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Patient Information Sheet

Doctor: Date: o Time:

Chief complaint:
Have you been seen by one of our Doctor’s Y ~ N~ When?

Patient: Phone Number:
Mailing Address: Cell #
City: State: Zip:
Circle One Circle One
Sex: Male Female Age: Birthdate: Single Married Widowed Divorced
Social Security# Email address:
Patient employer: Business Phone:

Emergency-Contact (Name and number of someone who does not live with you)

Name: Phone#

Spouse (or responsible party): Birthdate:
Primary insurance: Secondary Insurance:
Primary contract# Secondary contract:
Group# Group#

Subscriber: Subscriber:

Patient’s family physician Phone#

Patient’s pharmacy Phone#

I acknowledge that I have been provided access to Notice of Privacy Practices of Clinical Urology
Associates, P.C. and that a copy will be provided to me upon my request. I understand that terms are for
services rendered (If these terms create a problem, please see the business office about making other
arrangements before you are examined). I will be responsible for all charges incurred by me.

Signed: Signed: Date
Patient or Guardian
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