UROLOGIC SURGERY ASSOCIATES, P.A.
Patient Registration Information

PATIENT INFORMATION

First Name: MI: Last Name:

Date of Birth: Age: Sex:  Male Female SSN:

Marital Status Single Married Divorced Widowed

Physical Address: Apt. City: State: Zip Code:
Mailing Address: Apt. City: State: Zip Code:
Home Phone: Cell Phone: Work Phone:

Email Address:

By what means would you like to be contacted? (please circle) Home Phone Cell Phone Work Phone
CURRENT EMPLOYER

Employer: Phone Number: Ext:
Address: City: State: Zip Code:

GUARANTOR INFORMATION (Responsible Party)

First Name: MI: Last Name:
Date of Birth: SSN: Phone Number:
Address: City: State: Zip Code:

EMERGENCY CONTACT INFORMATION

Name: Phone Number: Relationship:

PRIMARY INSURANCE INFORMATION --

Is Your Insurance Through the Affordable Care Act? YES NO

Insurance Name: ID/Certificate# Group #
Address: City: State: Zip Code:
Company Name: Policy Holder Name: DOB:
SECONDARY INSURANCE INFORMATION

Insurance Name: ID/Certificate# Group #
Address: City: State: Zip Code:
Company Name: Policy Holder Name: DOB:

Family Physician: Phone Number:

Referring Physician: Phone Number:

I hereby give lifetime authorization for payment of insurance benefits to be made directly to Urologic Surgery Associates, P.A., and any
assisting physicians for services rendered. | understand that | am financially responsible for all charges whether or not they are covered

by insurance. In the event of default, | agree to pay all costs of collection, and reasonable attorney's fees. | hearby authorizethis healthcare
provider to release all information necessary to secure the payment of benefits. | understand that no guaranteeshave been made to me
regarding the outcome of this care. | agree a photocopy of this agreement shall be valid as the original.

Signature: Date:

Revised 1/22/2015



UROLOGIC SURGERY ASSOCIATES, PA
Health History

NAME: . DATE:

Reason for seeing the doctor:

Allergies to any medications or foods?

List all current medications (prescriptions or over-the-counter)

List previous surgeries, ilinesses or hospitalizations

Are you, or could you be HIV positive? Yes No

Do you smoke? Yes No if yes, how long?

Do you drink alcohol?  Yes No if yes, how much? how often?
Do you use illicit drugs? Yes No if yes, how often?

Do you hav a personal (P) or family (F) history of any of the following:
Please circle

P /F Kidney Stones P /F Urinary tract infections P /F Alcholism
P /F Prostate Problems P /F Prostate cancer P/F Glaucoma
P /F Heart Problems P/F Stroke P/F Emphysema
P /F Bronchitis P /F High blood pressure P /F Diabetes

Do you experience the following? (Please check)

Fever Nausea Blood in urine

Slow urine flow Pain in urethra Pain in upper thighs
Pain in sides Pain in pelvis Pain in lower back
Urethral discharge Frequent urination
Frequency nighttime urination Painful urination

Urine leaks before/after urination

Have you ever sustained an injury to the pelvic, genital or rectal area? Yes No

if yes, please explain

If you are a man: If you are a woman:

Do you have blood in your semen? How many pregnancies have you had?
Do you have pain in your penis? Could you be pregnant now?

Do you have difficulty with erections? Do you use birth control?

Do you have painful ejaculation? If yes, which type?




Patient Name:

UROLOGIC SURGERY ASSOCIATES, PA

PATIENT MEDICATION SHEET

Pharmacy:

Phone #:

Mail Order Pharmacy:

Allergies:

Date:

Please Print All Information

Also list ALL Medications, Supplements and over the-Counter Medications

Medication

Dose/mg

How many times a day do you
take your medication?

What do you take your
Medication for?

(Example: Coumadin)

(5mg)

(once daily)

(blood thinner)







