
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 


