FirstChoice Obstetrics & Gynecology, llc.
HUSEYIN COPUR, M.D., F.A.C.O.G.
Affiliated with Hackensack University Medical Center, Englewood Medical Center, and Clara Maass Medical Center
1115 Clifton Ave. Ste. 104 Clifton, NJ 07013
Phone: 201-9577124
 Fax: 201-525-1717
Welcome

We are excited you have decided to come to our office for your care. 

You have downloaded a package of forms we would like you to fill out before your come in for your first visit. This information will allow our office to take better care of you 

These forms include:

1. Registration Form

2. Patient and Family Medical History Form

3. Authorization to Share Your Medical Information with Others

4. Acknowledgement of Office Policies

In addition to these forms, please bring the following to each appointment:

1. Current insurance card and required copay

2. Photo ID


3. List of medications including dosage and how you take them (include vitamins and supplements)

It may also be helpful for you to arrange to have your prior medical records sent to our office from your past physicians. A form is available on our website (firstchoiceobgyn.com) for this purpose.

Other forms and office policies are also available at our website.

We look forward to seeing you at your visit.
Registration Information

FirstChoice Ob Gyn, LLC
OBSTETRICS, GYNECOLOGY & INFERTILITY
HUSEYIN COPUR, MD FACOG


Affiliated with Hackensack University Medical Center
1115 Clifton Ave. Ste. 104 Clifton, NJ 07013
Englewood Medical Center
Phone: 201-531-9006
Fax: 201-525-1717
Clara Maass Medical Center

*Please Print Clearly 

How did you learn of our practice?  Dr​​​​_____________________    friend_________________   family member____ advertisement____  computer____  phone book____      Newspaper____

Name: ________________________________________________________________________

                          (First)                                   (Middle)                        (Last)

Address: ________________________________________City: __________________________

State: ________ Zip Code: ____________ e-mail ______________________________________

Primary (cell) Phone: (___) _____-______ Secondary (home) Phone: (___) _____-___________​_

Birth Date: ___/___/___ Age: ______ Maiden Name: ___________________________________

Single ___      Married___       Widowed___     Separated___        Divorced___ 

Social Security #: ______-______-_________   Race: __________________________________

=====================================================================

Patient’s Employer: ____________________________ Occupation: _______________________

Work Phone: (_____) _____-________ 

Pharmacy: ________________ Location: ____________________________________________

Emergency Contact: ________________________ Relationship: _________________________

Phone: (_____)_____-_______                                    Alternate Phone: (_____)_____-_________

=====================================================================

Insurance Subscriber:     Self___    Spouse____   Parent___    Other _______________________

Name of Subscriber: __________________________________       Birth Date: ____/____/_____

Insurance Company: __________________________________ ID #: ______________________

I hereby authorize the release of any medical information necessary to process this claim and hereby assign to the physician all payments for medical services rendered to my dependents or myself, I acknowledge that I am responsible for all of the charges for all of the services rendered to me or member of my family. Although I have requested the doctor to bill my insurance company on my behalf, I clearly understand that if the bill is not paid by my insurance, I agree to make arrangements for prompt.

Patient/ Guardian Signature: ____________________               Date: ______________________

I acknowledge receipt of FirstChoice Ob Gyn llc’s “Notice of Privacy”.

Patient/ Guardian Signature: ____________________               Date: ______________________

FirstChoice Ob Gyn LLC
OBSTETRICS, GYNECOLOGY & INFERTILITY
HUSEYIN COPUR, MD FACOG


Affiliated with Hackensack University Medical Center
1115 Clifton Ave. Ste. 104 Clifton, NJ 07013
Englewood Medical Center
Phone: 201-531-9006
Fax: 201-525-1717

Clara Maass Medical Center
PATIENT HISTORY QUESTIONNAIRE
    Patient Name:                                           Date of Birth:

1. Marital Status: ☐ Single    ☐ Married  ☐ Long term Relationship   ☐   Divorced    ☐  Widowed 

2. Reason for this visit: _____________________________________________

3. Referring Physician: ___________________________

4. Occupation:______________________________________________

5. Preferred phone number: ____________________ confidential voice mails OK: ☐ Yes ☐ No

6. Partner: __________________________________ ☐ None 7. Age of partner: ___________

                          last                         first                             Occupation of partner:  ___________
B MENSTRUAL HISTORY(complete even if post-menopausal or no longer having periods) 

 7. Age at first period: _______ years. 

 8. If your menstrual periods are regular; periods start every: ___________ days 

 9. lf your menstrual periods are irregular; periods start every:____ to ____ days (e.g.,12 to 60) 

 10. Duration of bleeding: _____ days 

 11. Does bleeding or spotting occur between periods?  ☐ Yes    ☐ No 

 12. Does bleeding or spotting occur after intercourse?  ☐ Yes    ☐ No 

 13. First day of last menstrual period __________________________________________________ 

                                                                        month                       day                    year 

 14. Is pain associated with periods? ☐ Yes     ☐ No      ☐ Occasionally 

 15. If yes to 14, is it: before menses? ☐    during menses? ☐          both? ☐
C PREGNANCY HISTORY (All pregnancies)                                       Have never been pregnant  ☐
16. OBSTETRICAL HISTORY INCLUDING ABORTIONS & ECTOPIC (TUBAL) PREGNANCIES

	Child


Abortion 


Delivery 


Weight 


Health 

	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


D BIRTH CONTROL HISTORY 

17. What birth control method(s) do you currently use? _______________________________
E SEXUAL HISTORY

18. Do you have a sexual partner? ☐ No     ☐ Yes            (Male ☐ Female ☐)  

19. Are there concerns about your sexual activity which you may want to discuss with your  doctor?  

       Yes ☐        No ☐
FirstChoice Ob Gyn LLC
OBSTETRICS, GYNECOLOGY & INFERTILITY
HUSEYIN COPUR, MD FACOG


Affiliated with Hackensack University Medical Center
1115 Clifton Ave. Ste. 104 Clifton, NJ 07013
Englewood Medical Center
Phone: 201-531-9006
Fax: 201-525-1717

Clara Maass Medical Center
F PAST OBSTETRICAL/GYNECOLOGICAL SURGERIES 

20. Check any that apply:   or    None 

	SURGERY 
	YEAR
	SURGERY 
	YEAR

	 D&C 
	
	ovarian surgery 
	

	hysteroscopy 
	
	L cyst(s) removed ovarian 
	

	infertility surgery 
	
	R cyst(s) removed ovarian 
	

	tuboplasty 
	
	L ovary removed 
	

	tubal ligation 
	
	 R ovary removed 
	

	laparoscopy 
	
	vaginal or bladder repair 
	

	hysterectomy (vaginal) 
	
	for prolapsed or incontinence 
	

	hysterectomy (abdominal) 
	
	cesarean section 
	

	myomectomy 
	
	other (specify) 
	


G PAST SURGICAL HISTORY (Not OB/GYN) 
21. List all surgeries and their year            or            ☐  None   

                 Surgeries                                                                                              Year 
______________________________________                           _________________________________

______________________________________                           _________________________________

______________________________________                           _________________________________

______________________________________                           _________________________________

H PAP SMEAR/MAMMOGRAM HISTORY 

22. ☐ Date of last pap smear: _____________________  

23. ☐ Have you had abnormal pap smears?                 ☐ No         ☐ Yes cryotherapy 

24. ☐ Have you had treatment for abnormal smears?  ☐ No         ☐ Yes 

If yes, what type(s) of treatment have you had? 

                           Year                          Year                                    Year                                              Year

☐Cryotherapy________☐laser __________☐cone biopsy _________☐ loop excision (LEEP) ​​​​​​______
25. Date of last mammogram: _______ _______ 

                                                   month      year 

26. Have you had an abnormal mammogram?   ☐ No    ☐ Yes 

OTHER PAST GYNECOLOGICAL HISTORY 

27. Check any that apply: ☐ None  ☐ Venereal warts  ☐ Herpes – genital  ☐ Syphilis 

      ☐ Pelvic inflammatory disease  ☐ Endometriosis  ☐ Chlamydia  ☐ Gonorrhea 

      ☐ Vaginal infections        ☐ Other ____________________________________
FirstChoice Ob Gyn LLC
OBSTETRICS, GYNECOLOGY & INFERTILITY
HUSEYIN COPUR, MD FACOG


Affiliated with Hackensack University Medical Center
1115 Clifton Ave. Ste. 104 Clifton, NJ 07013
Englewood Medical Center
Phone: 201-531-9006
Fax: 201-525-1717

Clara Maass Medical Center
I PAST MEDICAL HISTORY 

Check any that apply: or None 
	☐ Arthritis 
	 ☐ Kidney Disease
	 ☐ Asthma

	 ☐Diabetes: 
	 ☐  Gallstones 

	 ☐ Emphysema

	 ☐ Diet controlled 
	 ☐ Liver Disease (including hepatitis)
	 ☐ Bronchitis

	 ☐ Pill controlled 
	 ☐  Epilepsy
	 ☐  HIV+ 

	 ☐ Insulin controlled 
	 ☐ Blood Transfusions
	 ☐ Eating Disorder

	 ☐ High blood pressure
	 ☐ Thyroid disease
	 ☐ Other: _________

	 ☐ Heart disease
	 
	 


J CURRENT MEDICATIONS (Include dose (amount) per day)

            Medication                                                       Dose                                                 Frequency
​​​​​​​​​​​​​​​​​​​________________________________   ___________________________  _______________________

________________________________   ___________________________  _______________________
________________________________   ___________________________  _______________________
________________________________   ___________________________  _______________________
________________________________   ___________________________  _______________________

K DO YOU CURRENTLY?: 

28. Smoke   No☐   Yes☐ _____ packs/day 

29. Use alcohol   No☐   Yes☐ __ wine (glasses/day); __ beer (bottles/day); __ hard liquid (oz./day) 

30. Use illicit drugs   No☐   Yes ☐___________ type ______________ amount 

31. Exercise: Type: _________________ How often ______________________

L DRUG ALLERGIES 

32.  No☐    Yes☐   List: 

​​​​​​​_____________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

M FAMILY HISTORY 
	☐Diabetes
	☐Heart Disease
	Breast Cancer
	☐Other 

	☐Ovarian Cancer 
	☐Endometrial Cancer 
	☐Colon Cancer
	


If “yes” to any, please list affected relatives 

________________________________________        _________________________________________ 
________________________________________        _________________________________________
FirstChoice Ob Gyn LLC
OBSTETRICS, GYNECOLOGY & INFERTILITY
HUSEYIN COPUR, MD FACOG


Affiliated with Hackensack University Medical Center
1115 Clifton Ave. Ste. 104 Clifton, NJ 07013
Englewood Medical Center
Phone: 201-531-9006
Fax: 201-525-1717

Clara Maass Medical Center
N OTHER SYMPTOMS 

Have you had recent? : 
	☐weight loss 
	☐hair growth
	☐none of the above

	☐weight gain
	☐hair loss 
	☐Other

	☐change in energy
	☐change in urinary function
	☐

	☐change in change in
	☐hot flushes/flashing 
	


Note: Fill out Section “O” only if you are pregnant or planning to be pregnant in the near future. 

Have you or the baby’s father or anyone in your families ever had any of the following: 

☐Down Syndrome (Mongolism)? If yes, who?_____________________________________ 

☐ Other Chromosomal abnormality? If yes, specify _________________________________ 

☐ Neural tube defect (spina bifida, anencephaly)? If yes, who? ________________________ 

☐Hemophilia or other coagulation abnormality? If yes, who? _________________________ 

☐Muscular Dystrophy? If yes, who? _____________________________________________ 

☐ Cystic Fibrosis? If yes, who? _________________________________________________ 

☐If you or the baby's biological father are of Jewish ancestry, have either of you been screened for Tay-Sachs disease? 

        ☐Father Result  ____________________________________ 

        ☐Mother Result ____________________________________ 

 ☐If you or the baby's biological father are of African ancestry, have either of you been 

     screened for Sickle cell trait? 

        ☐Father Result  __________________________________ 

        ☐Mother Result __________________________________ 

 ☐If you or the baby's biological father are of Italian, Greek, or Mediterranean background, 

     have either of you been tested for B-thalessemia? 

       ☐Father Result  __________________________________ 

       ☐Mother Result __________________________________ 

 ☐If you or the baby's biological father are of Philippine or Southeast Asian ancestry, have 

     either of you been tested for A-thalessemia? 

        ☐Father Result  ___________________________________ 

        ☐Mother Result ___________________________________ 

____________________________________________      _____________ _________ 

PATIENT SIGNATURE                                                            DATE              TIME 

____________________________________________      _____________ _________

PHYSICIAN SIGNATURE                                                       DATE              TIME
PRIVATE AND CONFIDENTIAL

FOR USE ONLY BY
FIRSTCHOICE OBSTETRICS AND GYNECOLOGY LLC.
FirstChoice Obstetrics & Gynecology

Authorization To Share My Medical Information

In accordance with Personal Health Information (PHI) privacy laws, we are no longer allowed to release information to family members, leave information on voicemail systems, or take treatment requests from family members without your written consent. Please complete the following information. 

I DO NOT want any of my PHI released to any one except myself for any reason. Please keep my PHI completely confidential and allow only me to make appointments or request prescription refills. 

OR

Please list all individuals who ARE authorized to receive your health information. 

Name                                                     Relationship

1.___________________________ ____________________________

2.___________________________ ____________________________

3.___________________________ ____________________________

Are we allowed to leave information on your home answering machine? □Yes □No 

Are we allowed to leave information on your work voicemail system? □Yes □No

Is there an email address you would like us to use instead? □Yes □No 

If Yes,  ___________________ @ _________. _________

Are there any specific topics of information that you would like us NOT to release to anyone other then you, including the fore mentioned names? □Yes □No
If yes, please list these topics

_______________________________________________________________

_______________________________________________________________

Name___________________________ Signature________________________

FirstChoice Obstetrics & Gynecology, LLC
HUSEYIN COPUR, M.D., F.A.C.O.G.

Patient Name: ___________________________________Date of Birth: _____________

1. ACKNOWLEDGEMENT OF RECEIPT OF PHI & NOTICE OF PRIVACY PRACTICES:

I have received a copy of the Notice of Privacy Practices for the medical practice of FirstChoice OB/GYN Group, llc. Our practice reserves the right to modify the privacy practices outlined in the notice.

Please Initial: X____________

2. AUTHORIZATION TO RELEASE INFORMATION:

I agree that my physician and staff may give out written or verbal information concerning my medical records to any insurance carrier or agent that is authorized to have access to and to make copies of my medical records. 

Please Initial: X____________

3. FINANCIAL AGREEMENT/ ASSIGNMENT OF BENEFITS:

I hereby give my authorization to bill my insurance carrier and if applicable, I authorize payment to be made directly to FirstChoice OB/GYN, llc. I agree to pay all statements not covered by insurance for services rendered by the physicians and medical staff at the end of each medical service. Any balance not paid within 30 days of receipt of statement will be considered in default, unless financial arrangements have been made with our billing department in advance. 

Please Initial: X____________

I, the undersigned certify that I have read the foregoing, receiving a copy thereof, if requested, and that I am the patient or am authorized by the patient’s general agent to execute the above and accept its terms. 

Signature: _____________________________________ Date: ____________________

FirstChoice Ob Gyn, LLC     1115 Clifton Ave. Ste. 104 Clifton, NJ 07013       Phone: 201-531-9006
Fax: 201-525-1717

