
9209 W. 110th St. 
Overland Park, KS 66210 
Phone 913.735.4726 
Fax 913.428.7195 

Welcome and thank you for choosing New Woman Obstetrics & Gynecology! 

Before coming to your appointment, the following steps will make your visit more seamless: 

• Complete the enclosed registration and medical history forms. You can provide an electronic 
signature by inserting your initials and year of birth where a signature is requested. You can 
email the forms to appointments@newwomanobgyn.com, or print and bring them with you to 
your appointment. If you are unable to do either of those, please allow yourself 30 minutes to 
complete the forms before your appointment.

• If you have not already done so, request a copy of your previous medical records.  The records 
can be emailed to appointments@newwomanobgyn.com; mailed to our office; or faxed (913‐
428‐7195) prior to your appointment. For your convenience, we have 
included a medical release form for you to print and submit to your prior OB/GYN office.

• Please bring your insurance card.
• Please bring a Photo ID.
• Copays are expected at the time of your visit.
• Understand that we have multiple providers and for obstetrical care and we rotate visits between 

the delivering providers in our office so that you will be familiar with them.

Please arrive 15 minutes prior to your scheduled appointment.  This will allow adequate time to complete 
any additional forms, make a copy of your insurance card, and answer any questions you may have.  Please 
feel free to contact the office with any further questions or concerns. 

Thank you for choosing New Woman Obstetrics & Gynecology for all your OB/GYN needs.  We look forward 
to working with you. 

Sincerely, 

Kari C. Farris, DO 



Communication Preferences and Authorization

New Woman Obstetrics & Gynecology communicates with patients using phone, text 
messages, and email. This document authorizes our office to communicate with you in the 
following manner, unless you opt out using this form, or in writing at a later date:
• Email. We do not send bulk messages, only messages specific to your care.
• Text messages to your cellular phone concerning upcoming appointments, which may incur

a fee from your cellular carrier.
• Voice mail messages left at a number you have provided.

By executing this authorization, you are notifying our office of your communication preferences 
and allowing our office to communicate with you using the methods above. The communications 
may include information concerning your health condition(s) and demographics. 

While convenient, communication by e-mail has a number of risks which include, but are not 
limited to, the following:

• Email can be circulated, forwarded and stored in paper and electronic files.
• Backup copies of e-mail may exist even after the sender or the recipient has deleted

his/her copy.
• Email can be received by unintended recipients.
• Email can be intercepted, altered, forwarded or used without authorization or

detection.
• Email can be used to introduce viruses into computer systems.

I prefer to be reminded of my upcoming appointments using (select one)1:

I do NOT wish to be contacted concerning my care via (check those applicable):
Email
Text message
Voice mail

I hereby authorize New Woman Obstetrics & Gynecology, and its Business Associates, 
as defined in HIPAA, to communicate with me concerning my care in the ways described 
above.

Patient Signature Date

 Note that failure to cancel appointment as discussed in our Financial Policy is subject to a $25 fee 1

regardless of whether a reminder is sent to the patient.
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REGISTRATION FORM
Today’s date: Primary Care Dr.: 

PATIENT INFORM ATION 
Last name: First: Middle:   Ms. 

  Mrs. 
  Dr. 

Marital status 
 Single Mar     Div 
  Sep Widow 

Is this your legal 
name? 

If not, what is your legal 
name? (Former name): Date of Birth:  

Yes No 
Street address: 

Social Security: 

Home/Cell phone #: 

P.O. Box: City: State: Zip Code: 

Email Address: 
Occupation: Employer: Employer phone #: 

Referred to NWOBGYN by (please check one box):   Dr. Insurance Plan 
Family           Friend         Internet Social Media Other 

Other family members seen 
here: 

INSUR ANCE INFORM AT IO N 

Please indicate primary 
insurance 
Subscriber’s name: Subscriber’s S.S.#: Birth date: Policy #: Group #: Co- 

payment: 
$ 

Patient’s relationship to 
subscriber:  Self  Spouse  Child  Other 
Name of secondary insurance (if 
applicable): Subscriber’s name: Policy #: Group #: 

 Patient’s relationship to 
subscriber:  Self  Spouse  Child  Other 

Person responsible 
for bill (if not patient): Birth date: Address (if different): Home phone #: 

Is this person a patient here? 

 Yes  No 

Occupation: Employer: Employer address: Employer phone #: 

Apartment No.:

Referral Required:

Referral Required:    Yes  No 

List any Lab/Imaging Required 
by Insurance: 

List any Lab/Imaging Required 
by Insurance: 



New Woman Obstetrics & Gynecology, LLC 
(Revised 5.12.22) 2 

PH ARM ACY INFORM AT ION 
Preferred Local Pharmacy Name: 

Address: 
Phone: 
Fax: 

Mail Order Pharmacy Name: 
Address: 
Phone: 
Fax: 

IN C ASE OF EM ERGENCY 
Name of local friend or relative: Relationship to 

patient: Home/Cell #: Work #: 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to 
the physician and assign my rights to appeal any insurance decision to New Woman Obstetrics & Gynecology. I 
understand that this assignment does not create any obligation to appeal and I acknowledge that I am financially 
responsible for any balance, regardless of the results of any appeals or whether an appeal is initiated. I also 
authorize New Woman Obstetrics & Gynecology or insurance company to release any information required to 
process my claims. 

HIPAA ACKNOWLEDGEM EN T 
I hereby acknowledge that I have received or had the opportunity to review a copy of New Woman Obstetrics & 
Gynecology (NWOBGYN) Notice of Privacy Practices and I further authorize NWOBGYN to release medical 
information to my insurance carrier, physician’s office, any treating facility, or Power of Attorney. I also 
acknowledge that past medication history will be obtained from my pharmacy benefit manager in order to assist 
my providers with my care. 

I give my permission to release information regarding appointment dates/times and my protected health 
information, including but not limited to, insurance, address, phone number, test results, health care information, 
and treatment to the following:

Name of Person Relationship to Patient 
1. 
2. 

Patient Signature Date
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FIN ANCI AL POLICY 
Thank you for choosing New Woman Obstetrics & Gynecology (NWOBGYN). We are dedicated to 
providing our patients with compassionate and comprehensive care and services. We would like you to take a 
moment to review some of our office policies. 
1. We accept cash, check, Visa, MasterCard, or Discover. Returned checks are subject to a $50 service charge.
2. All payment are due at the time of service except as noted herein and unless previous arrangements have been

made.
3. If an account is delinquent and placed with our outside collection agency, you will be financially responsible for all

collection and legal fees that our office incurs through the process utilized to collect the outstanding delinquent
balance.

4. Medicare usually covers routine exams and pap smears every two years. You are responsible for any deductibles
or coinsurance not covered by Medicare.

5. When an appointment is scheduled, that means our office has set aside time and manpower to your care. Last
minute cancellations waste resources and deprive other patients of an opportunity to be seen. We require 24 hour
notice of cancellations of your appointment. If proper notice is not given, you will be subject to a $25 missed
appointment fee.

6. We require at least 7 days’ notice if you need to reschedule or cancel your outpatient or inpatient surgical
procedure. If notice is not given, you will be subject to a $50 fee.

7. We will be happy to complete FMLA/Disability forms, subject to the attached FMLA Policy.
8. Copies of Medical Records will be subject to a cost-based fee schedule as allowed by applicable law. Please

allow 7-10 days for completion of your request.
9. Please verify with your insurance company which lab and radiology facilities you may utilize. Each insurance

company has different preferred providers.
10. It is the patient’s responsibility to check with their insurance carrier to determine if authorization or referrals are

needed.
11. We utilize Larsen Billing Services as a third party billing service provider. Please be sure to open messages and

answer calls you receive from them concerning your account.
12. We require payment of the estimated patient out of pocket for obstetrical care (including ante-partum, delivery,

and post-partum) by 36 weeks gestation. A payment plan is available through Larsen Billing Services. See
attached Larsen Billing Services Addendum for additional information concerning their services.

13. We require a pre-payment of 50% of the patient's expected out of pocket when scheduling surgical procedures.
14. Any over payments will be processed within 30 days of our office's notification regarding the balance.

I have read and fully understand the office and financial policies set forth. I agree to the terms of the above 
policies. I also understand and agree that the terms of the financial policy may be amended by the practice at any 
time without prior notification to the patient. I authorize the release of any information necessary to process
claims on my behalf. I authorize payment of medical benefits to the physician or supplier for services rendered. I 
authorize release of pertinent medical information to  Overland Park Regional Medical Center,  Overland Park 
Surgery Center, AdventHealth South Overland Park, St. Joseph's Medical Center and in the event of an abnormal
Pap smear or abnormal Mammogram, to the facility performing the study.

Patient Signature Date



FMLA/Disability Paperwork Policy 
Disability time frames vary for procedures and surgeries. Deliveries typically qualify for 
medical disability for 6 weeks after a vaginal delivery and 8 weeks after a C-section, unless the 
short term disability policy allows for longer.  Time off beyond your short term disability policy 
will be covered by FMLA.  Time off before delivery will often not be covered unless you need 
to be hospitalized or are placed on medically prescribed bed rest.   

For any FMLA forms there will be an administrative fee in the amount of $20.00.  We use 
a standard form that complies with the FMLA. Employers must accept a complete and 
sufficient certification, regardless of the format. The employer cannot reject a certification 
that contains all the information needed to determine if the leave is FMLA-qualifying. The 
employer cannot refuse:

--A fax or copy of the certification;

--A certification that is not completed on the employer’s standard company form; or

--Any other record of the medical documentation, such as a communication on the 
letterhead of the healthcare provider.

The fee for completion of a short term disability certification on the insurance company/or 
employer form is $30.00 due to the additional time involved.

The fees are per form. For example, if you and your spouse each require FMLA certifications, 
and you each require separate certifications for short term disability, that is four separate 
forms/fees.

The administrative fee(s) will be due prior to completion of the form(s).  We will not complete 
the forms before receipt of payment.

Submit all requests for FMLA/disability paperwork to fmla@newwomanobgyn.com OR via fax 
to 913-428-7195. Follow ups should also be sent to fmla@newwomanobgyn.com.

Please allow at least 7-10 business days for completion of the paperwork. Be sure to provide 
the forms as soon as possible so that no deadlines are missed.



LARSEN BILLING SERVICES ADDENDUM
For Obstetrical Services

We are proud to partner with Larsen Billing Services as our insurance and 
patient billing services company. They offer a convenient hub for payment 
management, with numerous ways to pay your bill and obtain important 
information about your account with New Woman Obstetrics & Gynecology. 
If you are coming to us for obstetrical services, please register with 
them at https://larsenbilling.com/ as soon as you are able to do so. 

1. Got to https://larsenbilling.com/
2. Select PATIENT SERVICES
3. Then select VERIFICATION OF BENEFITS.
4. Scroll down the page and click REGISTER HERE.
5. Complete and submit the Patient Registration Form.

Use our Provider PIN of 25885 so that LARSEN knows to waive their 
processing fee. Their service is free to our patients.

After verifying your benefits including deductible and coinsurance 
amounts, Larsen will send you an estimate  of your out of pocket 1

costs, along with a proposed payment plan so that your estimate will 
be paid by 36 weeks gestation. You should execute and return the 
documents as soon as you can. If you have questions, Larsen Billing 
Services is happy to discuss over the phone at (801) 396-5185 Ext. 
181, or respond to questions via reply email.

Thank you for your cooperation.

 While your deductible may change as your delivery date approaches, we are only able to take 1

into consideration what would be owed if the delivery took place on the date the estimate is 
generated. Any over payment will be refunded.

https://larsenbilling.com/
https://larsenbilling.com/


MEDICAL HISTORY 

Today’s Date: Name: Date of Birth: 

1 

Please check all that apply to YOUR health (previous or current conditions): 

Alcoholism 
Chlamydia 

Arthritis 
Depression 

Asthma 
DES Exposure 

Blood Clot/DVT/PE 
Diabetes 

Cancer 
Drug Addiction 

Eating Disorder Genital Warts Gonorrhea Headaches/Migraines Heart Disease 
Hepatitis Herpes High Blood Pressure High Cholesterol HIV 
Kidney Disease 
Syphilis 

Lupus 
Stroke 

Mental Health Disease 
Thyroid Disease 

Osteoporosis Seizures 

If you checked any of the above, please explain, date of onset: 

SURGICAL HISTORY 

Surgery Type & Date: 

CURRENT MEDICATIONS 

Medication Dose When Taken 

Allergies to medications, environment, or dyes: 

FAMILY HISTORY 
Please note Family Member & Maternal (M) or Paternal (P): 
Breast Cancer: 
Diabetes: 
Heart Disease: 
Kidney Disease: 
Osteoporosis: 
Ovarian Cancer: 

Colon Cancer: 
Genetic Disorders:  
High Blood Pressure: 
Lung Cancer: 
Uterine Cancer: 
Thyroid Disease: 

Stroke/DVT/Clotting/Bleeding    Disorder: 
Other:   



MEDICAL HISTORY 

Today’s Date: Name: Date of Birth: 

2 

MEDICAL HISTORY 

Age when your period 
started? 

What is your normal cycle 
length? (time between periods) 

days 

How long is your period? days Flow rate Light Medium Heavy 

When was your last 
menstrual period? 

Age Menopause Began? 

What do you use for 
Birth Control? 

Are you on Hormone 
Replacement Therapy? 

Do you have 
breakthrough bleeding 
between cycles? 

OB HISTORY 

TOTAL # OF 
PREGNANCIES 

TOTAL # OF 
MISCARRIAGES

TOTAL # OF 
ABORTIONS

DATE SEX METHOD OF 
DELIVERY 

EARLY 
LABOR? COMPLICATIONS LOCATION OF 

DELIVERY 
1 
2 
3 
4 
5 

Do you think of yourself as (check):  Heterosexual   Homosexual   Bisexual    Other:_ 

SOCIAL HISTORY 

Do you smoke: If yes, amount: 
Do you drink alcohol: If yes, amount: 
Any drug use: If yes, type, & amount: 

HEALTH MAINTENANCE 

Did you receive Gardasil (HPV vaccination): 

TEST/PROCEDURE DATE TEST/PROCEDURE DATE 
LAST DEXA LAST MAMMOGRAM 
LAST COLONOSCOPY LAST PAP SMEAR 



REVIEW OF SYSTEMS – INITIAL VISIT 
HAVE YOU HAD ANY PROBLEMS RELATED TO THE FOLLOWING SYMPTOMS IN THE PAST MONTH? CHECK YES OR NO

Today’s Date: Name: Date of Birth: 

GENERAL Yes No GENITOURINARY Yes No 
Fatigue Blood in Urine 
Fever/Chills Menstrual Irregularity 
Night Sweats Painful Menstrual Cycle 
Weight Gain Vaginal Discharge 
Weight Loss Vaginal Dryness 

EYES Vaginal Itching 
Vision Changes Painful Sex 

EAR, NOSE, & THROAT SKIN 
Hearing Loss Hair Loss 
Runny Nose New Skin Lesions 
Ringing in Ears Rash 
Sinus Problem Pigmentation Change 
Sore Throat NEUROLOGIC 

BREAST Headache 
Breast Lump Muscular Weakness 
Tenderness Tingling or Numbness 
Nipple Discharge Memory Difficulties 

CARDIOVASCULAR MUSCULOSKELETAL 
Chest Pain Back Pain 
Swelling in Legs Limitation of Motion 
Palpitations Joint Pain 
Fainting Muscle Pain 
Irregular Heart Beat ENDOCRINE 

RESPIRATORY Cold Intolerance 
Cough Heat Intolerance 
Shortness of Breath Excessive Thirst 
Post Nasal Drip Excessive Amount of Urine 
Wheezing PSYCHOLOGY 

GASTROINTESTINAL Difficulty Sleeping 
Abdominal Pain Depression 
Constipation Anxiety 
Diarrhea Suicidal Thoughts 
Hemorrhoids HEMATOLOGIC / LYMPHATIC 
Nausea Easy Bruising 
Vomiting Easy Bleeding 

GENITOURINARY Swollen Lymph Glands 
Burning with Urination ALLERGY / IMMUNOLOGY 
Urinary Frequency Sinus Allergy Symptoms 
Urinary Urgency Hives 
Urinary Incontinence Frequent Illness 

New Woman Obstetrics & Gynecology, LLC 
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NOTICE OF PRIVACY PRACTICES 
EFFECTIVE: APRIL 15, 2020 

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

WHO WILL FOLLOW THIS NOTICE 

IT CAREFULLY. Any practitioner or other person employed by or otherwise associated 
with the Practice who is part of your care or otherwise has access to your 

If you have any questions or comments about this Notice, or if you wish 
to request additional information about this Notice, please contact the 
Practice’s Privacy Officer in writing: 
New Woman Obstetrics & Gynecology, LLC 
ATTN: Privacy Officer 
9209 West 110th St. 
Overland Park, KS 66210 

A. OUR COMMITMENT TO YOUR PRIVACY

New Woman Obstetrics& Gynecology, LLC (the “Practice”) is 
dedicated to maintaining the privacy of your medical information. In 
conducting our business, we will create records regarding you and 
the treatment and services we provide to you. This Notice applies to 
your medical information in the possession of the Practice. It does not 
apply to your medical information in the possession of other health care 
providers such as hospitals even though in many cases we created 
these records if you were a patient in an in-patient or out-patient setting 
at the hospital. Hospital records are subject to hospital privacy practices 
described in hospital notices and the Practice agrees to abide by the terms 
of all such notices. 

We are required by law and our own procedures: 

• To maintain the confidentiality of your medical information; 
• To provide you with this Notice of our legal duties, commitment and

privacy practices concerning your medical information; and
• To follow the terms of our Notice of Privacy Practices, as it may be

amended from time to time.

To summarize, this Notice provides you with the following important 
information: 

• How we may use and disclose your medical information;
• Your privacy rights in your medical information; and
• Our  obligations  concerning  the  use  and  disclosure  of  your  medical

information.

CHANGES TO THIS NOTICE 

The terms of this Notice apply to all records containing your 
medical information that are created or retained by us. We reserve 
the right to revise, change, or amend our Notice of Privacy 
Practices. Any revision or amendment to this Notice will be 
effective for all of the information that we already have about you, 
as well as any of your medical information that we may receive, 
create, or maintain in the future. We will post a copy of our current 
Notice in our offices in a prominent location, and you may request a 
copy of our most current Notice during any visit. 

medical information. 
All other employees of the Practice. 

B. HOW WE MAY USE AND DISCLOSE YOUR MEDICAL
INFORMATION

The following categories describe, in general, the different ways in 
which we may use and disclose your medical information. Please note 
that each particular use or disclosure is not listed below. However, the 
different ways we are permitted to use and disclose your medical 
information do fall within one of the categories. 

Treatment 

The Practice may use and disclose your medical information to treat 
you. For example, we may ask you to undergo laboratory tests and we 
may use the results to help us reach a diagnosis. Additionally, we may 
disclose your medical information to others who may assist in your care, 
such as a hospital and, if applicable, another practitioner, a spouse, 
children or parents. 

Payment 

The Practice may use and disclose your medical information in order to 
bill and collect payment for the services and items you may receive from 
us. For example, we may contact your health insurer to certify that you 
are eligible for benefits (and for what range of benefits), and we may 
share with your insurer details regarding your treatment to determine if 
your insurer will pay for your treatment. We also may use and disclose 
your medical information to obtain payment from third parties that may 
be responsible for such costs, such as family members. Also, we may 
use your medical information to bill you directly for services and items. 

Health Care Operations 

The Practice may use and disclose your medical information to operate 
our business. These uses and disclosures are important to ensure that 
you receive quality care. For example, the Practice may use your 
medical information to evaluate the quality of care you received from us, 
or to conduct management and business planning activities for the 
Practice. 

Appointment Reminders 

The Practice may use and disclose your medical information to remind 
you that you have an appointment. 
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Treatment Alternatives/Health-Related Benefits and Services 

The Practice may use and disclose your medical information to inform 
you of treatment alternatives and/or health-related benefits and services 
that may be of interest to you. 

Required by Law 

The Practice will use or disclose medical information about you when 
required by applicable law. 

similar proceeding. We also may disclose your medical information in 
response to a discovery request, subpoena, or other lawful process by 
another party involved in the dispute, but only if we have made an effort 
to inform you or your attorney of the request or to obtain an order 
protecting the information the party has requested, if required by law. 

Law Enforcement 

The Practice may release medical information if asked to do so by law 
enforcement officials: 

Public Health Activities 
• regarding a crime victim in certain situations, if we are unable to obtain

the person's agreement;
• concerning a death if such officials believe might have resulted from

The Practice may disclose your medical information for public health criminal conduct;
activities, including generally: 

• to prevent or control disease, injury or disability;
• to maintain vital records, such as births and deaths; 
• to report child abuse or neglect;

• regarding criminal conduct at our offices;
• in response to a warrant, summons, court order, subpoena or similar

legal process;
• to identify/locate a suspect, material witness, fugitive or missing person;

and
• to notify a  person  regarding  potential  exposure  to  a  communicable 

disease;
• to notify a person regarding a potential risk for spreading or contracting

a disease or condition; 
• to report reactions to drugs or problems with products or devices;
• to notify you if a product or device you may be using has been recalled;
• to  notify  appropriate  government  agency(ies)  and   authority(ies)

regarding the potential abuse or neglect of an adult patient (including
domestic violence); however, we will only disclose this information if
the patient agrees or we are required or authorized by law to disclose this
information; and

• to notify your employer under limited circumstances, related primarily
to workplace injury or illness or medical surveillance.

Abuse, Neglect, and Domestic Violence 

If we make such a disclosure, we will inform you of it, unless we think 
that informing you places you at risk of serious harm or is otherwise not 
in your best interest. 

Health Oversight Activities 

The Practice may disclose your medical information to a health 
oversight agency for activities authorized by law. Oversight activities 
include, for  example,  investigations,  inspections, audits,  surveys, 
licensure and disciplinary actions; civil, administrative, and criminal 
procedures or actions; or other activities necessary for the government to 
monitor government programs, compliance with civil rights laws, and 
the health care system in general. 

Lawsuits and Similar Proceedings 

The Practice may use and disclose your medical information in response 
to a court or administrative order, if you are involved in a lawsuit or 

in an emergency, to report a crime (including the location or victim(s) of 
the crime, or the description, identity or location of the perpetrator).

Coroners, Medical Examiners, and Funeral Directors 

The Practice may release medical information to a coroner or medical 
examiner. This may be necessary, for example to determine the cause of 
death. We may also release medical information about patients  to 
funeral directors as necessary to carry out their duties. 

Organ and Tissue Donation 

The Practice may use or disclose your medical information, when 
appropriate, to organizations that handle organ and tissue procurement, 
banking, or transplantation. 

Research 

Under certain very specific circumstances, the Practice may use and 
disclose medical information about you for research purposes. All 
research projects, however, are subject to an approval process which will 
evaluate the research project’s use of medical information, in order to 
balance research needs with patients' need for privacy of their medical 
information. Before we use or disclose medical information for 
research, the  project  will  have  been  approved  through this  research 
approval process, but we may, however, disclose medical information 
about you to people preparing to conduct a research project, so long as 
the medical information they review does not leave our premises. 

Serious Threats to Health or Safety 

The Practice may use and disclose your medical information when 
necessary to reduce or prevent a serious threat to your health and safety 
or the health and safety of another individual or the public.  Under these 
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circumstances, we will only make disclosures to a person or organization 
able to help prevent the threat. 

Specialized Government Functions 

The Practice may disclose your medical information if you are a member 
of U.S. or foreign military forces (including veterans) and if required by 
the appropriate  military command  authorities. In addition, we  may 
disclose your medical information to federal officials for intelligence 
and national security activities authorized by law. 

Furthermore, the Practice may disclose your medical information to 
correctional institutions or law enforcement officials if you are an 
inmate or under the custody of a law enforcement official. Disclosure 
for these purposes would be necessary: (i) for the institution to provide 
health care services to you, (ii) for the safety and security of the 
institution, and/or (iii) to protect your health and safety or the health and 
safety of other individuals. 

Workers' Compensation 

The Practice may release your medical information for workers' 
compensation and similar programs. 

Business Associates 

We may disclose your medical information to our business associates 
that perform functions on our behalf or provide us with services if the 
information is necessary for such functions or services. For example, we 
may use another company to perform billing services on our behalf. All 
of our business associates are obligated to protect the privacy of your 
medical information and are not allowed to use or disclose any medical 
information other than as specified in our contract. 

Data Breach Notification Purposes 

We may use or disclose your medical information to provide legally 
required notices of unauthorized access to or disclosure of your medical 
information. 

Protective Services for the President and Others. 

We may disclose your medical information to authorized federal 
officials so they may provide protection to the President, other 
authorized persons or foreign heads of state or to conduct special 
investigations. 

C. USES AND DISCLOSURES THAT REQUIRE US TO GIVE
YOU AN OPPORTUNITY TO OBJECT AND OPT OUT

Individuals Involved in Your Care or Payment for Your Care 

Unless you object, we may disclose to a member of your family, a 
relative, a close friend or any other person you identify, your medical 
information that directly relates to that person’s involvement in your 
health care. If you are unable to agree or object to such a disclosure, we 
may disclose such medical information as necessary if we determine that 

it is in your best interest based on our professional judgment. 

Disaster Relief 

We may disclose your medical information to disaster relief organizations 
that seek your medical information to coordinate your care, or notify 
family and friends of your location or condition in a disaster. We will 
provide you with an opportunity to agree or object to such a disclosure 
whenever we practically can do so. 

D. YOUR RIGHTS REGARDING YOUR MEDICAL 
INFORMATION 

You have the following rights regarding the medical information that the 
Practice maintains about you: 

Requesting Restrictions 

You have the right to request a restriction on our use or disclosure of 
your medical information for treatment, payment or health care 
operations. Additionally, you have the right to request that we limit our 
disclosure of your medical information to individuals involved in your 
care or the payment for your care, such as family members and friends. 

We are not required to agree to your request, but we will if we 
reasonably can. However, if we do agree with your request, we are 
bound by our agreement except when otherwise required by law, in 
emergencies, or when the information is necessary to treat you. If we 
disclose your medical information for emergency treatment, we will 
request that all treating health care providers not further use or disclose 
the information. In order to request a restriction in our use or disclosure 
of your medical information, you must make your request in writing to 
our Privacy Officer listed on page 1. Your request must describe: (i) the 
information you wish restricted; (ii) whether you are requesting to limit 
the Practice's use, disclosure or both; and (iii) to whom you want the 
limits to apply. Please see our receptionist to obtain an appropriate 
request form. 

Confidential Communications 

You have the right to request that the Practice communicate with you 
about your health and related issues in a particular manner, or at a 
certain location. For instance, you may ask that we contact you by mail, 
rather than by telephone, or at home, rather than work. 

In order to request a confidential communication, you must make a 
written request to our Privacy Officer listed on page 1 specifying the 
requested method of contact, or the location where you wish to be 
contacted. The Practice will accommodate reasonable requests. You do 
not need to give a reason for your request but if your request is based on 
your belief that if the request is not accepted you could be endangered, 
you should tell us and we will accommodate the request. Please see our 
receptionist to obtain an appropriate request form. 

Inspection and Copies 



4
Effective Date of This Page: April 15, 2020

You  have  the  right  to  inspect  and  obtain  a  copy  of  the  medical 
information that may be used to make decisions about you, including 
your medical records and billing records, but not any psychotherapy 
notes we have in our possession. You must submit your request in 
writing to our Privacy Officer listed on page 1 in order to inspect and/or 
obtain a copy of your medical information. We may charge a fee for the 
costs of copying, mailing, labor and supplies associated with your 
request. The Practice may deny your request to inspect and/or copy in 
certain limited circumstances; however, you may request a review of 
our denial. Reviews will be conducted not by the person that denied 
your request, but by another licensed health care professional chosen by 
us. Please see our receptionist to obtain an appropriate request form. 

Amendment 

You may ask us to amend your medical information if you believe it is 
incorrect or incomplete, and you may request an amendment for as long 
as the information is kept by or for the Practice. To request an 
amendment, your request must be made in writing and submitted to our 
Privacy Officer listed on page 1. You must provide us with a reason that 
supports your request for amendment. We will deny your request if you 
fail to submit your request (and the reason supporting your request) in 
writing. Also, we may deny  your request if  you ask us  to amend 
information that is: 

• accurate and complete;
• not part of the medical information kept by or for the Practice;
• not part of the medical information which you would be

permitted to inspect and copy; or
• not created by the Practice, unless the individual or entity that

created the information is not available to amend the information.

Please see our receptionist to obtain an appropriate request form. 

Accounting of Disclosures 

You have the right to request an accounting of disclosures which is a 
list of certain disclosures our organization has made of your medical 
information. In order to obtain an accounting of disclosures, you must 
submit your request in writing to our Privacy Officer listed on page 1. 
All requests for such an accounting of disclosures must state a time 
period that may not be longer than six years and may not include dates 
before April 14, 2003. The first list you request within a 12-month 
period is free of charge, but the Practice may charge you for additional 
lists within the same 12-month period. We will notify you of the costs 
involved with additional requests, and you may withdraw your request 
in writing before you incur any costs. 

Right to a Paper Copy of This Notice 

You are entitled to receive a paper copy of the Notice of Privacy 
Practices at any time. To obtain a paper copy of this notice, contact our 
Privacy Officer listed on page 1. 

Right to File a Complaint 

If you believe your privacy rights have been violated, you may file a 
complaint with the Practice and/or with the Secretary of the Department 
of Health and Human Services. To file a complaint with the Practice, 
contact our Privacy Officer listed on page 1.  All complaints must be 
submitted in writing. Please see our receptionist to obtain an appropriate 
request form. You will not be penalized for filing a complaint. 

Right to an Electronic Copy of Electronic Medical Records 

If your medical information is maintained in an electronic format (known 
as an electronic medical record or an electronic health record), you have 
the right to request that an electronic copy of your record be given to you 
or transmitted to another individual or entity. We will make every effort 
to provide access to your medical information in the form or format you 
request, if it is readily producible in such form or format. If the medical 
information is not readily producible in the form or format you request 
your record will be provided in either our standard electronic format or if 
you do not want this form or format, a readable hard copy form. We may 
charge you a reasonable, cost-based fee for the labor associated with 
transmitting the electronic medical record. 

Right to Get Notice of a Breach 

You have the right to be notified upon a breach of any of your medical 
information. 

Out-of-Pocket-Payments 

If you paid out-of-pocket (or in other words, you have requested that we 
not bill your health plan) in full for a specific item or service, you have 
the right to ask that your medical information with respect to that item or 
service not be disclosed to a health plan for purposes of payment or health 
care operations, and we will honor that request. 

Fundraising Communications 

You have the right to opt out of fundraising communications from the 
Practice by submitting written notice to our Privacy Officer. 

Written Authorization is Required for Uses and Disclosures for 
Marketing Purposes, Uses and Disclosures Constituting a Sale, Uses 
and Disclosures of Psychotherapy Notes, and Other Uses and 
Disclosures 

The following uses and disclosures of your medical information will be 
made only with your written authorization: 

1. Uses and disclosures of medical information for marketing
purposes; 

2. Uses and disclosures that constitute a sale of your medical 
information; and

3. Uses and disclosures of any psychotherapy notes.

Other uses and disclosures of your medical information not covered by 
this Notice or the laws that apply to us will be made only with your 



5
Effective Date of This Page: April 15, 2020

written authorization. If you do give us an authorization, you may 
revoke it at any time by submitting a written revocation to our Privacy 
Officer and we will no longer use or disclose your medical information 
under the authorization.  Uses and disclosures that we made in reliance 
on your authorization before you revoked it will not be affected by the 
revocation. 

E. STATE LAW AND REGULATION 

The  Federal  law  that  protects  the  confidentiality  of  your  medical 
information is known by the acronym HIPAA.  HIPAA overrides state 

law when it provides more protection of your medical information but is 
subordinate to state law and regulation when state law provides more 
protection than that provided by HIPAA.  This Notice is one required by 
HIPAA, but the Practice is also equally committed to maintain the 
confidentiality of your medical information as required by applicable 
state law and regulation. 

NEW WOMAN OBSTETRICS & 
GYNECOLOGY, LLC 

ACKNOWLEDGEMENT OF RECEIPT OF 
APRIL 15, 2020 NOTICE OF PRIVACY PRACTICES 

By signing this document, I acknowledge that I have received a copy of the Notice of Privacy Practices of New Woman Obstetrics & Gynecology, 
LLC. 

Signature Print Name

DATED: 

OFFICE USE ONLY 

Date acknowledgement received: 

OR 

Date and reason acknowledgement was not obtained: 

By:  
Signature 



RELEASE OF MEDICAL RECORDS 

Patient’s Name:  

Date of Birth:   Social Security:   

Other Name (ex: maiden name):  

Previous Healthcare Provider: 

Name:  

Address:  

Fax Number:  

I hereby authorize and request you to release my complete medical records to: 

New Woman Obstetrics & Gynecology, LLC 
9209 W. 110th St. 

Overland Park, KS 66210 
Phone 913.735.4726 
Fax 913.428.7195 

I understand that the Medical Records to be released may contain information related to HIV 
status, AIDS, venereal diseases, alcohol or drug use or mental health services. I hereby 
authorize release of this information. 

Patient Signature:   Date:  

Appointment Dates:

This page cannot be signed electronically.

Please check here if you are transferring for Obstetrical care for an existing pregnancy. 
PROVIDER: If this is checked please only send records for current pregnancy.
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