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To My Patients:'

I share regular duty-call rotation for night and weekend coverage of the obstetrical re-
quirements of my patients with Dr. Garland Scott, Michael McDonnell, Rajan Pastoriza, Arthur
Vendola, who are B oard Certifi ed Obstetrician-Gynecologists.

Please note by signing below that you understand the above information and agree to
continue care on said basis.

Sincerely,

Garv E. Farhat, M.D.

I have read the foregoing message, understand same, and consent that my continued care
shall be on said basis.

Date Signature

WITNESS:



YOUR SIGNATURE IS NECESSARY FOR US TO
PROCESS ANY INSURANCE CLAIMS AND TO ENSURE
PAYMENT OF SERVICES RENDERED

For Non-Medicare Patients

I hereby assign to the Provider any and all benefits from any insurance plans or any other
protection maintained by the Patient and/or for the Patient's behalf or benefit and
authorize and direct such benefits to be paid directly to the Provider for services provided
to the Patient by the Provider. I certify that the information given by me to the Provider
in applying for payrrent under Medicare and/or Medicaid programs, Insurance plans, or
other protection is correct and complete. I authorize release of all records required to act
on this release and assignment.

For Medicare Patients

I request that payment of authorized Medicare benefits be made to me or onmy behalfto
Gary Farhat, M.D. for any services furnished me by that provider. I authonze any holder
of my rrredical information about me to release to the Heatth care Financing
Administration and its agents any information needed to determine benefits or the
benefits payable for related services" I certify that the information given by me to the
Provider in applying for payment under the Medicare program is correct and cornplete. I
authorize release of all records required to act on this release and assignment. This
assignment will remain in effect until revoked by me in writing. A photocopy ofthis
assignment is to be considered as valid as the original.

I AGREE TO BE FINANCIALLY RESPONSIBLE FOR ALL CHARGES. I }IAVE
READ THIS INFORMATION AND TINDERSTAND IT.

Patient Name

Witness

Date



S'TANDARD CONSENT IT(}tT NI-'TI IE I I UN{AN I]ITII{UNODEFICIBNCY VIRUS TES

'i'he illV tesr looks for infection with the AIDS virrts. I untlerstarrd tlrat il this test shows I hJve the AIDS

virus, I atrr rrrost probably infected ancl could give the n IDS virus to sotneone else. I could pass tlle virus

to someope I am having sex with, sonrer)ne I artr sltaring needles with, or to r$y unborn baby if I atrt

pregrlant. If the test shows I do not have the AIIIS virus, I urttlerstarrd I still nright lrave the AIDS virus but

it ii rco earty to tell by blood test.

I understand that the infonnation from lny test will help nre and my health care worker make importarrt

cfioices. If I tto not have the AIDS virus, it will help me know horv to keep from catching it or if I need

alother tesr. If I have the AIDS virus,.it will help me know horv to take care of myself and how to keep

from passing the AIDS virus to sonrcone else.

I understanrl that Michigan has laws to keep rrry FIIV test infonnatiort ancl other health infomration lrom being

given to anyone else without my written npproval. By agreeirrg to take this test, I understand nty test

inforntation will not be shared with anyone else unless I say it is okay, in writing, except when the law says

it is necessary to share my infornratiorr with sorneone who lteeds to know it.

i unrJerstand I can change rny mind about taking this test at atry time b-efore the test is done. I also

understand I.have a right to request this test be done without anyone knowing my name.

I understand I should retum here to get rlry test informntiort and talk about my test and if I do not cotrte

back, sorr"rcone nray try to get in touch r/itlt tne to talk about tny test.

I understand that after I sign this form, I cannot sue nly testers for not making sure I know what this test

is all about.

I have been given an information booklet on IllV testing. I understand what the HIV test is, what I rrtight

gain clr lose lrom it, and the meaning o[ the test inforrnation. I also understand that I should ask all rny

questions beFore the test is done. I also ltave a copy of this signed fomt.

I AGREE TO BE TBS'TED FOR 'I'IIE IIUNTAN IMI{UN0DEFICIENCY VIRUS.

Patient/Parent/Guardian (Please Print) Relationship, if not patient

Patien t/Parent/Guardian (Si gnature) Date

Witness Signature

AT' 't'tils TIME, I DO NOT WANI' 't'o
VIRUS.

Date

I}E TES'I'ED FOR I'IIE TIUMAN IMMUNODEFICIENCY

Patient/Parent/Guardian (Please Print) Relationship, if not patient

Patient/Parent/Guardian (Si gnature) Date

Witness Sisnature

ORIGINAT

Date



FAMILY TIIS'I'OITY;

List any and all lanrily rnenrbers who have hacl arry of {he conditiorts or plrblenrs lisL'ed below. Please

specify who had tlre problem, i.e. mother, matemal grandmotheg patenul arur! Iirst cousin, eto.

irour Family This Baby's Fathet's Family

Twin/Multiple births
2 or more miscarriages(<S moril-lts pregnant)

Stillborn(bom dead at >5 rnonths pregrranl)

Child died before age 6

Child seriously ill

Merrtal retartlation
Leaming disabililies
Epilepsy/Seizure/Convulsiors

Spirur biflrla(open spine)

Hydrocel:haly(water liead baby)
Cleft lip(hare lipi palate)

Down Syndrome(Mongolisnt)
Cluomosonral abnormality

SkeletaVbone problern
Club foot
Dislocated hip
Birth marks
Other birth defecls

Blindness
Deafiress

Curcer
Kidney Problems

High Blood pressue
Heart problens
Blood or blee<iing problems(anernia)

Hemopliiliaftleeders)
Sickle cell disease or trait

Astfuua
Diabetesftlood sugar)

Thyroid Problerns

Cystic Fibrosis
Muscular dyslrophY
Arry trait or disease tlnt runs in family

fue you or the father of this preginncy:

a. Related(lst cousin ol closer)? Yes No

b. Adoptedl Yes No Who:

c. Jewish: Yes No Who:

d. Meditenaneanorigiru Yes No Who:



oIlS.f II'I'IUCAL tN $ORl\'lil'rtON {J UIIS'I IONNz\l ltE
,t'

'i'1e1bllorv,rgj:rfotnaliolrvilllrclpusassislyqu.withYour'1.,ss11,'{uro;r. 11,"rU-yottforliltirrgouttirisfonrtLrcforeyousee

our plysiciarr. Elclosecl is a scll'-ad<Jrcsscri errvekrl.rc l<; rcturn the lbrtts lo us Ptior to your appoiittrnent.

l. Please list thc starli:rg datc of your last irerioci:

2. Dirl your last period conre at the e.rpecled tirue?

Did it iast ilte nonnal ttutnber of tlays?

Yes

Yes

No
No

3. llow rnarry tlays bet|eel lrerlslrual periuds? 2l dal's 28 rJays 3l days iregular'

Usual ielglh of ntetrstmai llow ---- days-

4. Were you risi-ng eJly typc of birtir cotrircrl wltctt you becante ptegrtaull/ Yes I''ler

tf yes, rvluLZ 
'i,ilis 

C,xr,Jurn Diapiuagru Sportge Fouu l)epuPtoveta itJD I'lorplattt

5. Were you usilg biillr conlrol pills al atty tirrte in tle 6 rttorttlis before yorl becalne

JricgJarrt'/ 
yes lto lf yes, rvltetr did 1'ou tu!'e your last pril'?

6. I'{ave you lurrl a prcgl}allc}r tesl? Yes }lo
lype: I'Ionre pregna:rcy tcsl L)it[s: ' -*

iJrirretcst(Jabotatory) l)alc;
l3li-ror.! tcsL(laboratory) Date:

?. Durlrg tiris irteguancy ue you ficqrtciilly bo[rered

I.lauscr Vonililg(/f of liuies per day)
Palt t'ithurinalionAbdornirial pain

Vagilal bleedurg

Vagilnl Discharye

Conslipa'Jott Srvcllilg of irands or feet

Vaginal itciriltg

B. 1ue you on a sPecial dict now'/

9, Do you avoiC ariy fr:ods I'r-rr hcailh or religioris tca'cous'l

i0.tlave you harl a lbver over l0l" or tllien situlLfs or hot rvhir\r<-rsl baLlr's duriilg [lis

pregilaiicy?

I l.llave you had ony ilhtess Curing tlfs ptcgrurtcyl'

Witete:
\I/l '^r,.'

by aly af ilre ftilLrwilg:

l{eadaclte
Ileartbunr

cuIrEIII{I' hl.Elll-fi! I ttiNS/l}ltuss 
.

ttl-"* titt;y rnedicittcs, drugs, i:r vitattlitls you ltatc tld:eu silcc becotnltg pregna:tt

{grescripticltt or over lhe couttter.]'
I
1.

?

tl.

Do you sutoke? Yes I'lo Cigueltes per day'/-

Doyou<lrirrkalcoliol?YesNcil[yes,ittllvliequetrtartd.vllratautourrt?

D' vou or rhe fatler of t1e baby tlse aily streel, illegal or recreatiotral diugs? lfyes'please list'

Ilave you beeti exgosed io atry )i-tays' citettfcals' irr ellvkollliletilal ltaz'ards sirrce yoru last period? Yes No



LiFt +ll,pregnilrcies lt ord*er iltd provide infonuatiorr for each preqrl4rlqlr'

2.

J.

zl.

eaf
Delivered

I
-t.

Check if you have ever had a:ry of tlte followilg pregnarlcy cornplicati.oru:

_Blood sugar problems(diabeles in pregnancy)

_Breech Deliver(bottom firsl)

*Bleeding during or alter pregnancy

_Ilglt blood pressute

Problerus
Pregroney
delivery or
baby

Baby died before birth
, _Baby died a{tcr birth

Fever or irrfection during pregrranclafter delivery

IIIXALTII IUSl'OlfY: Clreck if ygt liare had or been told that you had any of the lollowing problerus or conditiotls:

_Eldometriosis *Ileart probleurs 
-lliabetes(blood 

sqar proLrlenrs)

_Breast problelrs _I{igh blood pressure *liidneyiBladder,{Jrine problerus

_lhlroid problerns *Tuberculosis Epilepsy/Seizures/Cotrrulsions

_Astluua
Anamia

_Slin problerns

_Ivluscle problens

_Backprnblems
_h:fertility problent

_P:reunr onialBronchilis

_lvligraine lrcadaches
Bleedi:rg probletrts

_Psychiatric problents

_Abnomtal pap slnear

s(diltcully getlfu rg pregnatrt)

_Sickle Cell disease or trait
Blood clots inlegs orlungs

_S torntclr/Intcstine ploblents

_Flepatitis(yellow j au:rdice)

_Rubeila(3-day or Gentt an measles

_HIViAids
_Hepatitis B

_Cancer: type

_Sexually Tiar$rnitted Disease: $,pe

--Herpes

-Clrlarnydia

_Sypldllis
--Gottordrea
_Condylorna or reitereal warts

Have you ever lnd a blood transftsion? Yes- No _ lf yes, N'hat year?

Do you hrow your Lrlood tlpe? [f so, rvhat is it?

lf Rh negative, 181'e 1'ou evet received Rlrogarn?

NIEI}ICAL IIISTORY
@:Lista.lryLirneyoulravebeeniJrlirelrospikrlorattyiirtteyoulnvelrarlsurgery.I}eErarrciesareaIready
covered above and need not be repolted.

Year $,'lq4 Whatwas done? \Yhere?

fue yeu allagic to alty medicatioits?

Nanre of Drug Whathapltens?



PREGNANCY AND DELTVERY PLANS
Check if you are interested in any of the foliowing:

Preoared Childbirth Classes Anesthesia preferred:

Birthing Room _*No preference

_Postpartum Tubal Ligation 
-Natural 

Childbkttt
Breast-feeding

-EpiduralLocal anesthetic

If male baby-do you want child circumcised? Yes No

Physician of Choice for care ofbaby:

Please list any other interests, concerns, or questions you would like to discuss during your appointrnent.



Eary E. fsrfrs.6 n[.D,
O bstetrirc and Qynzco fogg

1100 E. tu{ic{tigan - Suite 204

farfuon, to{hftigan49201

. ':r

'Te{ep{nne (517)7s7-6A7

fax (5L7)7s7-1-ess

To our patients:

Please noti$ the Medi c,alAssistant of
arry special instructions thatyou may
have for your lab work. As a general
rule, most lab work is sent to Foote
Hospital. If you or your insurance
company require your lab work be sent
to any other locatiotr, it is necessary to
inform the Medical AssistantpRrOR to
labs being sent out. 

-We are not responsible for labs being
sent to the wrong location, if not
specified at the time of service.

Patient Signature Date



PRTVACY QUESTIONNAIRE ,

1. Please list the family members or otlrer persons, if any, whom we may inform about your general medical condition
and your diagnosis:

2. Please print the telephone number, if any, where you $/ant to receive cdls about your appoinrmenrs: lab and x-ray
resulft, or other health care information.
{t , rhis number is my: HOME !7'ORK OTHER

3. Can confidential messages (i.e.: appointment 6c out pt service reminders) be le& on your home phone answering
machine orvoicemail? YES NO

4. Canconfidential messages (i.e.: appointmenr Ec out pt service rerninders) be left with a family member drat answers

your honee telephcne? YES NO

[Fso who?

5. .Ifyou do not have voicemail, can a confidential message be left at your place of employrnent? ITS NO
If yes, list number

PAIIENT NAT4E

PATIENT/ GUARDIAN S I GNATURE

DATE: \NTNESS

TflOMENS ALLLANCE of JACI{SON
PRTVACTACT

I have been given the HIPAA Privacy Statement to read and take with me to keep for reference.

I understand that\fomeru Alliance ofJackson, P.C. has notified me of their privacy poliqy.

I understand this document will be in rny patient file.

I understand I will be notified of any changes to the Privacy Statement.

PAIIENTS NAME

SIGNATURE

DAIE

GARYFARTIATMD

GARTAND SCOTT MD

x valid, unless revoked in writing.



PATIENT INFORMATION FOR MEDICAL RECORDS I'

PATIENT INFORMATION

Name

PLEASE PRINT TODAYS DNrE / l_
,!

Date of Birth_/_/_Age_-lt'- :-*Last First

Address
Street

Phone ( )

Home

SSN

City State Zip

() FAMILY Doctor
Work

sw sep- .MaritalStatus M

Employer. Address

Person to notify in case of emergenc pl,ql:

Name-
Last

SSN Phone L_J
First

Address _- ,---Tfeet- City --Sime --Zn-

1ST INSURANCE COVERAGE

lnsurance Policy #

Insurance address

Subscriber

Effective date

SSN Date of Bifih I 1

Relationshio to

2ND INSURANCE COVERAGE

lnsurance Policy #

lnsurance adCress Effective date

Subscriber SSN Date of Birth | |

Relationship to patient
r***r****it******fi
3RD INSURANCE COVERAGE

Insurance Policy #

Effective date

SSN Date of Birlh I I

1.3lll-i??*t*ll?.1f f,*1tl3lt *nr**************************.***********"*****

l, the undersigned, have insurance coverage with _ . . N"*" of iffiil;
andassigndirectly'ot|surgicaland/ormedicalbenefits,if
any, otherwise payabte to me {er services rendered. I understand that I am financially responsible for all charge_s whether or not
paii ny lnsurance, I hereby, authorize the doctor to release all inlormation necessary to secure the payment of beneifis.

Insurance address

Subscriber

DATE ../ i * SIGNED



t!

The Health of you and your baby are impoftant to us,.. Takin a few minutes now to ansrver these ,r" 'n'"

qu""tiJn" will fielp us provide y6u with the cara and services 'ou need'

Please an$iler each question by puttiru an X in e answer'

1, Wae this a Planned Pregnancy?

I ves ElNo

2. How do you feel about0tis pregnancy nw?

E h"ppy fJ unnaPPY E notsure

3. Are frere any barriers that keep you ftom meeting your heatth oare {l€eds? lf so, check allthat apply'

! Transpoilatbn flchild cr{re

jl

il Lacx of healih insurance il t-anguape banier

D Finances -lack money to meet basic needs n Under$f:nding heatth care information

F Cuttur:atbaniers

D Clinic or ofice hours

floner

4. How long has it been sinceyou had a dentslclearring and checkup'

I less than a year F more than a Y€r

S. Did you breasttued any of your other children?

Ely"s E no f] does notapplY

$, Do you plan b breastfeed thls babY?

Dyea Ino Inotsure

?. How do you rate yourcunent stress hval?

F low E medium tr h'Eh

8. During the lasttwo weeks have you felt unhappy, sad, or hopeless'

ilye" Dno

E Work llrours

E ttone

g. During the last two weeks havc you had llftte intereet or pleasure in 
loins 

things you uscd to enjoy?

Dyes Eno

10. Do you or anyone in your tamily have a history of nerves, dcpresgion or other mental health issues?

Fyes Dno Ddon'tknow

,l4 . ls there someone you €n count on to help you during your pregr&incy and with your ncw baby?

D yes E no fl notsure



12. How manytimes have you moved in the past 12 montls?

E +z fl 3 or more

13. Do you currerttly have any housing concems?

L-l Yes lJ no

t4" Do you have enough fuod for your family?

il alwaYs fl sometimes fJneuet 
L

15. Are you in a relatlonship with anyone who threatens you, yells ,tVM, or hies to conbolyou?

lyes ilno

16. Wthin the last year, have you [een hi! kicked, slapped, or ottrerwif{. physicalty hurt by someone?

I yes f]no

17. Within the last year has anyone forced you to engage in sexual acl ities that madi you feel uncombrtable?

l-l Yes ll no

'18. Have you ever been gmotionally, physicElly or sexually abusec '

nyes Ino
19. In the month before you knew you were pregnant how many ci trettes did you smoke each day?

n I didn't srnoke then fl tess than hatf a pack D trar to one pack fJ more than one pack

20. Do you smoke no#?

[yes Eno

21. Does anyone smoke in your homc or workplaoe?

ilye" Eno

22, ln fre monlh befora you knorv you wete pregnant how much becn luor/wine did you drink?

n dld not drink therr El less than 7 drlnks per week f,] more than 7 drinks per wcek

23. Do you drink now?

E yes flno

24 Docs your parfrer use alcohol?

lJ yts Llno

25. In the month before you kne,r,r you were pregnanl dirl you use an' #eet drugs or drugs not prescribed by your doctof

lyes ! no

26. Does your partneruse street drugs?

ilyes lno
?7. ls there anything eloe you would like to lell us?:



MSU Prenatal Screening Program
MSA \ B24o Life Sciences Building

I .flrr.rr, / East Lansing, MI 48822V

Ll

Phone: (517) 353-2008 1

Fax: (517) 353-8464
htto :i/www.phd.msu,edu/afp/ttq a

,::'

MATERNAL SERUM SCREENING

Patient's name:

Maternal serum screening brochure provided on (date):

INT'ORMED CONSENT

The recommended test for maternal serum screening is.the Quadruple Test. It requires a blood

sample from a pregnant woman who is between the l5* and22""weekrs (4-5 months) of
pregnancy.

The Quadruple Test measures the levels of alpha fetoprotein (AFP), unconjugated estriol (uE3),

chorionic gonadotropin (BhCG), and inhibin-A (DIA) in apregnant woman's blood- The

woman's age and the levels of these four biochemical markers axe used to assess the risk for
certain pregnancy complications.

r The purpose of screening is to identifi/ if you are at an increased risk to have a baby with
the following:

r. Open neural tube defec! open abdominal wall defect, or Down syndrome.

G The screening may also be helpful in identiffing:

] Women at risk for having a baby with trisomy 18, Smith-Lemli-Optiz syndrome,

a low birth weight baby, premature delivery, placental abnormalities, or fetal loss.

. r' Women who may be carrying twins.

. Women whose pregnancies are further along or not as far along as expected.

r Maternal serum screening does not diagnose birth defects. About 1 in 20 (5%) of women

who have this screening will have an abnormal result. Abnormal results are an indication
for further evaluation of the pregnancy to determine whether or not there is a problem,

such as the ones listed above. If your maternal serum screening results are abnormal,

yourprenatal care provider may recommend other kinds of tests, such as an ultrasound or

amniocentesis.

Continued...



Page Two

Maternal serum screening does not identify all fetal abnormalities. Thq screening will
pickup approximately 85% of open spina bifida cases and75o/o of open abdominal wall

defects. The Quadruple Test will pick up about 76To of Down syndrome pregnancles.

The Triple Test is also available. It uses three biochemical markers instead of four at a

lower cost. The Triple Test will pick up about 69oh of Down syndrome pregnancies.

You may stop the screening at any time without changing the prenatal care you may need

now or in the future.

. The decision to pursue screening is voluntary'

you have been provided a brochure with written information about maternal senrm screening.
you have been given the opporhrnity to have your questions answered by infonned medical

professionals.

The MSU Prenatai Screening program has permission to obtain information from any medical

records relevant to maternal serum screening. The screening results willbe available through

your requesting physician.

tr

!

Yes,I want matemal serum screening.

No, I do not want maternal serum screening.

Signature of Patient Date

Signature of Witness Date

e:\triple test-atp\consent form. quad


