OCALA UROLOGY SPECIALISTS, P.A.
INFORMATION SHEET

PATIENT

NAME: ACCT. NO.
ADDRESS:

Street City St. Zip
PHONE: S.S# EMPLOYER:
WORK PHONE: DATE OF BIRTH: SEX: M F
DRIVERS LICENSE #: RACE: W B OTHER
MARITAL STATUS: MARRIED SINGLE NAME OF SPOUSE:
IF PATIENT IS A STUDENT: FULL TIME PART TIME NAME OF SCHOOL:

Person who does not live with you to contact in case of emergency:

RELATIONSHIP: PHONE:

HOW WERE YOU REFERRED TO THIS PRACTICE? By

HOSPITAL PREFERENCE: MARION COMMUNITY HOSPITAL
MUNROE REGIONAL MEDICAL CENTER
NO PREFERENCE

PHARMACY PREFERENCE: PHONE:
ALLERGIES:
FOR WORKER'S COMP INJURY PATIENTS ONLY: DATE OF INJURY:

EMPLOYER AT TIME OF INJURY:

*if work related, a NOTICE OF INJURY from your employer is required before work comp insurance can be accepted by this practice.

IF AUTO ACCIDENT, WHAT STATE DID ACCIDENT OCCUR IN?

MEDICARE #: (Please submit all insurance cards for copying)

INSURANCE COMPANY (Medicare patients please give secondary insurance information.)

INSURANCE CO.: ID #:
GROUP NAME: GROUP #:

*** PLEASE FILL OUT THIS SECTION IF PRIMARY OR SECONDARY INSURANCE IS IN THE NAME OF SOMEONE OTHER THAN THE PATIENT: * * *

NAME GUARANTOR (OR PARENT): D.OB.:
ADDRESS:

SEX: M F S.S# HOME PHONE:

WORK PHONE: EMPLOYER:

RELATIONSHIP OF PATIENT TO THE INSURED: SPOUSE CHILD OTHER



LIFETIME AUTHORIZATIONS

*** All patients to read and sign * * *
1. lauthorize treatment for the patient listed on the reverse side of this sheet.

2. | consent to having copies of the records of my visits to this office sent to my referring physician
and any physician | am referred to by the Doctors, and to my Primary Care Doctor (current and
future).

3. | UNDERSTAND THAT | AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER
PAID BY MY INSURANCE OR NOT AND THAT ANY COLLECTION COSTS INCURRED BY
THE PRACTICE SUCH AS COURT COSTS, FEES, ARE MY RESPONSIBILITY.

4. | hereby authorize release of information necessary to file a claim with my insurance company
and ASSIGN BENEFITS OTHERWISE PAYABLE TO ME TO — OCALA UROLOGY
SPECIALISTS, P.A.

5. | certify that all information given on this and the INFORMATION SHEET above is correct to the
best of my knowledge.

Please remember that insurance is considered a method of reimbursing the patient
for fees paid to the doctor and is not a substitute for payment

Patient Date  Witness Date

SUBSCRIBER (if different for patient)

MEDICARE PATIENTS ONLY

| certify that the information given by me in applying for payment under Title XVIII of the Social Security
Act is correct. | authorize the release of medical or other information XIX about me to the Social
Security Administration and the Health Care Financing Administration or its intermediaries or carriers. A
copy of this signature may be used in place of the original, and | request payment of medical insurance
benefits to Ocala Urology Specialists, P.A. This authorization remains valid for my lifetime or until
otherwise revoked by myself.

Patient Date  Witness Date



