PATIENT INFORMATION SHEET & QUESTIONNAIRE

Date _ _ __ Home Phone:
Patiant Name-
Person Besponsible {or Acct:
Patient Address: Al ¥
City: Stats: Zip:
Ape; Birthdate; (Bex: M F MenitalBlatuss § M W D Saparated
Soelal Securlty Numbsr: - - {For above, circle appropriate answer)
Is patient & studant: Yas No Patiant's Decupation: ]
MNama of Employer: Address of Emp: .
Work Phone: Cley: State: e .
Mame of Spouss: i (11 pt. i5 child, give name of husbandrvwite|
Spolsa Employer: Clty: Siate: Zpgs
In gase of emargency, 2nd we nead to contact nearest relative, pleass give name and adgress of negrast ralative:
Mame: Relationship te pt: ———
Address: e e, —— Gty . Fhone:
Medical/Surgical Insurance
Primary Ing. Gompany: S 0 # Grp #
Is this group insurance” Yes M Name of subscriber; _ .
"Name of company who carriess this ins:
Secandary Insurance: 10 # __Gm#
Is this gioup insurance:  Yes Mo Narra of Subacriber:
Narma of company who carrers this ins:

HAVE YOU EVER HAD ANY OFERATIONS OF ANY KIND; tF 30, PLEASE LIST AND GIVE APFROXIMATE DATES:

HAVE vOU EVER HAD, OR BEEN TREATED FOR, ANY OF THE FOLLOWING:

Yes No : Yus . No
Biood In urine High Clood pressura Relarring physician:
" Kidney stones —— Heart disease —_— Family physician:

Kidney nfggtions . Diabetes mellitus ———— — EN.T. R
Bladdar troublg VS — Epilepsy —_— Surgacn —_
Prostate troutle _ Venerzal digeasze _ Gyn
Diaghos:s of cancet . Stomach ulear - Cardiclogistint.
Chest pain - Shennessefbreath 0 Qthar:
Any family history of the abova:

Mother:

Fathai:

Hew many packs of cigarettes per day have you smoked (for how many years)?
How rmuch alchohol consumption per day?
LIST ANY CURAENT MEDICATIONS YOU TAKE, EITHER NOW OR ON 4 REGULAR BASIS, SUCH AS ASPIRIN, HIGH BLOOD PRESSURE
MEDICATION, EPILEPSY MEDICATICN, ETC.

DRUG/ALLERGIES:
HAVE YOU EVER MAD REACTION TO SEAFOOD?

INSURANCE AUTHORIZATION AND ASSIGNMENT
I HERESY AUTHORIZE ATLANTA URQLDGICAL GROUP. P.C., TO FURNISH INFORMATION TO ANY INSURANCE CARRIER CONCERNING MY
ILLNESS AND TREATMENT(S) HERE, AND | HEREBY ALUTHORIZE ARSIGNMENT QF BENEFITS FOR MEDICAL/SURGICAL SERVICES RENDERED
BY ATLANTA UROLCGICAL GROUP TO BE PAIQ DIRECTLY TO THE DOCTOR OM SERVICES RENDERED EITHER TQO MYSELF OR MY
DEPENDANTS. | UNDERSTAND THAT | AM FINANCIALLY HESFONSIBLE FOR ANY AMOUNT NOT GOVERED BY THE INSURANGE.

Date: Signature:

*=***THE PATIENT IS RESPONSIBLE FOR ALL FEES, FI.EGAHDLESS OF INGURANCE COYERAGE. 1T 1S CUSTOMARY TC PAY FOR SERVICES =
WHEN AENDERED UNLESS OTHER ARRANGEMENTS HAYE BEEN MADE IN ADVAMCE,




