CAPE GYNECOLOGY, LLC.
Barbara M. Gleason, D.O., F.A.C.O.O.G.
19 Bay State Court, Brewster, MA 02631
(508) 255-2325

Welcome to Cape Gynecology!
 
Your appointment is scheduled on ___________ at ____________ with ___________________.

Please print and complete ALL enclosed forms prior to your appointment. All paperwork must be printed single-sided. Bring the completed forms with you on the day of your visit.

As a new patient, the following requirements are mandatory:
· You must arrive 15 minutes prior to your scheduled appointment time with your completed paperwork.
· You must bring your current insurance card.
· You must bring a valid driver’s license or government-issued photo identification.
· You are responsible for obtaining any required referrals or authorizations prior to your appointment.

Failure to comply with any of the above requirements will result in cancellation of your appointment. Patients who do not meet these requirements will not be seen and will be unable to reschedule another appointment.



Office Policy Regarding Late or Missed Appointments
· Appointments cancelled with less than 48 hours’ notice will result in a $100 missed appointment fee.
· Three missed appointments without proper notice will result in dismissal from the practice, and you will be asked to seek care elsewhere.
· If you fail to appear for your initial new patient appointment without notice, you will not be permitted to reschedule.

Please sign below stating that you acknowledge our late/no show policy:

Patient Signature: ________________________________________ Date: ________________



We look forward to seeing you!


Directions: 
· Take Route 6 to exit 89 (old exit 12) and head towards Brewster. Our office is located on Route 6A in the Orleans/Brewster Office Park (on the Brewster/Orleans town line). When you see the sign that states you are entering Brewster, take an immediate left onto New England Drive. Your next left on to Bay State Court puts you in our parking lot. 
· If you are driving East on Route 6A, take the last right in Brewster, which is New England Drive (just beyond the Animal Rescue League and the sign for Cape Cod RediMix which are on the left). Your next left on to Bay State Court puts you in our parking lot. 

























CAPE GYNECOLOGY, LLC.

HEALTH HISTORY QUESTIONNAIRE

Patient name: _________________________________   Date of Birth: __________________
Reason for visit: _______________________________________________________________

Please list your medications with the dosages:
Name of medication:  ____________________________________ Dose: _________________
Name of medication:  ____________________________________ Dose: _________________
Name of medication:  ____________________________________ Dose: _________________
Name of medication:  ____________________________________ Dose: _________________
Name of medication:  ____________________________________ Dose: _________________
Name of medication:  ____________________________________ Dose: _________________
Name of medication:  ____________________________________ Dose: _________________
Name of medication:  ____________________________________ Dose: _________________
Name of medication:  ____________________________________ Dose: _________________
Name of medication:  ____________________________________ Dose: _________________

Please list ALL allergies (and your reaction to the substance): __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list your medical history:
Name of condition:  ___________________________________ Date of diagnosis: __________
Name of condition:  ___________________________________ Date of diagnosis: __________ Name of condition:  ___________________________________ Date of diagnosis: __________
Name of condition:  ___________________________________ Date of diagnosis: __________
Name of condition:  ___________________________________ Date of diagnosis: __________
Name of condition:  ___________________________________ Date of diagnosis: __________
Name of condition:  ___________________________________ Date of diagnosis: __________
Name of condition:  ___________________________________ Date of diagnosis: __________
Name of condition:  ___________________________________ Date of diagnosis: __________
Name of condition:  ___________________________________ Date of diagnosis: __________

Gyn History:
When was the first day of your last menstrual period? ____________________
What is the date of your last mammogram? ______________________ 
· Was it normal? Yes/No
When was your last bone density? ____________________ 
· Was it normal, or osteopenia, or osteoporosis?
When was your last colonoscopy? __________________ 
· Was it normal? Yes/No
· Colon polyps? Yes/No
When was your last pap smear? __________________
· Have you ever had an abnormal pap smear in the past? Yes/No
· If yes, please include what type of abnormality (if you know) and the date of diagnosis: _____________________________________________________________________
Are you sexually active? Yes/No
· If yes, are you having any pain, discomfort, dryness, bleeding, or discharge? Yes/No
· If yes, please state your symptoms: _______________________________________________________________

Obstetrical History: 
How many pregnancies have you had? ________
How many deliveries? _________	      
How many miscarriages? _________	 
How many terminated pregnancies? ________          
How many living children? ________


Please list your surgical history:
Name of procedure: ___________________________________ Date of procedure: __________
Name of procedure: ___________________________________ Date of procedure: __________ Name of procedure: ___________________________________ Date of procedure: __________
Name of procedure: ___________________________________ Date of procedure: __________
Name of procedure: ___________________________________ Date of procedure: __________
Name of procedure: ___________________________________ Date of procedure: __________
Name of procedure: ___________________________________ Date of procedure: __________
Name of procedure: ___________________________________ Date of procedure: __________
Name of procedure: ___________________________________ Date of procedure: __________
Name of procedure: ___________________________________ Date of procedure: __________

Family History: 
Do you have any history of breast, ovarian, or colon cancer within your family?  Yes/No
If yes, please include the type of cancer, what their relationship is to you, and if they are on your mother’s or father’s side of the family) __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Social History: 
Do you smoke? Yes/No (If yes, how many cigarettes per day? _______)        
Were you a previous smoker? Yes/No
Do you drink alcohol? Yes/No (If yes, how many drinks per week? _______)     
Do you use recreational drugs? Yes or No (If yes, what types? __________________________)



All the information provided is truthful to my best knowledge:
Signature: ________________________________________________    Date: ____________

PATIENT INFORMATION
Patient first name: ______________________     Patient last name: _______________________
Date of birth: _____________   SSN: ____-____-____ Email: ___________________________
Home address: ___________________________ Town: _____________   Zip code: _________
Mailing address: __________________________ Town: _____________   Zip code: _________
Home phone: _____________ Cell phone: _______________    Work phone: _______________
Primary Care Physician: ______________________________   Phone number: _____________
Pharmacy: _________________________________________     Town: ___________________
Occupation: ______________________________     Employer: __________________________
Marital status: married/single/divorced/widowed (circle one)
Emergency contact: _______________________________   Phone number: ________________
Relationship to you: _____________________________________________________________
Responsible party (if other than yourself): ___________________________________________
Address of responsible party: ______________________________________________________
Insurance Authorization, Assignment and Acknowledgement of Financial Responsibility
I, the undersigned, have insurance coverage with ___________________________________,
policy number _______________________________.
I hereby authorize release of information requested by my insurance company to process claims for medical benefits and I ASSIGN BENEFITS OTHERWISE PAYABLE TO ME TO CAPE GYNECOLOGY, LLC for services rendered to me or my dependents. I certify that the information I furnish is true and correct. I understand that I am financially responsible for all charges to my account whether or not paid by my insurance company. 

Signature of Patient or Legal Representative: ___________________________ Date: _________
Medicare Authorization
I request that payment of authorized Medicare benefits be made to Cape Gynecology, LLC for any services furnished for me by the physicians or staff members. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents and any information needed to determine these benefits or the benefits payable for related services. I permit a copy of this authorization to be used in place of the original. Regulations pertaining to Medicare coverage of benefits apply. You will be billed for any uncovered service. 

Signature: _______________________________________________ Date: ________________

Patient Code of Conduct for Cape Gynecology
For the Safety, Comfort, and Respect of All
Respectful Communication
· We expect all patients to communicate in a respectful, courteous manner. Please use appropriate language and tone; offensive/ discriminatory language or aggressive behavior will not be tolerated. The staff are here to support you. Please treat all personnel with respect, including doctors, nurses, and administrative staff.  
Violence and Aggression Are Not Tolerated
· Physical or verbal violence, including threats, harassment, or intimidation, is strictly prohibited. Anyone exhibiting aggressive behavior may be asked to leave the premises or face legal action.
No Interruptions or Disruptions
· Please allow others to speak without interruption and wait your turn in conversations. Respect that other patients may be having important discussions with medical professionals.
Digital and Written Communication
· Please use clear and respectful language in emails, text messages, or other written communications with staff. Please do not send offensive, excessive, or inappropriate messages. We strive to respond to your inquiries in a timely manner. Please be patient as we get to you.
Be Patient and Understanding
· Healthcare environments can be stressful, but patience with medical staff, and other patients is essential. If you experience delays or issues, please remain calm and understanding. We strive to provide the best care, and your patience contributes to a smoother experience for everyone.
Thank You for Practicing Positive Communication
· By engaging with kindness, respect, and clarity, we can create a more supportive and compassionate gynecological environment for all.

Failure to comply with the patient code of conduct will result in the dismissal from Cape Gynecology. Please sign below stating that you understand our Patient Code of Conduct Policy. Thank you for your understanding!

Print Name (first, last name): ____________________________________ Date: ____________
Signature: _____________________________________________________________________

CAPE GYNECOLOGY CONSENT FORM

Consent to disclose protected health information to family, friends, and/or other representatives.
Patient’s name: ________________________________________  Date of birth: ____________

Please list individuals that you give Cape Gynecology permission to discuss your medical information with:
Name: _______________________________________ Relationship to you: _______________
Name: _______________________________________ Relationship to you: _______________
Name: _______________________________________ Relationship to you: _______________
Name: _______________________________________ Relationship to you: _______________

Please check off what medical information we can share with the individuals listed above: 
( ) Lab/test results
( ) Prescriptions
( ) Appointments
( ) Other
Please check off what medical information Cape Gynecology can leave on your voicemail: 
( ) Lab/test results
( ) Prescriptions
( ) Appointments
( ) None of the above (I would like a message to be left to call Cape Gynecology back)

Signature: _________________________________________________ Date: ______________

      I do not wish to have any messages left with anyone or left on my voicemail, please sign below (only a message will be left to call us back). 
Signature: __________________________________________________ Date: _____________


CAPE GYNECOLOGY PATIENT PORTAL WEBSITE
Cape Gynecology offers the opportunity to use the internet to access to our patient portal. The patient portal is a secure website where you can: 
· Request prescription refills
· View your current personal health record
· View your lab and diagnostic test results
· Update your demographic information
· Receive health maintenance reminders
· Look up currently scheduled appointments (*note appointments must be made by calling the office only)

If you choose to provide your email address you will be “web-enabled”. A secure username and password will be sent to the address you provided allowing you to access the site. 

Steps/screens web-enabled patients will encounter: 
· You will receive an email message from “Cape Gynecology LLC”. The subject with be “Portal login information from your doctor’s office”. When you open the email you will see your username and temporary password, and will be instructed to click on the URL address that will take you to the portal login screen. 
· Once you are on the login screen, you can type in your username and temporary password. 
· The next page will ask you to answer a validation question.
· If you answer correctly, the next screen will be a request for you to change your temporary password to something that you choose. 
· The next screen is a consent form from eClinicalworks. After you read the consent form and if you agree, click on agree to go forward. 
· The next screen will be your patient portal home page. 

You are responsible for taking steps to protect yourself from unauthorized use of online communications such as keeping your password safe. If you would like to use the patient portal website, please sign this form and provide your email address:

Patient name (print): _________________________________________  Date: ___________
Signature: _________________________________________________ Date: ___________
Email address: ______________________________________________________________

( ) I do not wish to use Cape Gynecology’s patient portal. I would like phone calls/letters instead. 
Patient name (print): ________________________________________ Date: ____________
Signature: ________________________________________________ Date: ____________
HIPAA Notice of Privacy Practices

Effective as of March/1/2022
Cape Gynecology LLC
19 Bay State Court
Brewster, MA 02631
(508) 255-2325

Your Information. Your Rights. Our Responsibilities. 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. 

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected health information. “Protected health information” is information about you, including demographic information, that may identify you and that relates to your past, present or future physical or mental health condition and related health care services. 

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s practice, and any other use required by law. 

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services. This includes the coordination or management of your health care with a third party.  For example, your protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you.
Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission. 
Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business activities of your physician’s practice. These activities include, but are not limited to, quality assessment, employee review, training of medical students, licensing, and conducting or arranging for other business activities. For example, we may disclose your protected health information to medical school students that see patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment, and inform you about treatment alternatives or other health-related benefits and services that may be of interest to you.

We may use or disclose your protected health information in the following situations, except SUD records as explained in Feb 15, 2026 addendum, without your authorization. These situations include: as required by law, public health issues as required by law, communicable diseases, health oversight, abuse or neglect, food and drug administration requirements, legal proceedings, law enforcement, coroners, funeral directors, organ donation, research, criminal activity, military activity and national security, workers’ compensation, inmates, and other required uses and disclosures.  Under the law, we must make disclosures to you upon your request. Under the law, we must also disclose your protected health information when required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirements under Section 164.500. 

[bookmark: _Hlk221797571]Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or opportunity to object unless required by law.  You may revoke the authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

YOUR RIGHTS 
The following are statements of your rights with respect to your protected health information. 

You have the right to inspect and copy your protected health information (fees may apply) – Under federal law, however, you may not inspect or copy the following records:  Psychotherapy notes, information compiled in reasonable anticipation of, or used in, a civil, criminal, or administrative action or proceeding, protected health information restricted by law, information that is related to medical research in which you have agreed to participate, information whose disclosure may result in harm or injury to you or to another person, or information that was obtained under a promise of confidentiality.

You have the right to request a restriction of your protected health information – This means you may ask us not to use or disclose any part of your protected health information and by law we must comply when the protected health information pertains solely to a health care item or service for which the health care provider involved has been paid out of pocket in full. You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction to apply.  By law, you may not request that we restrict the disclosure of your PHI for treatment purposes.

You have the right to request to receive confidential communications – You have the right to request confidential communication from us by alternative means or at an alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically. 

You have the right to request an amendment to your protected health information – If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. 

You have the right to receive an accounting of certain disclosures – You have the right to receive an accounting of all disclosures except for disclosures: pursuant to an authorization, for purposes of treatment, payment, healthcare operations; required by law, that occurred prior to April 14, 2003, or six years prior to the date of this request. 

You have the right to obtain a paper copy of this notice from us even if you have agreed to receive the notice electronically.  We reserve the right to change the terms of this notice and we will notify you of such changes on the following appointment.  We will also make available copies of our new notice if you wish to obtain one. 

You have the right to Choose someone to act for you: - If you have given someone medical power of attorney or if someone is your legal guardian, that person can exercise your rights and make choices about your health information.
· We will make sure the person has this authority and can act for you before we take any action.

COMPLAINTS 
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by notifying our Compliance Officer of your complaint. We will not retaliate against you for filing a complaint. 

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health information.   We are also required to abide by the terms of the notice currently in effect.  If you have any questions in reference to this form, please ask to speak with our HIPAA Compliance Officer in person or by phone at our main phone number. 				     

Required Addendum to our NPP (Notice of Privacy Practices)
Effective as of February15,2026
Cape Gynecology LLC
19 Bay State Court
Brewster, MA 02631
(508) 255-2325

Special Privacy Protections for Certain Health Information
We are not primarily a substance use disorder (SUD) treatment program. We may receive and maintain SUD-related information incidentally (e.g., referrals, history, meds, labs) and that information we maintain may be subject to additional federal privacy protections, including records related to the diagnosis, treatment, or referral for treatment of a substance use disorder. These records are protected by federal law (42 C.F.R. Part 2), which, in some cases, is more restrictive than HIPAA. When these stricter rules apply, we follow them.
How We May Use and Disclose Health Information
We may use and disclose your health information for treatment, payment, and health care operations. When information includes substance use disorder records, additional legal requirements may apply, including your written consent before using or disclosing that information.
Limits on Use of Substance Use Disorder Records
Federal law places strict limits on how substance use disorder records may be used or disclosed.  Substance use disorder records cannot be used or disclosed to initiate or substantiate civil, criminal, administrative, or legislative proceedings without written consent or a qualifying court order.
Authorization and Consent
Certain uses and disclosures require written authorization. You may revoke authorization at any time by written reques, except where already relied upon.  If your health information includes substance use disorder records, your authorization may allow us to use and disclose that information for treatment, payment, and health care operations, as permitted by law.
Your Rights Regarding Your Health Information
You have rights to inspect, access, amend, request restrictions, request confidential communications, and receive an accounting of disclosures, as permitted by law.
Redisclosure Notice
If your health information is disclosed to another party, that party may be permitted to redisclose the information, and it may no longer be protected by HIPAA. However, substance use disorder records may continue to be protected by federal law even after disclosure, depending on the circumstances.
Public Health and De-Identified Information
We may disclose de-identified health information for public health, research, or health care operations purposes as permitted by law. De-identified information does not identify you and cannot reasonably be used to identify you.
Fundraising Communications
We may contact you for fundraising purposes. You have the right to opt out of receiving fundraising communications at any time. Your decision to opt out will not affect your access to care.
Complaints and Enforcement
If you believe your privacy rights have been violated, you may file a complaint with us or with the U.S. Department of Health and Human Services. You will not be retaliated against for filing a complaint.
Changes to This Notice
We reserve the right to change this Notice of Privacy Practices at any time. Any changes will apply to all health information we maintain. The current version of this Notice will be available upon request and on our website.


































CAPE GYNECOLOGY, LLC.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES (AND ADDENDUM as of 2/15/26)

I have been presented with a copy of the Notice of Privacy Practices (and addendum), detailing how my health information may be used and disclosed as permitted under federal and state law, and outlining my rights regarding my health information.


Signature below is only acknowledgement that you received the Notice of our Privacy Practices: 
Print name: ___________________________________________   Date of birth: ____________
Signature:_____________________________________________  Date: __________________






STAFF USE ONLY
If the patient refuses to sign acknowledgement, please document the date and time notice was presented to patient and sign below. 
Presented on (date and time): ____________________________________________________________
By (signature of Cape Gynecology employee): _______________________________________________
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