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AU T H O R I Z AT I O N  F O R  R E L E AS E  O F  I N F O R M AT I O N

I understand and authorize my medical information to be released to Premier Women’s Health from:

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

This information is to be released to:

PREMIER WOMEN’S HEALTH
DR. CAROLYN KOLLAR

1758 BROAD PARK CIRCLE SOUTH
MANSFIELD, TEXAS 76063

FAX  (972) 780-7385

I understand that the information is to be release for the following purposes (mark all that apply):

         ___TREATMENT  ___REFERRAL  ___CO-MANAGEMENT  ___CONTINUITY OF CARE

         ___RECORD REVIEW  ___PATIENT REQUEST ___OTHER: ______________________________________________

Information to be requested from the following time period:

From: _____________________________________ (month/year)     To: _____________________________________ (month/year)

I hereby authorize Premier Women’s Health to use/disclose my protected health information in accordance with the current 
Health Insurance Portability and Accountability Act (HIPAA) guidelines. I understand that I may be responsible for any processing 
fee that may be required for the requested information. Identification will be required for patient privacy and confidentiality. I 
understand that my medical information may include sensitive health information. I understand that I may revoke this authorization 
in writing at any time. I understand that this authorization expires 180 days from that date of my signature. A photocopy of this 
authorization is considered as valid as the original. I understand that if the recipient authorized to receive that health information 
is not a health plan or healthcare provider the released information may no longer be protected by federal and state privacy 
regulations.

____________________________________________________________________________________________________________________
Signature of Patient or Legal Representative       Date

____________________________________________________________________________________________________________________
If Representative, specify relationship to patient       Date

* * * If more than 10 pages, please mail the records to our office. * * * 

NAME DATE

PREMIER WOMEN’S HEALTH, LLC



PWH, LLC - Demographics (1 of 1)

D E M O G R A P H I C S

PAT I E N T  I N F O R M AT I O N

NAME : _________________________________________________________________________  DOB ________________  AGE ________

EMAIL: _____________________________________________________________________  PHONE: _______________________________

ADDRESS: ___________________________________________CITY: _______________________STATE: ___________ZIP:_____________

Race: __________________________________   Sex:        Male  /    Female    /    Intersex  

Marital Status:  Single / Married / Divorced  / Widowed

Occupation: ________________________________________________________________________________________________________

I N S U R A N C E
PRIMARY INSURANCE

Name of Insured: ____________________________________________________________DOB: ____________________

Relationship to patient:  Self / Spouse / Child / Other :_____________________________________________________

Issuer: __________________________________________________________________ Group ID: ____________________

Phone Number if different from above: __________________________________________________________________

SECONDARY INSURANCE

Name of Insured: ____________________________________________________________DOB: ____________________

Relationship to patient:  Self / Spouse / Child / Other :_____________________________________________________

Issuer: __________________________________________________________________ Group ID: ____________________

Phone Number if different from above: __________________________________________________________________

NAME

RELATIONSHIP

PHONE

ADDRESS

CITY STATE ZIP

EMERGENCY CONTACT

NAME

RELATIONSHIP

PHONE

ADDRESS

CITY STATE ZIP

RESPONSIBLE PARTY

H O W  D I D  Y O U  H E A R  A B O U T  U S ?
Google Search: _______________________  / Friend or Family: _____________________  / Social: ____________________ 

Other: ___________________________________________________________________________________________________

NAME DATE

PREMIER WOMEN’S HEALTH, LLC



PWH, LLC - Patient Profile (1 of 2)

PAT I E N T P R O F I L E

M E D I C A L  H I S T O R Y Circle if you have had a history of any of the following:

Measles/German Measles
Chicken Pox / Mumps
Whooping Cough / Diphtheria
Rheumatic Fever/Scarlet Fever
Mumps 
Tuberculosis
Covid 19
Pneumonia / Bronchitis / Asthma
Sickle Cell/Sickle Cell Trait 
Diabetes 
Heat Attack / Heart Failure
High Cholesterol 
High Blood Pressure

Drug Allergies and what reaction(s):

Current Medications (include medicines/vitamins/supplements/herbs with dosage):

_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_________________________________________________________________(please use back  if you need more space)

Blood Clotting Disorders
Deep Vein Thrombosis / Pulmonary Embolism
Hypothyroid
Hyperthyroid
Heart burn/Reflux 
IBS/IBD/Constipation/Diarrhea
Diverticular Disease
Crohn’s Disease / Ulcerative Colitis
Stroke/TIA
Migraines / Seizures
Depression / Anxiety / Bipolar / Schizophrenia
Sexually Transmitted Infections
Cancer

Any recent travel outside the US (when/where):
_______________________________________________________________________________________

_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

Any other health issues:

Surgeries / Procedures:
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

NAME DATE

PREMIER WOMEN’S HEALTH, LLC

AGE MARITAL STATUS OCCUPATION

(CONTINUED)



FA M I LY  H I S T O R Y
Circle any if your family has a history of any of the following, 
then specify family member:

Diabetes: _____________________________________________
Heart Attack: __________________________________________
High Blood Pressure: __________________________________
High Cholesterol: ______________________________________
Ovarian Cancer: _______________________________________
Breast Cancer: _________________________________________
Uterine Cancer: ________________________________________
Cervical Cancer: _______________________________________
Colon Cancer: _________________________________________

Last Pap Smear:  Date ___________________________    Results ___________________________     Where___________________________

Have you ever had an abnormal Pap?     No          Yes      If yes, date: _______________ Treatment: ___________________________   

Mammogram: Date ___________________________    Results ___________________________

Colonoscopy: Date ___________________________    Results ___________________________     

DEXA Scan (bone density): Date ___________________________    Results ___________________________

Current Birth Control ________________________________________________________________________________________________

MENSTRUAL & SEXUAL HISTORY

Are your cycles:  light / medium / heavy  # tampons/pads on heaviest day:________     Do you have sex with: men/women/both/none

   ___________ Age of first menstrual cycle Are your cycles regular?        No        Yes Do you have cramping?        No        Yes

   ___________ # Days you bleed   Do you have clotting?            No        Yes  Size of Clots: _________________________

   ___________ Age of first intercourse            _________ # Current sexual partners                 _________ # Lifetime sexual partners

PREGNANCIES, MISCARRIAGES & ABORTIONS 
   Year     Length of Pregnancy     Hours in Labor     Weight of Baby     M/F     Anesthesia                           Complications

1_______________________________________________________________________________________________________________________

2_______________________________________________________________________________________________________________________

3_______________________________________________________________________________________________________________________ 

4_______________________________________________________________________________________________________________________ 

5_______________________________________________________________________________________________________________________

6_______________________________________________________________________________________________________________________

Tobacco Use
          Smoking  __________  Vaping __________ Chewing __________

Alcohol Use
          Type ____________________  Drinks/Wk _________________     Frequency: Experimental / Social / Regular Use

Recreational Drug Use: Marijuana / CBD / Cocaine / Heroine / LSD / PCP / Meth / Other: ___________________________________
          Frequency: Experimental / Social / Regular Use  

PWH, LLC - Patient Profile (2 of 2)

Thyroid Cancer: __________________________________________
Skin Cancer: _____________________________________________
Heart Attack: ____________________________________________
Stroke / TIA: _____________________________________________
Blood Clotting/DVT/PE: __________________________________
Hyperthyroid / Hypothyroid: ______________________________
Alzheimers / Dementia: ___________________________________
Seizures: _______________________________________________
Asthma: ________________________________________________
Other: __________________________________________________
_________________________________________________________

NAME DATE



PWH, LLC - Office Policies (1 of 2)

O F F I C E  P O L I C I E S  &  P R I VACY P R ACT I C E S

Office visits are by appointment only. We strive to see our patients as close to their appointment times as possible. As you 
know, emergencies do arise and can cause an increase in wait time. We understand that there are times when it will be 
necessary for you to cancel or reschedule your appointment. In order for us to be available to as many patients as needed, 
we ask that you kindly provide our office with a 24 hour notice. Our office will give you a reminder call within 5-7 day of your 
appointment:

- There will be a $50 fee for a no-show appointment or a non-emergent cancellation the same day of your appointment or less 
than 24 hours before your appointment.

- There will be a $75 fee for a no-show for a cancellation the same day of a scheduled procedure, including aesthetics 
treatment,  or less than 24 hours before your scheduled procedure or aesthetics treatments. 

- There will be a $200 fee for a cancellation of a surgical procedure less than 72 hour before your surgery.

These fees are billed directly to you and must be paid before your next scheduled appointment. Multiple “no shows” in any 12 
month period may result in termination from our practice. 

NAME DATE

PREMIER WOMEN’S HEALTH, LLC

A P P O I N T M E N T S

We ask that you make all non-emergent calls and prescription refills during our regular office hours. Calls made after 4 pm may 
not be returned until the next business day. Please allow 5-7 days to process prescription refills and/or requests. Please allow 
14 days to receive calls reguarding your results pending provider’s review. 

T E L E P H O N E  C A L L S ,  M E D I C AT I O N  R E F I L L S  A N D  T E S T  R E S U LT S

Allow 5 to 7 business days to process routine referrals.

R E F E R R A L S           N S F / C L O S E D  A C C O U N T S
There is a $50 charge for all returned checks.

Payment is expected at the time services are rendered. Payment will be accepted in the form of cash, check, Visa, MasterCard, 
or Discover. There is a 3.5% fee added to any payment taken with a card. We require that you update your information annually 
or as often as the information changes to assure you receive correspondence from our office. Please be aware that most 
insurance plans do not cover 100% of the services provided. Account balance exceeding 90 days will be turned over to an 
outside collection agency and your care will be terminated with our practice.

PAT I E N T  /  I N S U R A N C E  PAY M E N T S

All medical record requests require written release of information. Please allow two weeks for the processing of all medical 
records. There is a $25 fee for the 1st 25 pages and $0.50 per additional page patient fee for medical record requests. This 
must be paid prior to disbursement of records. 

There is a $35 initial fee for forms requiring completion by your provider and a $15 fee for additional forms for the same 
encounter. This includes Family Medical Leave, Disability, etc. Please allow two weeks for completion of all forms. 

Thank you for your understanding and cooperation as we strive to best serve the needs of all our patients.

I have read and understand the office policies related to care provided by Premier Women’s Health, LLC

                      (CONTINUED)

M E D I C A L  R E C O R D S  /  F M L A



O F F I C E  P O L I C I E S  &  P R I VACY P R ACT I C E S ,  C O N T.

NAME DATE

PREMIER WOMEN’S HEALTH, LLC

These policies are to provide a description of the uses and disclosures of certain health information. I understand that Premier 
Women’s Health, LLC reserves the right to change its Notice of Privacy Practices, Patient Financial Policy and Office Policy. Prior 
to implementation an updated copy will be provided at the office. A copy of the updated Policies may be requested by calling 
the physician’s office or requesting a copy in person at an appointment. 

____________________________________________________________________________________________________________________
Patient Signature/ Legal Representative Signature       Date

A C K N O W L E D G M E N T  O F  R E C E I P T  O F  N O T I C E  O F  P R I V A C Y  P R A C T I C E S

I authorize Premier Women’s Health, LLC to contact me via current and any future phone number (s), email addresses, or 
wireless device(s) regarding my delinquent account(s) I owe to Premier Women’s Health, LLC or to receive general information 
from Premier Women’s Health. I also authorize its agents, representatives and attorneys (including collection agencies) to 
use automated telephone dialing equipment and artificial or pre-recorded voice messages and personal calls in their effort 
to contact me for purposes of collecting any portion of my account which is past due. I understand that I may withdraw my 
consent to call my cellular phone by submitting my request in writing to Premier Women’s Health, LLC or its agents. 

I have read this disclosure and agree to the terms described above. 

____________________________________________________________________________________________________________________
Patient Signature/ Legal Representative Signature       Date

A C K N O W L E D G M E N T  O F  R E C E I P T  O F  C E L L U L A R  P H O N E  D I S C L O S U R E

PWH, LLC - Office Policies (1 of 2)



PWH, LLC - HIPAA Privacy Communication (1 of 1)

H I PA A  P R I VACY C O M M U N I CAT I O N

In complying with Health Insurance Portability and Accountability Act, HIPAA, we want to make sure that we safeguard your 
personal infomation according to your wishes when it comes to family, friends and co-workers.

Please answer the following questions and indicate with a circle your choice:

YES / NO  May we leave messages concerning your appointments with a co-worker, receptionist or secretary that 
  regularly answers your calls? 

YES / NO May we leave messages on your answering machine at home?

YES / NO May we leave messages on your cell phone voicemail?

YES / NO May we leave messages on your voicemail at work?

YES / NO May we discuss your appointment schedules with your spouse/partner/parent?

YES / NO May we send text messages to your cellphone?

Please list any other persons other than yourself that you would permit us to discuss your medical care or financial 
responsibility with upon request. 

1) Name: ___________________________________________Relationship: ______________________________Phone:_______________

 MEDICAL CARE / FINANCIAL RESPONSIBILITY / BOTH

2) Name: ___________________________________________Relationship: ______________________________Phone:_______________

 MEDICAL CARE / FINANCIAL RESPONSIBILITY / BOTH

NAME DATE

PREMIER WOMEN’S HEALTH, LLC

You must inform us, IN WRITING, of any changes in your directives. This will be kept in your file along with your 
acknowledgment of receipt of our Notice of Privacy Practices. 

____________________________________________________________________________________________________________________
Printed Name      Signature     Date

* * * Please provide a contact number for which detailed voice/ text messages may be left  * * *

__________________________________________________      __________________________________________________
Phone Number           Email



PWH, LLC - Consent for Treatments (1 of 1)

C O N S E N T F O R  T R E AT M E N TS

By signing this consent, I am authorizing my physician and/or other individuals she deems appropriate to perform and/or order 
exams, tests, procedures and any other care deemed necessary or advisable for the diagnosis and treatment of my medical 
condition. This consent is valid for each visit I make to Premier Women’s Health unless revoked by me verbally or in writing. 

____________________________________________________________________________________________________________________
Patient/ Legal Representative Signature      Date

NAME DATE

PREMIER WOMEN’S HEALTH, LLC

C O N S E N T  T O  T R E AT

The American College of Obstetricians and Gynecologists explains the need for an annual assessment as a fundamental part 
of medical care to promote prevention practices recognize risk factors for disease, identify medical problems and establish the 
clinician-patient relationship. The annual health assessment should include screening, evaluation, counseling and immuniza-
tions based on age and risk factors. Performance of a physical examination is a key part of an annual health assessment visit. 
The components of that examination may depend on age, risk factors and physician preference. 

Every insurance plan has different stipulations and/or guidelines that must be met. Premier Women’s Health, LLC leaves the 
responsibility to you as the patient to understand what your insurance will and will not cover for your annual well woman exam. 
Some items and services are not considered “covered benefits” under your health insurance plan and as such, your insurance 
will not pay for these services. As your physician, I believe that certain services are an important part of your medial care and 
recommend that you receive these services as part of your current treatment plan. However, in the event the services are not 
considered to be covered benefits under your health insurance you will be personally responsible for the payment of such 
services. The purpose of this notice is to help you make and informed choice about whether or not you want to receive these 
items or services that may or may not be covered by your health insurance. 

____________________________________________________________________________________________________________________
Patient/ Legal Representative Signature      Date

W E L L  W O M A N  E X A M  C O N S E N T

I acknowledge that I have been informed in advance of receiving services at Premier Women’s Health that may or may not be 
covered by my health insurance plan. I have chosen to receive these services and understand that I will be financially responsi-
ble for the charges. 

____________________________________________________________________________________________________________________
Patient/ Legal Representative Signature      Date

_____________________________________________
Relationship to Patient

* * * This form must be signed by the patient or legal guardian PRIOR to receiving any services.  * * *

N O N - C O V E R E D  S E R V I C E S


