
Central Ohio Urology Group, Inc. 
PATIENT INFORMATION SHEET 

PATIENT INFORMATION: (Please Print) 
(Use legal name and indicate any nickname in quotation marks “ “ after first name) 
 
 Name: ____________________________________________________________________________________ 
  (Last)      (First)      (Initial) 
 Previous Name: _____________________________________________________________________________ 
   (Last)     (First)      (Initial) 
  
 Address: ___________________________________________________________________________________ 
    (Street Address)     (City)   (State)  (Zip) 
 
 Birthdate: ________________ SS#: _______________________ Sex:__________ Marital Status:______________ 
 
 Race:___________________Preferred Language:__________________________Ethnicity:____________________ 
 
 Home Phone:(____)_______________Cell Phone:(_____)_______________ Work Phone:(_____)_______________ 
 
 Email address:_________________________________________________ 
 
 Employer: _____________________________________________ Occupation: __________________________ 
 
 Pharmacy Name, Address & Phone _____________________________________________________________ 
 
 Primary Care/Family Physician: ________________________________________________________________ 
 
 Referring Physician Name & Phone Number: _____________________________________________________ 
SPOUSE and/or RESPONSIBLE PARTY INFORMATION: 
 (Give spouse’s information even if you are not covered under their insurance) 
 
 Name: ____________________________________________________________________________________ 
  (Last)     (First)       (Initial) 
  
 Address: ___________________________________________________________________________________ 
    (Street Address)     (City)   (State)  (Zip) 
 
 Home Phone:_(_____)________________  Relationship to You: ______________________________________ 
 
 SS#: _______________________ Birthdate: _______________ Occupation: ____________________________ 
 
 Employer: ____________________________________________________ Work Phone:_(_____)___________ 
 
 Employer’s Address: _________________________________________________________________________ 
            (Street Address)    (City)   (State)  (Zip) 
PRIMARY INSURANCE: 
 
 Policyholder: (please circle one)  Self Spouse     Parent 
 
 Insurance Company Name: ____________________________________________________________________ 
  
 Insurance ID# (SSN): ___________________________________________ Group #: ______________________ 
 
SECONDARY INSURANCE: 
 
 Policyholder: (please circle one)  Self Spouse     Parent 
 
 Insurance Company Name: ____________________________________________________________________ 
  
 Insurance ID# (SSN): ___________________________________________ Group #: ______________________ 
 
I authorize the release of any medical or other information necessary to process this claim.  I also request payment of government 
benefits to Central Ohio Urology Group, Inc. (Tax ID# 20-1781799).   
 
I authorize payment of medical benefits to Central Ohio Urology Group, Inc. (Tax ID# 20-1781799). 
 
 
SIGNATURE: _________________________________________________________  DATE: _____________________ 
 
July, 2011 



Central Ohio Urology Group, Inc. 
340 East Town Street, Suite 7-200 * Columbus, OH 43215 * (614) 221-2888 * FAX (614) 221-4899 

750 Mt. Carmel Mall, Suite 350 * Columbus, OH 43222 * (614) 221-5189 * FAX (614) 221-0463 

3100 Plaza Properties Blvd., Suite 320 * Columbus, OH 43213 * (614) 751-1010 * FAX (614) 751-4692 

5969 East Broad Street, Suite 407 * Columbus, OH 43213 * (614) 864-2426 * FAX (614) 575-0054 

495 Cooper Road, Suite 320 * Westerville, OH 43081 * (614) 865-3543 * FAX (614) 865-3545 

941 Chatham Lane, Suite 110 * Columbus, OH  43221* (614)459-7600 * FAX (614)459-7605 

3555 Olentangy River Road, Suite 4020 * Columbus, OH 43214 *(614)268-2323 * FAX (614)268-8103 

620 Morrison Road, Gahanna, OH 43230 * (614)944-4760 * FAX (614) 944-4761 

 
Patient Acknowledgement Form 

Notice of Privacy Practices 
 

I have received a copy of the Notice of Privacy Practices from Central Ohio Urology 
Group, Inc.     

   
Patient’s Name: _______________________________________ DOB: ____/____/____ 
 
Patient’s Signature: _____________________________________ Date: ____/____/____ 
 

Patient Declined the Notice of Privacy Practices from Central Ohio Urology Group, Inc. 
 
Staff’s Signature: _________________________________________________________ 
------------------------------------------------------------------------------------------------------------ 
Please Check all that Apply: 
1) Central Ohio Urology Group may disclose my information to: 
 ___Any Health Care Provider or Facility 
 ___Spouse (Name)_______________________________ 
 ___Children (List names)__________________________ 
 ___Other (List name)_____________________________  
2) The physician/practice may use or disclose the following protected health information: 
 ___All test results 
 ___The entire medical chart 

___Chart notes only 
3) The physician/practice should not disclose the following information: 

 
____________________________________________________(indicate reason) 

4)  The physician/practice may leave a detailed message at: 
 ___Home 
 ___Cell 
 ___Work  
  
I understand that it is my responsibility to notify Central Ohio Urology Group, Inc. in 
writing if I want to make any changes to the above. 
 
 
Patient’s Signature: ______________________________________________________ 



PATIENT HISTORY FORM - CENTRAL OHIO UROLOGY GROUP, INC. 
 

Last name___________________________ First name_______________________ Middle____________________ 

 

Date of Birth _______/______/__________    Age _______  Height _______ Weight _______ 

 

HISTORY OF PRESENT ILLNESS 
 

CHIEF COMPLAINT – What is the reason for your visit today?__________________________________________ 

_______________________________________________________________________________________________ 

 

When did you first notice the problem? _______________________________________________________________ 

Does the problem interfere with your normal functions?    Yes     No 

Does anything make the problem worse? ______________________________________________________________ 

Do you have any of the following symptoms:  Blood in urine?________  Burning with urination? _______ 

Getting up at night to urinate?_______ How many times? ______  Urine leakage? ______  Urinary urgency? ______ 

Straining to urinate? _____ Decreased urinary stream? _____ Urinary frequency? _____  how often? ____times per day 

 

SOCIAL HISTORY 

 
Do you smoke?  Yes   No    Former   If yes or former, how much? _______ packs per day   How long? ______ years 

 
History of illegal drug use?   Yes      No  

 
Caffeine:   Yes     No     Type: ___________________ Amount per day: __________ 

 

Do you drink alcohol?  Yes   No   Former   If yes or former, how much? ____________    

 

ALLERGIES 

 
Do you have any allergies? Please list name and reaction (example: penicillin-hives).  Also list anesthesia problems:  

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

 

MEDICATIONS 

 
Current medications (please list in detail including dosages and any over the counter medications): 

1. ____________________Reason:__________________ 6. ____________________Reason:__________________ 

2. ____________________Reason:__________________ 7. ____________________Reason:__________________ 

3. ____________________Reason:__________________ 8. ____________________Reason:__________________ 

4. ____________________Reason:__________________ 9. ____________________Reason:__________________ 

5. ____________________Reason:__________________ 10. ___________________Reason:__________________ 

 

Do you take aspirin regularly?     Yes      No       If yes, how much? ______________________________________ 

 

PHARMACY INFORMATION 

 

Pharmacy Name:_________________  Phone #_____________  Address:_________________________________ 

 
 

PATIENT SIGNATURE: ________________________________________     DATE:_______________________ 



Date: ________________ 

Print Patient Name: ______________________________                                        DOB: ________________ 

Female Medical History  Female Surgical History  

� Anemia      

� Chest Pain 

� Arthritis 

� Asthma 

� Cancer 

� Stroke 

� Chronic UTIs 

� Congestive Heart Failure 

� COPD 

� Heart Disease 

� Depression 

� Diabetes 

� Diverticular Disease 

� GERD/Reflex 

� Gout 

� Hepatitis C 

� High Cholesterol 

� High Blood Pressure 

� Inflammatory Bowel Disease 

� Liver Disease 

� Lupus 

� Migraine Headaches 

� Heart Attack 

� Neurologic Disease 

� Osteoarthritis 

� Peptic Ulcer Disease 

� Peripheral Vascular Disease 

� Kidney Disease 

� Rheumatoid Arthritis 

� Seizure Disorder 

� Thyroid Disease 

� Kidney Stones 

� Valvular Heart Disease 

� Other ___________________________ 

� Other ___________________________ 

 

� Adrenalectomy       Year_______ 

� Appendectomy       Year_______ 

� Back Surgery                    Year_______ 

� Bladder Augmentation      Year_______ 

� CABG        Year_______ 

� Gall Bladder       Year_______ 

� Colectomy       Year_______ 

� Colon Surgery       Year_______ 

� Coronary Stent       Year_______ 

� Bladder Removal      Year_______  

� Cystoscopy                            Year_______ 

� ESWL                 Year_______ 

� Gastric Bypass       Year_______ 

� Hernia Repair       Year_______ 

� Hip Replacement        Year_______ 

� Knee Replacement       Year_______ 

� Laparoscopy         Year_______ 

� Lithotripsy       Year_______ 

� Liver Biopsy       Year_______ 

� Nephrectomy       Year_______ 

� Pacemaker           Year_______ 

� Nephrostomy Tube      Year_______  

� Ureteroscopy-Extraction    Year_______ 

� Ureteroscopy-Stent             Year_______ 

� Bladder Suspension             Year_______ 

� Breast Biopsy                        Year_______ 

� Cesarean Section                  Year_______ 

� Hysterectomy                       Year_______ 

� Mastectomy                          Year_______ 

� Pubovaginal Sling                 Year_______ 

� Total Hysterectomy             Year_______ 

� Tubal Ligation                       Year_______ 

� Vaginal Hysterectomy         Year_______ 

� Other ______________      Year_______ 

� Other ______________      Year______



Date: _______________ 

Print Patient’s Full Name: _____________________________________    DOB: ______________ 

   

Family HistoryFamily HistoryFamily HistoryFamily History    

Please check if applicable. If checked, please state family member. 

� Blood Disease    Family Member(s): __________________________________ 

� BPH (Enlarged Prostate)      Family Member(s): __________________________________ 

� Cancer  Family Member(s):___________________________________ 

� Stroke     Family Member(s):___________________________________ 

� Heart Disease    Family Member(s):___________________________________ 

� Diabetes     Family Member(s):___________________________________ 

� Eczema     Family Member(s):___________________________________ 

� Gout     Family Member(s):___________________________________ 

� Hearing Impairment   Family Member(s):___________________________________ 

� High Cholesterol    Family Member(s):___________________________________ 

� High Blood Pressure   Family Member(s):___________________________________ 

� Inflammatory Bowel Disease  Family Member(s):___________________________________ 

� Migraines    Family Member(s):___________________________________ 

� Kidney Failure    Family Member(s):___________________________________ 

� Seizure Disorder    Family Member(s):___________________________________ 

� Urinary Tract Infections   Family Member(s):___________________________________ 

� Kidney Stones    Family Member(s):___________________________________ 

� Other: __________________________   Family Member(s): __________________________________ 

� Other: __________________________   Family Member(s): __________________________________ 



Central Ohio Urology Group, Inc. 
750 Mt. Carmel Mall, Suite 350 ♦ Columbus, OH 43222 ♦ (614) 221-5189 ♦ FAX (614) 221-0463 

5969 East Broad Street, Suite 407 ♦ Columbus, OH 43213 ♦ (614) 864-2426 ♦ FAX (614) 575-0054 
340 East Town Street, Suite 7-200 ♦ Columbus, OH 43215 ♦ (614) 221-2888 ♦ FAX (614) 221-4899 

495 Cooper Road, Suite 320 ♦ Westerville, OH 43081 ♦ (614) 865-3543 ♦ FAX (614) 865-3545 
3100 Plaza Properties Blvd., Suite 320 ♦ Columbus, OH 43219 ♦ (614) 751-1010 ♦ FAX (614) 751-4692 

941 Chatham lane, Suite 110 *Columbus,OH  43221 * (614)459-7600 * FAX (614)459-7605  
3555 Olentangy River Road, Suite 4020* Columbus, OH * (614)268-2323 * FAX (614)268-8103 

620 Morrison Road * Gahanna, OH 43230 * (614)944-4760 * FAX (614)944-4761 
 

NOTICE OF PRIVACY PRACTICES 
 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GAIN ACCESS TO THIS 
INFORMATION.  PLEASE REVIEW IT CAREFULLY.   
If you have any questions about this notice, please contact the Privacy Officer, Lynn Miller, COO. at (614) 944-4800. 
Effective date of this Notice: October 1, 2006 
 
OUR PLEDGE REGARDING MEDICAL INFORMATION 
We understand that medical information about you and your health is personal.  We are committed to protecting the privacy of medical information about you. We 
create a record of the care and services you receive in the practice. We need this record to provide you with quality care and to comply with certain legal 
requirements. This notice applies to all of the records of your care generated or used by the practice, whether made by practice’s personnel or another doctor. 
Other doctors may have different policies or notices regarding the use and disclosure of your medical information created or used in that doctor's office or clinic. 
This notice will tell you about the ways in which we may use and disclose medical information about you. The medical information that we have about you is called 
protected health information.  We also describe your rights and certain obligations we have regarding the use and disclosure of your protected health information.  
We are required by law to: 

• Make sure that protected health information that identifies you is kept private; 
• Give you this notice of our legal duties and privacy practices with respect to protected health information about you; and 
• Follow the terms of the notice that is currently in effect. 

 
 
HOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU 
The following categories describe different ways that we use and disclose protected health information. For each category of uses or disclosures we will explain 
what we mean and try to give some examples. Not every use or disclosure in a category will be listed.   However, all of the ways we are permitted to use and 
disclose information will fall within one of the categories.  In this notice, the word “use” means to review, consult, read, update, and study your protected health 
information so that we can provide health care to you to assure that we are caring for you in the best way that we can and to perform other activities permitted or 
required by law.  The word “disclose” in this notice means that we are providing your protected health care information to someone outside of our practice so that 
he or she can provide care for you, understand your health condition in order to explain it to you, learn more about your particular health condition, and so that we 
can get paid for providing health care to you and other activities permitted by law. Following is a discussion of these activities.  

• For Treatment. We may use protected health information about you to provide you with medical treatment or services in our office.  We may disclose 
medical information about you to other doctors, nurses, technicians, medical students, or hospital personnel who are involved in taking care of you at 
the hospital or in other doctor’s offices.  We also may disclose protected health information about you to people outside our office who may be involved 
in your medical care, such as family members, laboratory technicians, or health professionals outside of our practice, that are part of your care. 

• For Payment. We may use and/or disclose protected health information about you so that the treatment and services you receive may be billed to and 
payment may be collected from you, an insurance company or a third party. We may send you a statement for our services that contains our return 
address on the envelope.  We may also tell your health plan about a treatment you are going to receive in order to obtain prior approval or to determine 
whether your plan will cover the treatment. 

• For Health Care Operations. We may use and/or disclose protected health information about you for the business purposes of our practice.  These 
purposes are activities such as training medical students and residents, assuring quality care for all of our patients, review, credentialing and evaluation 
of the doctors, nurses and assistants who provide care to you.  We may also share your protected health information with others who assist us in record 
keeping, such as transcriptionists who type some of our records and the billing clerks who prepare and submit the bills for payment.  

• Appointments and Reminders. We may use and/or disclose protected health information to contact you or as a reminder that you have an 
appointment, to keep track of who is waiting in the office to be seen and who you are waiting to see, and to call your name in the waiting room. 

• Marketing and Fund-Raising. We may use and/or disclose protected health information for marketing or fund-raising purposes, such as to tell you 
about alternative health care services or treatment options that may be of interest to you or to contact you as part of a fund-raising effort. 

• Emergencies.  We may use and/or disclose protected health information about you for emergency treatment.  This could occur in a situation where you 
have come into our office and are unable to provide consent because of the condition of your health and the need for immediate treatment.  If this 
happens we will attempt to obtain your permission for this use or disclosure as soon as possible after the emergency treatment. 

• Health-Related Benefits and Services. We may use and/or disclose protected health information to tell you about health-related benefits or new 
products or services that may be of interest to you.  For instance, we may learn of a new medication that may be helpful to you and we may send you 
information about this new medication in the mail with our return address on the envelope. 

• Individuals Involved in Your Care or Payment for Your Care. We may disclose protected health information about you to a friend or family member 
who is involved in your medical care. We may also disclose protected health information to someone who helps pay for your care. 

• For Communication Purposes.  We may use and/or disclose your protected health information to a third party if we have significant difficulty 
communicating with you.  For instance, if you have difficulty speaking and/or understanding English or you are deaf or hearing impaired, we may wish to 
have a sign or foreign language interpreter available to assist us in communicating with you.  We will attempt to obtain your consent for treatment prior 
to using another person to assist us in communicating with you and if that is not possible we will obtain your consent as soon after providing treatment 
as possible. 

• Business Associates.  We may disclose protected health information to employees in other businesses who assist us in your health care treatment.  
For instance, we may use a copy service when it is necessary to copy your medical record to send to another physician or health care facility.  When we 
use business associates to assist us in providing service to you, we require that they agree to safeguard your protected health information before we 
allow them to be our business associates and before we disclose any protected health information to them.     

• Correctional Institution.  We may disclose protected health information about you to individuals in correctional facilities so that you can receive 
appropriate health care if you were to go to jail. 

Source: American Hospital Association 1COLUMBUS/981111 v.03 



• As Required By Law. We may disclose protected health information about you when required to do so by federal, state or local law.  If a law requires 
that we disclose protected health information about you, we will do so only to the extent required by the law.  Federal law permits and/or requires us to 
disclose your protected health information to agencies that do health care oversight, public health activities, workers compensation, food and drug 
administration, and similar legally regulated activities.  For instance, state law requires and we do report instances of communicable diseases, such as 
venereal disease, to the Health Department.  Another example is if a drug or any other products prescribed for you have been recalled by the Food and 
Drug Administration (the “FDA”) and the FDA requires us to, we will disclose your name and other identifying information to them.   

• Lawsuits, Disputes and Subpoenas. If you are involved in a lawsuit or a dispute, we may disclose protected health information about you in response 
to a court or administrative order. We may also disclose protected health information about you in response to a subpoena, discovery request, or other 
lawful process by someone else involved in the dispute, but only if efforts have been made to tell you about the request or to obtain an order protecting 
the information requested. 

• Law Enforcement. We may disclose information if asked to do so by a law enforcement official: 
o In response to a court order, subpoena, warrant, summons or similar process;  
o To identify or locate a suspect, fugitive, material witness, or missing person; 
o About the victim of a crime if, under certain limited circumstances, we are unable to obtain the person's agreement; 
o About a death we believe may be the result of criminal conduct; 
o In emergency circumstances to report a crime; the location of the crime or victims; or the identity, description or location of the person who 

committed the crime. 
 
YOUR RIGHTS REGARDING PROTECTED HEALTH INFORMATION ABOUT YOU 
You have the following rights regarding protected health information we maintain about you: 

• Right to Inspect and Copy. You have the right to inspect and copy protected health information that may be used to make decisions about your care. 
Usually, this includes medical and billing records.  To inspect and copy protected health information that may be used to make decisions about you, you 
must submit your request in writing to the address listed on the first page no later than one (1) week before you would like to inspect your protected 
health information.  If you request a copy of the information, we may charge a fee for the costs of copying, mailing or other supplies associated with 
your request.  We may deny your request to inspect and copy in certain very limited circumstances. If you are denied access to protected health 
information, you may request that the denial be reviewed. Another licensed health care professional chosen by the practice will review your request and 
the denial.  The person conducting the review will not be the person who denied your request. We will comply with the outcome of the review. 

• Right to Amend. If you feel that protected health information we have about you is incorrect or incomplete, you may ask us to amend the information. 
You have the right to 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 the address listed on the first page. In addition, you must provide a reason that supports your request.  We may 
deny your request for an amendment if it is not in writing or does not include a reason to support the request. In addition, we may deny your request if 
you ask us to amend information that: 

o Was not created by us, unless the person or entity that created the information is no longer available to make the amendment; 
o Is not part of the protected health information kept by or for the practice; 
o Is not part of the information which you would be permitted to inspect and copy; or 
o Is accurate and complete. 

If we deny your request for the amendment, we must let you know in writing.  You have the right to disagree with our denial of your requested 
amendment. 

• Right to an Accounting of Disclosures. You have the right to request that we provide you with an "accounting of disclosures," in compliance with 45 
CFR 164.528. This is a list of certain disclosures we made of your protected health information that were not related to treatment, payment, health care 
operations, or any of the other routine uses or disclosures described in this Notice, were not required by law, and for which you did not sign an 
authorization.  To request this list or accounting of disclosures, you must submit your request in writing to the address listed on the first page. Your 
request must state a time period, which may not be longer than six (6) years and may not include dates before April 14, 2003.  Your request should 
indicate in what form you want the list (for example, on paper, electronically). The first list you request within any twelve (12) month period will be free.  
For additional lists, we may charge you for the costs of providing the list. We will notify you of the cost involved and you may choose to withdraw or 
modify your request at that time before any costs are incurred. 

• Right to Request Restrictions. You have the right to request a restriction or limitation on the protected health information we use or disclose about you 
for treatment, payment or health care operations. You also have the right to request a limit on the protected health information we disclose about you to 
someone who is involved in your care or the payment for your care, like a family member or friend. For example, you could ask that we not use or 
disclose information to your spouse about a surgery you had.  We are not required to agree to your request. If we do agree, we will comply with your 
request unless the information is needed to provide you with emergency treatment.  To request restrictions, you must make your request in writing to 
the address listed on the first page.  In your request, you must tell us (1) what information you want to limit; (2) whether you want to limit our use, 
disclosure or both; and (3) to whom you want the limits to apply, for example, disclosures to your spouse. 

• Right to Request Alternative Communications. You have the right to request that we communicate with you about medical matters in a certain way 
or at a certain location. For example, you can ask that we only contact you at work or by mail. To request confidential alternative communications, you 
must make your request in writing to the address listed on the first page.  We will not ask you the reason for your request. We will accommodate all 
reasonable requests. Your request must specify how or where you wish to be contacted. 

• Right to a Paper Copy of This Notice. You have the right to a paper copy of this notice. You may ask us to give you a copy of this notice at any time. 
Even if you have agreed to receive this notice electronically, you are still entitled to a paper copy of this notice.  To obtain a paper copy of this notice, 
contact the office at the number listed on the first page. 

 
CHANGES TO THIS NOTICE 
We reserve the right to change this notice. We reserve the right to make the revised or changed notice effective for protected health information we already have 
about you as well as any information we create or receive in the future.   
 
COMPLAINTS 
If you believe your privacy rights have been violated, you may file a complaint with the practice and with the Secretary of the United States Department of Health 
and Human Services. To file a complaint with our office, contact our Privacy Officer at (614) 944-4800.  To file a complaint with the Secretary of the United States 
Department of Health and Human Services, send a letter to:  Secretary, United States Department of Health and Human Services, 200 Independence Avenue, 
S.W., Washington, D.C.  20201 or an email to:  HHS.Mail@hhs.gov.  All complaints must be submitted in writing. You will not be penalized for filing a 
complaint. 
 
OTHER USES OF MEDICAL INFORMATION 
Other uses and disclosures of protected health information not covered by this notice or the laws that apply to us will be made only with your written authorization. 
If you provide us authorization to use or disclose protected health information about you, you may revoke that authorization, in writing, at any time. If you revoke 
your authorization, we will no longer use or disclose protected health information about you for the reasons covered by your written authorization. You understand 
that we are unable to take back any disclosures we have already made with your authorization, and that we are required to retain our records of the care that we 
provided to you. 

Source: American Hospital Association 2COLUMBUS/981111 v.03 



Central Ohio Urology Group, Inc. 
Financial Policy 

We are committed to providing you with the best possible medical care.  If you have special needs, we are here to work 
with you.  The following information is provided to avoid any misunderstanding or disagreement concerning payment for 
professional services. 

 
1. Our practice participates with a variety of insurance plans.  It is your responsibility to: 

 
 Bring your current insurance card at every visit.  We consider an insurance card similar to a credit 

card because you are asking us to bill another party for charges for the services you have been provided.  
If you do not bring your insurance card, you should be prepared to pay for your services in full on that 
date. 

 Be prepared to pay your copay at each visit.  We are required by your insurance plan to collect copays 
on the date of service.  Payment can be made by cash, check, or credit card.  If you do not bring proper 
payment to your visit, you will need to reschedule your appointment except in the case of a medical 
emergency. 

 For medical care not covered by your insurance, deductible and coinsurance limits that have not 
been satisfied, or for patients that have no insurance, payment in full is due at the time of the visit. 

 
2. If you have insurance that we do not participate in, upon request our billing office will provide you with a form with 

itemized charges that you can use to file to that plan for reimbursement.  However, payment in full is expected on 
the date of service. 

3. If you have secondary insurance coverage, you must provide that information on the date of service.  You will be 
expected to pay any copay required by your primary insurance on the date of service.  If you do not provide us 
with your secondary insurance information in order to file a timely claim, you will be responsible for any balance 
due after your primary insurance pays. 

4. If you are unable to pay for necessary medical care, you may be eligible for financial assistance.  It is your 
responsibility to inform us prior to your visit. 

5. Referrals: It is your responsibility to bring any required referrals for treatment at, or prior to the visit.  If you do not 
have the referral, your visit may be rescheduled, or you may be financially responsible. 

6. If the patient is a minor (under 18 years of age), the parent or guardian must sign below.  The parent, guardian, or 
unaccompanied minor is responsible for any payment due at time of service, bringing the necessary referrals and 
insurance card. 

7. A “Facility Fee” may be charged according to our contracts with certain commercial and government plans.  If you 
are covered by any of those plans, you will be responsible for any portion of the “Facility Fee” that is not paid by 
those plans according to your benefits.  

8. If you have any questions about insurance, we are happy to help you.  Specific coverage issues, however, should 
be directed to your insurance company customer service department (the number is on your insurance card). 

9. If you fail to show up for an appointment without contacting us to cancel your appointment at least one day in 
advance, your account may be charged a no-show charge. 

10. If you fail to make payment in full for the services that are rendered to you, your outstanding balance will be sent 
to a collections agency.  You will be responsible for the fees assessed by the collections agency. 

 
Our practice believes that a good physician-patient relationship is based upon understanding and good communication.  
Questions about financial arrangements should be directed to the office where you regularly receive services.  Please 
sign that you have read and agree to the Financial Policy. 
 
 
 
Signature of Patient or Responsible Party      Date 
 
 
 
Signature of Co-Responsible Party       Date 

 
COUG – October 6, 2006 



Chills N Y Chest Pain N Y

Fever N Y Heart Murmur N Y

Weight Loss N Y Palpitations N Y

Varicose Veins N Y

Other: Other:

Painful Urination N Y Too Cold N Y

Erectile Dysfunction N Y Excessive Thirst N Y

Blood In Urine N Y Fatigue N Y

Urinary Frequency N Y Too Hot N Y

Urinary Incontinence N Y Hot Flashes N Y

Urinary Retention N Y

Other: Other:

Arthritis N Y Blurred Vision N Y

Back Pain N Y Double Vision N Y

Joint Pain N Y Ear Infection N Y

Neck Pain N Y Eye Pain N Y

Hearing Loss N Y

Sinus Infection N Y

Sore Throat N Y

Other: Other:

Abdominal Pain N Y Breast Lumps N Y

Blood In Stool N Y Breast Pain N Y

Constipation N Y Vaginal Discharge N Y

Diarrhea N Y Penile Discharge N Y

Heartburn N Y Sexual Dysfunction N Y

Loss Of Appetite N Y

Nausea N Y

Vomiting N Y

Other: Other:

Difficulty Walking/Dizziness N Y Easy Bleeding N Y

Headache N Y Swollen Glands N Y

Memory Loss N Y

Seizures N Y

Tremors N Y

Numbness/Tingling N Y

Other: Other:

Respiratory

Frequent Cough N Y Contact Allergy N Y

Shortness Of Breath N Y Hives N Y

Known TB Exposure N Y Itching Skin N Y

Wheezing N Y Rash N Y

Other: Other:

Psychiatric

Anxiety N Y Asthma N Y

Depression N Y Food Allergies N Y

Insomnia N Y

Other: Other:

Print Patient's Name: Patient's Signature:

Musculoskeletal Ears/Nose/Throat/Mouth

Gastrointestinal

Neurological Hematologic/Lymphatic

Immunologic

REVIEW OF SYSTEMS

Do you now have or have you had any problems related to the following systems?  Circle (Y) Yes or (N) No.

PLEASE EXPLAIN ANY YES ANSWERS IN THE SPACE PROVIDED.

Reproductive

Integumentary

Constitutional Symptoms Cardiovascular

Genitourinary Metabolic/Endocrine




