
Date:

Name

Phone Number:

DOB:

Email Address

Age:

I am interested in

BIO-IDENTICAL HORMONE THERAPY REPLACEMENT

Have you done hormone replacement before? Y / N

If currently on it, what type of therapy: OTC

If you are currently on pellet therapy, why are you leaving;

Currently on: Y / N

O ralsCreams Patches Pellets

List any past therapies you have done:

Have you had a hysterectomy: Y / N

Have you had a uterine ablatfon: Y / N

Do you currently have cycles: Y / N

Do you have an !UD: Y / N

OTC Creams Orals

Ovaries removed: Y / N

Tubes Tied: Y/ N

Are they regular: Y / N

Patches Pellets

Are they heavy: Y / N

VAGINAL REJUVENATION

What type of symptoms are you having?

Stress Urinary Incontinence (Leakage when cough, sneeze, lifting etc)

Laxity

Dryness

Desire

How dId you hear about us?

. Google

Facebook

Physician

Friend:

Prior Patient



FOR OFFICE USE ONLY

DATE

TIRPACK MEDICAL PROCEDURES
PATIENT REGISTRATION SHEET

Patient Name: Maiden/Other Name:

Birthday: Sex : Social Security Number: Race:

Street Address City/State: Zip:

Cell Number: Home Number: Marital Status:

Pharrnacv Name: Pharmacy Number:

Patient Email Address:

Patient Employer: Employer Phone

Employer's Address: City/State: Zip:

Patient Occupation :

NOTICE OF PRIVACY PRACTICE ACKNOWLEDGEMENT

I understand that. under the Health Insurance Poltability & Accountability Act of 1996 (“HIPAA’I 1 have certain rights to privacy
regarding my protected health infolmation. I understand that this information can and will be used to:

• Conduct, plan and direct my treatment and follow-up among multiple healthcare providers who may be involved in that
treahncnt directly and indirectly ,

' Obtain payment from third-party payers.

• Conduct normal healthcare operations such as quality assessments and physician certifications,

Effective April 14, 2003 (Due to federal guidelines under HIPPA) we are now required to have a release form signed by patient
before we can give out any medical or financial information to any person other than the patient

Please list below the names, relationship, and phone numbers of any authorized individuals (spouse, family members, friends.
caregivers, etc;) that we may discuss your medical or filrancial information with

Name

I

Relationship Phone Number Emergency Contact
Yes or No

2

3.

May \ve leave medical information on your cell or home voice mail? Yes No

Signature of Patient/Parent :

If you DO NOT want any nledical or financial information discussed with anyone other than yourself please sign here:

Signature of' Patient/Parent :



FOR OFFICE USE ONLY
BP: WT:
tIT:
Al_LER< 1 1 F-= S:

DATE
INSURANCE INFORMATION SHEET

(Please Print)

INSURANCE IN FORl\iAT[ON
P pojicy , Group H

EfFective Date
Expiration Date Relationship to Patient

Subscribers Name Subscribers DOB

Swondar)’ Insurance

EfFective Date

Policy Group #

Expiration Date Relationship to Patient

Subscribers Name Subscribers DOB

CONSENT FOR HEALTHCARE SERVICES: Initial:
I hereby, authorize my physician or clinic staff to provide treatlnent, maintenance, care, and test diagnostic procedures, x-rays,
surgical and medical treatments as may be necessary for the preservation or protection of my health, safety, and well being. I
understand that no guarantees have been given as to the effectiveness or outcome of any treatment or procedure rendered. 1

intelligently, voluntarily and freely give my consent or warrant that I am legally authorized to give consent on behalf of the patient.

AUTHORIZATION TO RELEASE INFORMATION: Initial:
1 authorize my physician or clinic staff to release medical records. related medical information and charge information for my
outpatient/clinic visit for the purpose of further medical treatment and detemnining insurance coverage and medical payment owed
to clinic/hospital charges, including but not linlited hospital or medical service companies, insurance companies, workers
compensation earners, or welfare funds. I certify that the infonnation given by me in applying for paynrent under title XVlll and

XIX of the social security act is correct. I authorize any holder of medical information given by me to release to the Social Security
Administration or its intermediaries or the Medicaid agency or its intennediaries any information needed for the Medicare Ol

Medicaid c]aim. I consent to the release ofinfonuation including psychiatric drug, alcohol and substance abuse records. I consent to
the release of information of any specialist in the event of my physician refers me.

ASSIGNMENT OF BENEFITS (if covered by insurancO Initial:
I direct that my insurance company pays the benefits for this treatment directly to the clinic. I assign to the clinic/hospital for the
purpose of security, any right I may have to receive such payment directly from the insurance company, and hereby revoke any
prior authorizations which I may have given to the contral)/. I agree to cooperate fully with the clinics efforts to obtain paytnent
under such policy and will execute any additional documents my insurance company may require in order to process the clinics
claim. In the event of any overpayment of insurance benefits, (as where two policies are subject to a coordination of benefits) I
authorize the clinic to refund to the company making such overpayment

FINANCIAL RESPONSIBILITY Initial:
I understand by signing below. I AGREE TO PAY THE CLINIC AL BILL for the services rendered, whether or not I am the
patient. i agree that I will pay this bill in full whether or not charges are or should have been covered by insurance. I have been

advised that the clinic does not extend credit and that payment is due in full at time ofsewice. I agree that if this account is not paid
when due. and if the clinic refer to an attorney for collection, I will pay all costs of collection including interest, and a reasonable
attorney’s fee (even if suit is not filed) I hereby waive all rights of exemption which are available to me under the laws of Alabama
or of the united states,

CANCELLATION POLICY FOR PELLET INSERTION Initial:
We understand that there are tirnes when you must miss an appointment due to emergencies or obligations for work or family,
I'Iowever. when you do not call to cancel an appointment, you may be preventing another patient from getting much needed
treatment. Conversely, the situation may arise where another patient fails to cancel and we are unable to schedule you for a visit
due to the seemingly "full" appointment book. Dr. Tirpack wants to be available for your needs as well as the needs of all our other
patients. By respectfully calling our once 24 business hours before scheduled appointment; it gives us plenty of time to refill the
reserved time. We have a list of patients that need or want in sooner and this time &ame will allow our staff to do this.
EFFECTIVE JANUARY 1, 2018, if an appointment is not cancelled at least 24 business hours in advance, you will be

charged a $25 fee

Signature of Patient Date



FOR OFFICE USE ONLY
BP: \vr:
HT:

ALI.LI{GIllS:
DATE

NAME:
OCCUPATION

FEMALE MEDICAL HISTORY FORM
PRIMARY CARE PHYSICLAN
REFERRED BY

M Ang REASON FOR VISI'l
HAVE YOU EVER DONE HORMONE REPLACEMENT BEFORE? IF SO. WHERE

OBSTETRICAL HISTORY
YEAR LEN(i'1’1 1 OF

I)REC-INANCIES

LIST ALL. PREGNANCIES (INCI,UDING MISCARRIAGES, ABORTIONS, ETC.)
HOSPITAL COMPLICATIONS Bl RTI 1

WEIGHT
SEX GESTATIONAI

D] ABE’rES
1

2
3

4

SURGICAL HISTORY
YEAR

2
3
4

LIST ALL. SURGERI ES

SURGERY 1 iosPJ'rAL

MEDICATIONS PLEASE I,]ST ALL NIEDICATIONS AND DOSE (INCLUDING VITAMINS AND SUPPLEMENTS)

DRI(; ALI #ERC IES :

HABITS
I IAVH YOU EVER OR I)o YOt J CURRENT I.Y?
II SMOKE
2. RECREATIONAI . DRLF( IS
3 . DRINK ALCOI IOI
+. l:XERCISE

FAMILY HISTORY
DO YOU HAVE ANY RELATIVES WITH ANY OF THE FOLLOWING?

HIGH BLOOD PRESSURE
HEART DISEASE
DiABE'rES
BREAST CANCER. WHO
ANY OTHER TYPE OF CANCER

GYNECOLOGICAL IIISTORY
FIRST DAY OF LAST CYCLE
AGE \VF{liN YOU STARTED
I lo\V MANY DAYS DO YOU FL.O\V
DAI-II OF LAS'[ PAP
WIIERE WAS IT DONE
lIAVE! YOU HAD A t IYSl-llltltC’i’oMY

BIRTI-l CONTROL
CUItRENT METHOD

PREVIOUS METHOD
MAMMOGRAM

DATE OF LAST MAMMOGRAM (MM/VV)
WHF/RE WAS IT DONE

PAST MEDICAL HISTORY
PLACE AN “X” NEXT TO ANY OF THE FOLLOW[NG CONDITIONS YOU hAVE OR HAVE EVER HAD

PAINFUL CYCLES DIABE’I'ES HEART TROUBLE PSYCHIATRIC CARE
BREAK THROUGH BLEEDING HEART DISEASl; IIEART MURMURS BONE PROBLEMS
I IUrl;GULAR CYCL£S MITRAL VALV£ PROLAPSE ANEMIA MUSCLE PROBLEMS
ABNORMAL PAP RHEUMATIC FEVER BLOOD TRANSFUSION BREAST DISEASE
C£NITAL WARTS KIDNEy DISEAS£ EL£VATED CHOLESTEROL ASTHMA
STD'S LIVER DISEASE CI IEST PAIN EMPHYSEMA
I}EL VIC INFECTION TUBERCUI..OSIS GALI 'B['ADDER PROBLEMS FAINTING SPELLS

INVOLUNTARY URINE 1.OSS _ THYROID PROBLEMS YI{1.1.OW JAUNDICE (HEPATITIS) _, _„. CONVULSIONS
PAINFUL iNI'ERCOURSE EPILEPSY/SF,TZURES tJLCERS RECENT WT CHANGES

PNEUMONIA PHI,EB11'1 S (Bl.ODD CL.OI'S) Bl,OODY STOOLS OR VOMITUS OSTEOPOROSIS
SENt J AIJMAR]TAL PROBLEMS MIGRAINES/HEADACIII•:S BOWEL I I ABIT CHANGES OSTEOARTI-IRIS
ABI JSE/VIOl'ENCI.: DIGESTIVE DISORDER coLi'r]s OR SPAST IC COLON
BREAST PROBLEMS I {YPERTENSION KIDNEY rNFECr ION
NI ppl,E DISCI IARGE ALLERGIES BLADDER INFECTION
DEPRESSION CANCER BLOOD IN URINE
FEELING TI IAT PELVIC ORGANS ARE FALLrNG OUT OTHER



FEMALE SYMPTOM RATING CHART

Jill Tirpack, M.D., M.P.H., F.A.C.o.G

Name

Email Address:

Age : Wt : Ht : Allergies:

Hysterectomy: ( ) yes ( ) no if yes, when? Last Mammogram?

If you have experienced any of the following symptoms, please check below:

PRE-INSERTION POST-INSERTION

MILD I BAD I SEVERE
Mood Changes/Irritabi]
Tension

Brain Fog/Memory Los

Fatigue
Decreased Sex Drive
Mental Confusion

Depression

Sleep Loss

Migraines/Severe
Headaches
Hot Flashes

Night Sweats

Vaginal Dryness

Pre-Insertion

Date

Testosterone

FSH

E2

TSH

Vitamin D

Vitamin B 12

P4:

Other

Insert #1

Date

T:

E2:

P4: Y / N

Dose:

Date of Insertion:

Phone #

Pharmacy #

SAME I IMPROI
Mood Changes/Irrit:
Tension

Brain Fog/Memory
Fatigue

Decreased Sex Driv'
Mental Confbsion

Depression

Sleep Loss

Migraines/Severe
Headaches

Hot Flashes

Night Sweats

Vaginal Dryness

LAB WORK

4 Wk Post Insert

Date

Testosterone

FSH

E2

P4:

Other

12 Wk Post Insert

Date

Testosterone

FSH

E2

P4

Vitamin D

Vitamin B12

Other



AUTHORIZATION FOR RELEASE OF MEDICAL RECORD INFORMATION

Patient Name: Date of Birth:

Phone Number (Cell); Phone Number (Home):

Address: City/State/Zip :

Dates and Type of information to disclose:

2 years prior from last date seen

Specific Information Requested

Dates Other:

RESTRICTIONS: Only medical records originated through this healthcare facility will be copied unless otherwise
requested. This authorization is valid only for the release of medical information dated prior to and including tIre date
on this authorization unless other dates are specified,
I understand the information ill my health record !nay include information relating to sexua] ly transmitted disease,

acquired immunodeficiency syndrome (AIDS), or human ilnmunodetlciency virus (HIV). It may also include
information about behavioral or mental health services, and treatlnent for alcohol and drug abuse.

This information may be disclosed and used by the following individual or organization:

Release From :

Company Name:
Address:

City, State, Zip:
Phone #:
Fax #:

Release To: Dr. Jill Tirpack

Tirpack Medical Procedures
2057 Valle)'dale Road, Ste 210
Hoover. AL 35244

Phone: (205) 822-0212

Fax: (205) 822-0214

Please mail records

Please fax records to (205) 822-0214

I understand 1 may revoke this authorization at any time. I understand that if 1 revoke this authorization, I must do so in
writing and present my written revocation to the health infortnation Inanagelnent dcpartnrelrt. I understand that thc
revocation will not app]y to information that has already been released in response to this authorization. I understand

that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest
a clailn under my policy. Unless otherwise revoked, this authorization will expire on the following date, event, or
condition:
If I fail to specify an expiration date, event, or condition, this authorization \viII expire 1 year from the date
sjgned

I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization.

I need not sign this form in order to assure treatment. I understand that I may inspect or obtain a copy of the information
to be used or disclosed, as provided iII CFR 164.524. 1 understand that any disclosure of information carries with it the
potential for an unauthorized re disclosure and the infornlation may not be protected by federal confidentiality rules. It
I have questions about disclosure of my health information, I can contact the authorized individual or organization
making disclosure,

I have read the above foregoing Authorization for Release of Information and do hereby acknowledge that I am
familiar with and fully understand the ternrs and conditions of the authorization.

Signature of Patient/Plirel\t/Gutuc thIn or Aiithorited Represelltafive Date


