose your health​​information when we are required to do so by law.​
​Decedents:​​We may disclose health information about​​a decedent as authorized or required by law.​
​Public Health and Public Benefit:​​We may use or disclose​​your health information to report abuse, neglect, or domestic​
​violence; to report disease, injury, and vital statistics; to report certain information to the Food and Drug Administration (FDA);​
​to alert someone who may be at risk of contracting or spreading a disease; for health oversight activities; for certain judicial​
​and administrative proceedings; for certain law enforcement purposes; to avert a serious threat to health or safety; and to​
​comply with workers’ compensation or similar programs.​

​Jillian Woodruff MD​ ​·​ ​Jessica Wilson, FNP-C​ ​·​ ​Tara Wood, PA-C​
​3851 Piper St. Ste U471, Anchorage, AK 99508​
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​National Security:​​We may disclose to military authorities the health information of Armed Forces personnel under certain​
​circumstances. We may disclose to authorized federal officials health information required for lawful intelligence,​
​counterintelligence, and other national security activities. We may disclose to correctional institutions or law enforcement​
​officials having lawful custody the protected health information of an inmate or patient under certain circumstances.​
​Appointment Reminders:​​We may use or disclose your​​health information to provide you with appointment reminders (such​
​as voicemail messages, postcards, emails  or letters).​
​Access:​​You have the right to look at or get copies​​of your health information, with limited exceptions. You may request that we​
​provide copies in a format other than photocopies. We will use the format you request unless we cannot practicably do so. You​
​must make a request in writing to obtain access to your health information. You may obtain a form to request access by using​
​the contact information listed at the end of this Notice. You may also request access by sending us a letter to the address at the​
​end of this Notice.  We will charge you a reasonable cost-based fee for the cost of supplies and labor of copying. If you request​
​copies, we will charge you $0.25 for each page to copy your health information, and postage if you want the copies mailed to​
​you. If you request an alternative format, we will charge a cost-based fee for providing your health information in that format.​
​If you prefer, we will prepare a summary or an explanation of your health information for a fee.  Contact us using the​
​information listed at the end of this Notice for a full explanation of our fee structure.​
​Disclosure Accounting:​​You have the right to receive​​a list of instances in which we or our business associates disclosed your​
​health information for purposes other than treatment, payment, health care operations, and certain other activities, for the​
​last 6 years, but not before April 14, 2003. If you request this accounting more than once in a 12-month period, we may charge​
​you a reasonable, cost-based fee for responding to these additional requests.​
​Restriction:​​You have the right to request that we​​place additional restrictions on our use or disclosure of your health​
​information. In most cases, we are not required to agree to these additional restrictions, but if we do, we will abide by our​
​agreement (except in certain circumstances where disclosure is required or permitted, such as an emergency, for public health​
​activities, or when disclosure is required by law). We must comply with a request to restrict the disclosure of protected health​
​information to a health plan for purposes of carrying out payment or healthcare operations (as defined by HIPAA) if the​
​protected health information pertains solely to a healthcare item or service for which we have been paid out of pocket in full.​
​Alternative Communication:​​You have the right to request​​that we communicate with you about your health information by​
​alternative means or at alternative locations. (You must make your request in writing.) Your request must specify the​
​alternative means or location, and provide a satisfactory explanation of how payments will be handled under the alternative​
​means or location you request.​
​It is important for you to understand email is not a secure form of communication and content communicated in emails may​
​be intercepted by unauthorized third parties (e.g. computer hackers). Additionally, emails can accidentally be sent to​
​individuals or groups for whom the email was not intended.  It is important for you to understand these risks if you choose to​
​communicate with Alaska Center for Pain Relief via email.​
​Amendment:​​You have the right to request that we amend​​your health information. Your request must be in writing, and it​
​must explain why the information should be amended. We may deny your request under certain circumstances.​
​Non-disclosure to the insurance company​​:​ ​If you pay​​out of pocket, in full, for a service or a procedure or service; we will not​
​submit the claim for that service to your insurance company upon your request.​
​Electronic Notice:​​You may receive a paper copy of​​this notice upon request.​

​Questions and Complaints​
​●​ ​If you want more information about our privacy practices or have questions or concerns, please contact us.​
​●​ ​If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access​

​to your health information or in response to a request you made to amend or restrict the use or disclosure of your health​
​information or to have us communicate with you by alternative means or at alternative locations, you may complain to us​
​using the contact information listed at the end of this Notice. You also may submit a written complaint to the U.S.​
​Department of Health and Human Services. We will provide you with the address to file your complaint with the U.S.​
​Department of Health and Human Services upon request. We support your right to the privacy of your health information.​
​We will not retaliate in any way if you choose to file a complaint with us or with the U.S. Department of Health and​
​Human Services.​

​Jillian Woodruff MD​ ​·​ ​Jessica Wilson, FNP-C​ ​·​ ​Tara Wood, PA-C​
​3851 Piper St. Ste U471, Anchorage, AK 99508​
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​Financial Policy​
​Thank you for choosing us as your healthcare provider.  We are committed to providing you with the best possible​
​medical care and will be pleased to discuss our fees. Your clear understanding of our Financial Policy is important to our​
​professional relationship. All patients must review and sign this form before seeing the doctor for the first time. Please​
​ask if you have any questions about fees, our Financial Policy, or your responsibility.​

​Our practice is In-Network with most major insurance companies. (BCBS, Cigna, United Health, Multiplan, Aetna,​
​Tricare,  and Medicare) All patients must complete their patient registration form and give us the necessary information​
​before seeing a provider.​ ​You are responsible for​​any portion of your bill that your insurance carrier denies or does​
​not cover​​.  If your deductible is not met, we will​​require payment in full at the time of service. Any co-payment will be​
​collected during service if your deductible has been met. We accept personal checks, Mastercard, Visa, and Debit cards.​

​The balance will become your responsibility if your insurance has not fully paid your account within 45 days. If we do​
​not receive your payment in full within 90 days from the date of the first statement, your account may be turned over to a​
​third-party collection agency.​ ​Your Insurance coverage​​is a contract between you and your insurance carrier​​;​​however,​
​we are available to assist you in maximizing your insurance benefits.​

​Please be aware that few insurance companies attempt to cover all medical costs.  Some pay fixed allowances for each​
​procedure, while others pay only a percentage of the cost.  You are responsible for payment regardless of any insurance​
​company’s arbitrary determination of usual and customary rates.​

​If your carrier requires a pre-authorization before certain procedures, our office will assist in obtaining it before your​
​treatment.  Preauthorization is not a guarantee of payment.​

​Aetna Supplemental Contraceptive PPO plans:​​If you​​are using a supplemental contraceptive plan, please be​
​aware that these plans often do not cover contraceptive devices or procedures, including IUD placement or​
​replacement. You may be financially responsible for these services.​

​Please keep in mind if routine lab tests are required, as a courtesy, we will collect the specimen(s) to be sent out to Lab​
​Corp  while you are in the office if time permits. However, please remember that you will receive a separate bill from Lab​
​Corp.​

​Please be advised that Modern Gynecology and Skin is a sister company of Alaska Center for Pain Relief, for which your​
​billing statements will reflect.​

​Patients without insurance​
​Patients being seen for medical reasons which do not have health insurance will be expected to pay for their first​
​consultation in full at the time of service.  If further testing or procedures are necessary, each case will be addressed​
​individually at the time to work out a payment plan.​

​Charges may also be made for no-show appointments and appointments canceled without 24 hours of advance notice.​
​No-shows and repeated cancellations may limit your ability to make future appointments.​

​If you have any questions concerning our Financial Policy; or if this creates an undue hardship, please contact our​
​practice immediately to discuss special arrangements.  You may reach our Office Manager through our main number​
​(907-339-0363)​

​●​ ​By signing below, I verify that I have read and understand this Financial Policy:​
​●​ ​I understand that I am ultimately responsible for my balance, not my insurance carrier.​
​●​ ​I authorize Modern Gynecology to release pertinent information to my insurance company when requested in order​

​to facilitate payment.​
​●​ ​I understand that my signature authorizes benefits to be paid directly to Modern Gynecology.​
​●​ ​I understand that the balance may be referred to a collection agency if this debt becomes delinquent by 90 days after​

​the first statement is sent out. I will be held responsible for all fees associated with collecting my debt.​

​Jillian Woodruff MD​ ​·​ ​Jessica Wilson, FNP-C​ ​·​ ​Tara Wood, PA-C​
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​AUTHORIZATION FOR THE RELEASE OF INFORMATION​
​AND ASSIGNMENT OF BENEFITS FOR PATIENTS​

​I hereby authorize and direct my insurance benefits to be paid directly to my personal physician or​
​Modern Gynecology.​

​I also authorize Modern Gynecology to release any information necessary to process this claim.​
​I understand that information will be released to:​

​●​ ​The billing department of the physician and/or practice​
​●​ ​Insurance carrier to process the claim​

​I understand that my information, under certain circumstances, may be released for one of the following​
​reasons:​
​●​ ​Other Healthcare professionals to coordinate my care or treatment​
​●​ ​Insurance adjuster - if my claim is a work or motor vehicle injury​
​●​ ​Employer - if my claim is related to a work injury​
​●​ ​Attorney - if my claim is in a litigation process​
​●​ ​Health insurance carrier, for chart audit reasons, and for claim payment​

​I understand that Modern Gynecology and/or their staff and billing office will not release any​
​information to me or family members over the phone without verification of my identity in order to​
​comply with privacy regulations.  I also understand that Modern Gynecology and/or their staff and​
​billing office will maintain the utmost respect for privacy.  However, I also understand that there are​
​physical constraints such as noise and the ability for others to overhear information, and other errors that​
​may occur, which may cause inadvertent dissemination of information, as well as the potential for​
​confidential information to be disclosed after it has been provided to outside sources such as your​
​insurance carrier from the clinical or billing office.​

​This office is not responsible for any disclosure of your confidential medical information once we​
​provide this information, AT YOUR request, to your insurer, employer, family member or otherwise.​

​With this full understanding, I indemnify and hold harmless this practice for any disclosure, which is out​
​of my physicians, their staff, and/ or their billing office control.​

​Jillian Woodruff MD​ ​·​ ​Jessica Wilson, FNP-C​ ​·​ ​Tara Wood, PA-C​
​3851 Piper St. Ste U471, Anchorage, AK 99508​
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​Explanation of Fees for Gynecological Visits​

​We are required by our contract with your chosen insurance carrier to file your claims according to the​
​services that we provide. There are two basic types of visits:​
​1)​ ​Routine, Well-woman, Preventative, or Yearly Visit:​​These are visits to prevent health​

​problems and to review any recommended age-appropriate screening tests such as mammograms,​
​pap smears, and bone density analysis. Weight, smoking, diet, constipation, vaccinations,​
​sterilization, contraception, STD screenings, and lipid screening might be addressed. This is not a​
​visit to discuss current problems that you might be having that need to be addressed or to prescribe​
​new medications. Current prescriptions may be refilled if there are no changes to your health since​
​you were last seen. Insurance only covers these types of visits once a year. If your claim is denied for​
​this reason, we will bill you for this visit as non-covered.​

​2)​ ​Problem/Follow-Up Visits:​​These are visits to address​​symptoms or complaints that might​
​signify the need for diagnosis and treatment or require the ordering of further testing for evaluation.​
​They may be for illness or follow-up of a medical condition. These types of visits may be for​
​menopause symptoms, period problems, infertility, headaches, insomnia, sexual dysfunction, fatigue,​
​depression, pain, etc. These visits will focus on the problems that you want to discuss. The visit may​
​or may not include an examination.​

​Your coverage for these two types of office visits is determined by your particular insurance contract. It​
​is your responsibility to know what is covered at 100%, what is covered with a deductible and/or a​
​copayment, and what services are not covered.​

​If you want to have your visit limited to a Preventative/Annual Visit it is your​
​responsibility to make that known before seeing the Provider. If your visit expands to a​
​Problem Visit as described above, the visit will be billed accordingly and additional​
​deductibles and copayments will be applied.​

​We will make every effort to help you maximize your insurance coverage but we will bill according to​
​national billing guidelines. We will not be able to honor requests to change what was billed at any time​
​unless there was a billing/coding error.​

​At either type of visit, laboratory testing may be ordered. We will code the reason for the testing​
​appropriately but the laboratory is responsible for billing your insurance. For lab work, you may still be​
​responsible for deductible and copayment even if the visit is covered at 100%. It is important to know​
​what lab is preferred for your insurance and to let the office staff know at the time of your visit. All labs​
​drawn in the office are sent to and billed by Labcorp.​

​Jillian Woodruff MD​ ​·​ ​Jessica Wilson, FNP-C​ ​·​ ​Tara Wood, PA-C​
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​PATIENT PORTAL MESSAGING & BILLING NOTICE​
​Certain patient-initiated messages sent through the patient portal may be​​billable​​if they require medical​​assessment and​
​decision-making by a provider.​
​A message may be billed to your insurance if it meets​​all​​of the following criteria:​
​●​ ​Patient-initiated:​​The message is sent by you seeking​​medical guidance.​
​●​ ​Clinical decision-making:​​Your provider must review​​your concern and make a medical decision (e.g., adjusting​

​medication, ordering tests, evaluating new or changing symptoms).​
​●​ ​Time requirement:​​The provider spends​​at least 5 minutes​​reviewing your chart, researching, and preparing a​

​clinical response.​
​By using the patient portal, you acknowledge that messages requiring medical assessment may be billed to your insurance.​
​If a potential charge applies, your provider will determine this based on the nature and complexity of the message.​
​INFORMED CONSENT FOR TELEHEALTH SERVICES​
​I understand that telehealth medicine is the use of electronic information and communication technologies by a health care​
​provider to deliver services to an individual when he/she is located at a different site than the provider; and hereby consent​
​to  Dr. Jillian Woodruff & associates providing health care services to me via telemedicine.​
​I understand that I have to be​​currently located​​in​​the state of Alaska to have a Telehealth visit conducted.​
​I understand that the laws that protect privacy and the confidentiality of medical information also apply to telehealth​
​medicine. As always, your insurance carrier will have access to your medical records for quality review/audit.​
​I understand that I will be responsible for any copayments or coinsurance that apply to my telehealth medicine visit. I​
​understand that I have the right to withhold or withdraw my consent to the use of telehealth medicine in the course of my​
​care at any time, without affecting my right to future care or treatment. I may revoke my consent orally or in writing at​
​any time by contacting Modern Gynecology at 907-339-0363. As long as this consent is in force (has not been revoked)​
​Dr. Jillian Woodruff may provide health care services to me via telemedicine without the need for me to sign another​
​consent form.​
​USE OF STANDARDIZED HEALTH SCREENING QUESTIONNAIRES​
​As part of your ongoing care, Modern Gynecology may ask you to complete standardized, evidence-based health​
​screening questionnaires, including but not limited to the​​Female: PHQ-9, GAD-7, and FSFI​​. These tools​​are used to​
​assess symptoms related to mood, anxiety, and sexual health, evaluate symptom severity, monitor changes over time, and​
​support clinical decision-making. Your responses become part of your medical record and may be reviewed, scored, and​
​interpreted by clinical staff and providers. Completion and clinical review of these questionnaires may be considered a​
​billable medical service and may be submitted to your insurance carrier in accordance with national billing guidelines;​
​coverage and patient financial responsibility are determined by your individual insurance plan, and you may be​
​responsible for any charges not covered.​
​PHOTOGRAPHY AND VIDEO CONSENT​
​Surgical Documentation​
​I give Dr. Woodruff and her staff full consent to take photographs and/or videos of my surgical procedure, including​
​during the Pre-Op, Intra-Op, and Post-Op periods.​​I understand these images are strictly for documentation and evaluation​
​purposes related to my care.​​I also consent to having​​a photograph taken for identification purposes to be included in my​
​medical chart. All photographs and videos will be securely stored in the electronic medical record system in full​
​compliance with HIPAA regulations.​
​Educational And Marketing Uses​
​I understand that I have the​​choice to either accept​​or decline​​having my photographs and/or videos used​​for educational​
​and marketing purposes. This may include use in various media outlets such as print, CD/DVD, or internet. All images​
​will be used in an anonymous and confidential manner, with no identifying features or marks visible unless I provide​
​explicit written approval.​

​Jillian Woodruff MD​ ​·​ ​Jessica Wilson, FNP-C​ ​·​ ​Tara Wood, PA-C​
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​Cancellation, No-Show & Appointment Policy​
​Pre-Appointment Requirements​
​If your provider has ordered labs or imaging (e.g., bloodwork, ultrasound) prior to your appointment,​
​these must be completed in a timely manner so that results are received by our office before your​
​scheduled visit.​
​Our clinical team reviews all upcoming appointments and will follow up with the lab or imaging center​
​if results are not on file. However, it is the patient's responsibility to complete all ordered testing as soon​
​as possible.​

​If required results are not available by the day of your appointment, the visit may be​
​rescheduled, and a $150 late cancellation fee may apply.​

​Aesthetic Appointment Rescheduling (e.g., Botox, Microneedling)​
​Due to the limited availability and preparation involved in aesthetic services:​
​- Appointments rescheduled with less than​​72 hours'​​(3 days)​​notice will result in forfeiture of your​
​deposit.​
​- A new deposit will be required to book any future aesthetic appointments.​

​General Cancellation & No-Show Policy​
​We understand that unexpected situations may arise. However, we kindly ask that you provide as much​
​notice as possible when canceling or rescheduling an appointment. As a courtesy, an appointment​
​reminder call to you is made/attempted 1 business day before your scheduled appointment. However, it​
​is the responsibility of the patient to arrive for their appointment on time.​
​The following applies to all appointment types (excluding aesthetic and procedures, which follow​
​separate policies):​
​-​​Cancellations with less than 24 hours' notice will​​incur a $150 late cancellation fee.​
​- Missed appointments without notice will be recorded as a "No-Show."​
​-​​A $150 No-Show fee will be charged for each missed​​appointment.​
​- If you have not arrived within​​15 minutes​​of your​​scheduled appointment time, your appointment may​
​be marked as a No-Show and subject to the $150 fee.​
​- If you accumulate three (3) No-Show or late cancellation appointments within a 12-month period,​
​dismissal from the practice may be considered. Written notification will be sent by mail if this occurs.​

​Procedure-Specific Cancellation Policy​
​For advanced in-office procedures that require special preparation or extended time (e.g., biopsies,​
​NovaSure, labiaplasty, ThermiVa,):​
​- Cancellations with less than 24 hours' notice or failure to show will result in a $250 procedure no-show​
​or late cancellation fee.​

​Jillian Woodruff MD​ ​·​ ​Jessica Wilson, FNP-C​ ​·​ ​Tara Wood, PA-C​
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​Patient Authorization for Use and Disclosure of Protected Health Information​
​(This form lets Modern Gynecology talk with a loved one,​​emergency contact​​, friend, or other person you choose about​
​your care if needed- including if they call on your behalf or if there is an urgent or emergency situation and we cannot​
​reach you directly.)​

​By signing this authorization, I _______________________________________ authorize Modern Gynecology​
​to use and/or disclose certain Protected Health Information (PHI) about me to:​

​Name: ____________________________________________________________________________​

​Relationship to Patient: ________________________________ Phone: ________________________​

​Information to be Disclosed (check or describe):​
​ALL relevant medical information​
​Test results​
​Treatment plans​

​Billing/ insurance​
​Other: ________________________​

​Authorization Applies To (check all that apply):​
​Routine care discussions​
​Scheduling matters​
​Test results/ treatment​
​Billing questions​

​Emergency situations when I cannot be​
​reached​
​When the individual calls on my behalf​

​Purpose and Scope of Disclosure:​
​This authorization allows Modern Gynecology to communicate with the individual listed above regarding my care,​
​appointments, test results, billing matters, and treatment information. This includes situations where the listed individual​
​contacts the practice on my behalf and urgent or emergency circumstances when I am unavailable or unable to​
​communicate directly.​​By signing, I permit Modern​​Gynecology to speak with, share information with, and receive​
​information from this individual regarding my medical care and related time-sensitive decisions.​

​Expiration:​​This authorization expires on ___________________​​or upon this event: ___________________.​

​The Practice will not receive payment from a third party for using or disclosing this PHI. I am not required to sign this form​
​to receive treatment. I may refuse to sign. Information disclosed under this authorization may be redisclosed and no​
​longer protected by HIPAA. I may revoke this authorization in writing at any time except where action has already been​
​taken in reliance on it. Revocation must be submitted to the Privacy Officer at 3851 Piper St – Suite U464, Anchorage, AK​
​99508.​

​Patient Name:​​_____________________________________________________________________​

​Signature:​​__________________________________________________​​Date:​​_________________​

​If signed by legal representative, print name/relationship:​​_________________________________​

​Signature:​​_________________________________________________​​Date:​​__________________​
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​Modern Gynecology Policies Agreement Form​
​By​​initialing​​the following sections, I confirm that​​I have read, understood, and agree to the​
​policies and procedures of Modern Gynecology.​

​________​​Receipt of Notice of Privacy Practices Written​​Acknowledgment Form:​​I acknowledge that​
​I was provided a copy of the Notice of Privacy Practices for Modern Gynecology.​

​________​​Financial Policy:​​I verify that I have read​​and understand this Financial Policy.​

​________​​Authorization for the Release of Information​​and Assignment of Benefits for Patients:​
​I have read, understood, and agreed to the Authorization​​and Release.​

​________​​Explanation of Fees for Gynecological Visits:​
​I understand and agree to the terms of the Explanation​​of Fees.​

​________​​Patient Portal Messaging & Billing Notice:​
​I understand and agree to the Patient Portal terms.​

​________​​Informed Consent for Telehealth Services:​​I understand and agree to the Telehealth terms.​

​________​​Photography and Video Consent:​
​Strictly for documentation and evaluation purposes​​related to my care​​.​

​Photography and Video Consent- Educational and Marketing Uses:​

​________​​AGREE​ ​________​​DECLINE​

​________​​No- Show/ Missed Appointment​​Policy:​
​I have read and understand the Modern Gynecology No Show/ Missed Appointment Policy​
​and understand my responsibility to plan appointments accordingly. I agree to notify Modern​
​Gynecology appropriately if I have difficulty keeping my scheduled appointments.​
​Failure to do so may result in a $150 no show fee.​

​By initialing the above sections, I acknowledge that I have read, understood, and agree to abide by the​
​policies and procedures in place for Modern Gynecology. I further consent to any treatments or services​
​provided in accordance with these policies.​

​Patient Name:​​_____________________________________________________________________​

​Signature:​​__________________________________________________​​Date:​​_________________​

​If signed by legal representative, print name/relationship:​​_________________________________​

​Signature:​​_________________________________________________​​Date:​​___________________​
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​CONSENT FOR RELEASE OF MEDICAL INFORMATION​

​I hereby authorize: ____________________________________________________________________​
​(Name of individual/ organization/ location –​​OTHER OFFICE​​you’ve previously been seen at)​

​to disclose health information from the medical record(s) of:​

​Patient Name:​​_______________________________________________​​DOB:​​___________________​

​Address:​ ​___________________________________________________________________________​

​Date(s) of Treatment:​​_________________________________________________________________​

​(Include any records, imaging, or labs relating​​to care within the last​​2–5 years​​)​

​Release Information To:​
​MODERN GYNECOLOGY​
​3851 Piper St, Suite U471, Anchorage, AK 99508​
​p. 907-339-0363 | f. 907-339-2363​

​Information to be Released (check all that apply):​
​Office/Clinical Notes​
​Procedure Notes​
​Lab/Path Reports​

​Imaging Reports​
​Billing​
​Other: __________________________ ​

​HIV/AIDS or related info (​​special consent & signature​​required​​) _________________________​

​Purpose of Release:​
​Continuing Medical Treatment​
​Litigation/Review​

​Personal Use​

​Insurance (Company): __________________________ ​
​Other: _______________________________________​

​Expiration:​​This authorization expires 180 days from​​the date of signing or upon: __________________.​

​This consent allows Modern Gynecology to use/disclose health information for treatment, payment, or healthcare operations as​
​described in the Practice’s​​Notice of Privacy Practices​​.​​I understand I may review the Notice, request restrictions (though the Practice is​
​not required to agree), and revoke this consent in writing at any time except where action has already been taken. No further information​
​will be released without additional written authorization.​
​I understand these records are protected under federal and state law and cannot be disclosed without my consent unless otherwise​
​provided by law. I hereby RELEASE, HOLD HARMLESS, AND AGREE NOT TO SUE Modern Gynecology, its employees, or agents in​
​connection with the authorized disclosure of these records.​

​Patient Name (print):​​_________________________________________________________________​

​Signature of Patient:​​___________________________________________​​Date:​​_________________​

​If signed by legal representative, print name/relationship:​​__________________________________​

​Signature:​​__________________________________________________​​Date:​​___________________​

​Jillian Woodruff MD​ ​·​ ​Jessica Wilson, FNP-C​ ​·​ ​Tara Wood, PA-C​
​3851 Piper St. Ste U471, Anchorage, AK 99508​
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