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Thank you for scheduling an appointment with our office.  It is our pleasure to welcome you to Harold A. 

Nord, M.D., Obstetrics & Gynecology, S.C. in advance of your first visit. 

 

In this packet you will find some patient information that will help familiarize you with the practice and how 

we operate.  If you have any questions after reading the material, please feel free to phone us and we will 

address them prior to your visit.  Also included is a patient Registration Form.  Please complete the form and 

bring it with you to your appointment.  In addition, please bring your insurance card and a photo I.D. so that 

we may have a copy for our records.  We would like to remind you that understanding your insurance coverage 

is the patient’s responsibility.  We recommend that you call your insurance to be aware of how they 

cover office visits and what hospital they will cover.  Being informed of these preferences ensures you will 

have the optimum payment of services and no surprises when billed. 

 

We invite you to acquaint yourself with our office philosophy and be introduced to the staff by viewing all 

areas of our website before your scheduled appointment time.   

 

We appreciate you selecting our office for your medical care.  Our entire staff will work hard to serve your 

needs. 

 

Serving Christ through healthcare, 

The Office of Dr. Harold Nord 
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FINANCIAL POLICY 

 

It is our hope that you will understand that our financial and billing policies are necessary to maintain vital health care 

services to our patients and community.  

Our practice is committed to providing the best treatment possible for our patients and we charge what is usual and 

customary in this area.  You are responsible for payment in full, regardless of any insurance company’s arbitrary 

determination of usual and customary rates. 

INSURANCE AND BENEFITS 

Remember that insurance is a contract between you and your insurance company and it is your responsibility to 

understand the basic coverage of that contract.  Please check with your insurance to verify if a referral is required 

prior to your visit and what their preferred hospital choice is. 

PAYMENTS 

Co-payments will be collected on the day of your appointment, as you check in.  All insurance companies require that 

the physician collect all co-pays from the patient. 

 

OFFICE PAYMENTS 

We request that all office visit charges and office procedures be paid at time of service, unless you are covered by an 

insurance plan that we are currently enrolled in.  WE ACCEPT CASH, CHECKS, DISCOVER, VISA AND MASTER CARD. 

 

PAYMENT PLANS 

In circumstances where a claim is pending or no insurance coverage exists, a payment plan may be initiated.  We will be 

pleased to cooperate with you in establishing a payment program.  All payment plans are to be established prior to 

services provided. 

 

 

 

 

 



 

 

PATIENT INFORMATION         

 (PLEASE PRINT) 

 

Date______________________________ 

Preferred Phone ______________________________________OK to leave message___ 

Name_____________________________________________________ 

Soc. Sec #________________________ 

Address______________________________________________Email_________________________________ 

City_________________________________________________State__________________Zip_____________ 

Sex _____M_____F   Age_____  Birthdate _________________ ____Single ____Married ____Widowed ____Separated ____ Divorced 

Employed by__________________________________ Occupation ___________________________________ 

Business Address________________________________________________ Business Phone_______________ 

Whom may we thank for referring you?______________________ Primary Care Physician ________________ 

In case of emergency who should be notified?_________________ Phone _____________________________ 

I give my permission to give any of my medical results to ___________________________________________ 

 

PRIMARY INSURANCE INFORMATION 

Guarantor_________________________________________________________________________________ 

Relation to Patient _______________ Guarantor Birthdate _________ Guarantor Soc. Sec # _______________ 

Address (If different from patient’s)_________________________________________ Phone _____________________ 

City _________________________________ State _____________________ Zip ________________________ 

Guarantor Employed by ______________________________________________________________________ 

Insurance Company _________________________________________________________________________ 

Insurance ID #______________________________________ Group #_________________________________ 

 

SECONDARY INSURANCE INFORMATION 

Guarantor_________________________________________________________________________________ 

Relation to Patient _______________ Guarantor Birthdate _________ Guarantor Soc. Sec # _______________ 

Address (If different from patient’s)_________________________________________ Phone _____________________ 

City _________________________________ State _____________________ Zip ________________________ 

Guarantor Employed by ______________________________________________________________________ 

Insurance Company _________________________________________________________________________ 

Insurance ID #______________________________________ Group #_________________________________ 

 

ASSIGNMENT AND RELEASE 

I, the undersigned certify that I (or my dependent) have insurance coverage with 

_______________________________________________________________________________________ 

 and assign all insurance benefits directly to Dr. Harold Nord OB/GYN, S. C.  I understand that I am financially 

responsible for all charges.  I hereby authorize Dr. Harold Nord OB/GYN, S. C.  to release all information 

necessary to secure the payment of benefits. I authorize the use of this signature to release any medical 

information requested by my insurance company, attorney, or by another physician.  

 

                   Guarantor Signature                                                         Relationship                                     Date 



                                                   PATIENT HISTORY FORM     

Name___________________________________________________________________________________Age______  Birthday____________  Date____________ 
Drug  Allergies ___________________________________________________________________________________________________________________________ 
Latex , Food or Other Allergies _____________________________________________________________________________________________________________  
Primary Care Physician____________________________________________________________________________________________________________________ 
 

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

Drug Name and Dosage Reason for Medication Drug Name and Dosage Reason for Medication 
    
    
    
    
    
    
 

GYNECOLOGIC HISTORY 

Age at First Menstrual Period _______________     First Day of Last Normal Menstrual Period ______________      Menopausal  Yes______ No______  
Date of Last Pap Smear _______________  Result:  Normal______  Abnormal______       History of  Abnormal Pap Smear  Yes______ No______ 
Have you ever needed treatment for an Abnormal Pap Smear__________________________________________________________________________________ 
Last  Mammogram_____________ History of  Abnormal Mammogram  Yes______ No _____  Last Bone Density ____________ Last Colonoscopy _________ 
Is our period flow: Heavy______ Medium ______ Light ______  Do you experience cramps with your period? Yes_____ No_____ 
Do you ever feel as though your periods impact the quality of your life?  Yes______ No______ 
Do you ever experience irregular or inconsistent bleeding patterns?        Yes______ No______ 
Would  you like information on a simple, safe in office procedure, that can reduce or eliminate your monthly periods?     Yes______ No______ 
 

URINARY HEALTH 
Do you ever leak urine when you cough, laugh, or sneeze?  Yes______  No______ 
Do you ever feel as though you have to urinate urgently?     Yes______ No______ 
Do you feel like you have to urinate too frequently?             Yes______ No______  
Do you ever experience painful urination?                         Yes______ No ______ 
 

NUTRITION & WELLNESS Are you interested in receiving information about products to help you develop the JP+ health habit?   

*Juice Plus+ is whole food nutrition · a way to add nutrition from a wide variety of fruits, vegetables, and grains to your daily diet . Yes______ No ______ 
*Juice Plus+ Complete is a whole food based powdered beverage mix that provides balanced nutrition. It contains no corn, yeast, wheat, egg or milk 
products.  Yes______ No_____ 
If you would like to be contacted about Juice Plus please write down the best number to be reached_______________________________________________ 
 

 

 

 

         



 

  PATIENT HISTORY FORM                                                  

 

OBSTETRIC HISTORY 

 NUMBER  NUMBER  NUMBER 

Pregnancies  Full Term Births  Premature Births < 38 weeks  
C-Sections  Vaginal Deliveries  Living Children  
Miscarriages  Abortions  Adopted Children  
Please mark if you have had the following 

Tubal Ligation__________ Essure __________ Hysterectomy__________ Menopause_________ Husband Vasectomy__________ 

PREGNANCY HISTORY (If your family is complete you may skip this section) 

 Delivery Date Baby³s Gender Weeks Pregnant Birth  Weight Vaginal Delivery C-Section Complications/Provider Notes 

1.        

2.        

3.        

4.        

5.        

6.        
7.        
8.        
 

OPERATIONS/ HOSPITALIZATIONS/OUT PATIENT AND OFFICE PROCEDURES 

Date Reason Date Reason 

    

    

    

    

    

    

    
 

SOCIAL HISTORY 

 Yes No Provider Notes 
Do you smoke cigarettes? Packs per day____# years smoked_____ year quit______    
Do you drink alcohol?  Drinks per day/week _____  Drinks per month/year ________    
Do you use caffeine? Type_______________________________ # per day________    
Do you exercise regularly?  Type_____________________ Frequency____________    
Is your diet healthy? Yes______ No______ Any diet restrictions? ________________    
Do you have a religious affiliation? _________________________________________    
Do you use street drugs?  Type___________________________________________    
Have you ever been physically or sexually abused by anyone?    
Are you sexually active? # of current partners______ # partners in lifetime______    
Marital Status: Single ____Married ____Widowed ____Separated ____ Divorced               Spouse’s Name_________________________________________________ 
If you are less than age 18:  
Whom do you live with? _______________________________________________________________________________________________________ 
Where are do you go to school? ________________________________________________________________________________________________ 
List extracurricular activities you are involved in: ___________________________________________________________________________________ 
 



PATIENT HISTORY FORM 

MEDICAL AND FAMILY HISTORY 

Please mark if you have a personal or family history of the following conditions.   

CONDITION SELF FAMILY WHICH RELATIVES  PROVIDER NOTES 
BIRTH DEFECT OR GENETIC DISORDER     
MULTIPLE BIRTHS     
DIABETES     
HIGH CHOLESTEROL     
HIGH BLOOD PRESSURE     
STROKE     
HEART DISEASE     
THYROID DISORDER     
OSTEOPOROSIS (low bone density)     
SEIZURE DISORDER     
AUTOIMMUNE DISORDER (lupus)     
MENTAL HEALTH PROBLEM (depression/anxiety)     
ENDOMETRIOSIS     
LUNG PROBLEMS      
BOWEL PROBLEMS     
KIDNEY OR URINARY PROBLEMS     
MUSCLE/ JOINT PROBLEMS     
VEIN PROBLEMS     
ANEMIA OR BLEEDING PROBLEMS     
BLOOD TRANSFUSION     
INFECTIOUS DISEASES     
SEXUALLY TRANSMITTED INFECTION     
INFERTILITY     

 

CANCER HISTORY SELF FAMILY WHICH 
RELATIVES  

AGE 
DIAGNOSED 

PROVIDER NOTES 

BREAST CANCER      
OVARIAN CANCER      
UTERINE CANCER      
CERVICAL CANCER      
COLON CANCER      
SKIN CANCER      

 

Please list any other conditions 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 


