Dr. med. Catherine Krause
Winterhuder Marktplatz 7
22299 Hamburg

Telefon: 040 471 810
E-Mail: info@ck-gyn.de

www.frauenarzt-in-winterhude.de

General Data Protection Regulation

Dear Patient,

Due to the regulations of the European Union’s General Data Protection Regulation (GDPR),
we would like to inform you that our practice collaborates with external laboratories and that
samples taken in our office are forwarded to these labs. The transfer of data is carried out
exclusively to laboratories that are subject to legal confidentiality and data protection
requirements.

To provide these external laboratory services, we require your written consent. Of course,
you have the right to withdraw your consent at any time without providing any reasons.

The laboratories we work with are:

Labor Dr. Heidrich & GYN Zytologisches Labor
Kollegen Hamburg Nord GmbH
Medizinisches Dr. med. Rudiger Schwartz

Versorgungszentrum GmbH  Dr. med. Oliver Schwartz

Klinikweg 23 Hermann-Balk-Stralle 137
22081 Hamburg 22147 Hamburg
& 040-9707999-0 & 040-25779869

In the course of conducting specific analyses, it may be necessary to forward your samples
and the relevant data to additional laboratories. These laboratories are also subject to legal
confidentiality and data protection requirements.

Furthermore, we would like to invite you to participate in our information and/or reminder
system. For this purpose, we ask you to sign this consent form. You can withdraw your
consent at any time without any formalities.

To implement this, we will store your name along with your email address in our email
browser. Please note that emails are sent unencrypted. Access to the messages by
unauthorized persons cannot be ruled out. Therefore, please be cautious when sharing
confidential information in your emails.

Consent Form

Last name,
First Name:

Date of birth:



mailto:info@ck-gyn.de
http://www.frauenarzt-in-winterhude.de/

| hereby consent to the practice forwarding both sample material and all necessary data (e.g.,
name, age, address, insurance details, any necessary information regarding underlying
conditions, and prior medical records) to the aforementioned laboratories.

Additionally, | consent to participating in the recall and/or information mail system of the
practice (please check the applicable option).

M

| consent to the transfer of my medical results and the necessary personal data to
cooperating medical facilities.

Additionally, any concerning findings may be sent via fax to the practice of Dr.
Catherine Krause for the purpose of optimizing treatment. (This is necessary to
inform you more quickly about any abnormalities.) This way, you can pick up any
necessary prescriptions in time.

Infomail System Only: You will be informed about important events related to our

0 practice, such as vacation closures or changed office hours.
Infomail and Recall System: In addition to the infomail, you will be reminded of
0 upcoming cancer screenings or smear tests, with a request for feedback to schedule
an appointment.
E-Mail:

Date and Signature (if applicable, of the legal guardian)

Registration Form (Please note that all information is voluntary.)

Name:

Firsthame Lastname
Date of Birth:
Address:

Street, House Number Postal Code, City
Beruf:
Phone:

Private Business Mobile

E-Mail-Address:




Additional Information for Private Patients only
Name of Insurance:

| declare that | am privately insured. | will settle the bill according to the provisions of the Fee
Schedule for Doctors (GOA) in its current version and will invoice my insurance.

| am aware that reimbursement by reimbursement agencies may not be fully guaranteed,
meaning | may have to cover these costs myself.

For a Different Billing Recipient, Please Fill Out Below:

Name of Billing Recipient:

Date of Birth of Billing Recipient:

Street, Housenumber:

Postal Code, City:

www.frauenarzt-in-winterhude.de Winterhuder Marktplatz 7 D-22299 Hamburg

Medical History Form

Do you suffer from allergies? Yes O No O

If yes, which ones?

Do you smoke? Yes O No O

If yes, how many per day?

Do you regularly consume alcohol or other substances?  yeac No [
If yes, which ones?
Do you have an infectious disease? Yes [ No [

If yes, which one?
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Do you suffer from migraines?

Are you vaccinated against HPV (cervical cancer)?

Have you given birth to children?

Yes O No O
With Aura o Without Aura O
Yes O No O

Incomplete OO

Yes O No O

1. MONTN/YAT: oot Spontaneous [ / Cesarean Section O
2. MONTN/YCAI: oo Spontaneous [ / Cesarean Section O
3. MONTN/YCAI: oo Spontaneous [ / Cesarean Section O

Have you had an abortion or a miscarriage?
If yes, which and when?

Did any complications occur afterward?

Have you undergone surgery?

If yes, when and on which part of the body?

Does or did any member of your family suffer from
cancer?
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Do you suffer from a chronic illness? Yes O No O
Ifyes, which one?
(e.g. thyroid, heart, lungs, liver, kidneys, mental health, ...

etc.)

Do you take any medication regularly? Yes O No O

Ifyes, which ones?

Do you take the contraceptive pill? Yes O No O

Ifyes, which one?

If not, which form of contraception do you use?



What is your weight? e, kg

What is your height? e, cm

At what age did you get your first period? e

Since when are you in menopause?

(Natural end of regular menstrual bleeding)

If you are not in menopause:

When was the first day of your last period? e

What is the interval between your periods and how
long do they last? [

Cycle / Duration of bleeding

Are you in a stable partnership? Yes [ No [

When was your last screening exam? (Pap smear)
Were there any abnormalities? Yes [ No [

Have there ever been any abnormalities?
Yes O No O

Who recommended our practice to you or how did you hear about our practice?

Please note that all information is voluntary.



