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Patient Demographics Form

Please PRINT and COMPLETE in its entirety.

Name
(Last) (First) (Middle)
Social Security #: Sex: M F Marital Status: _____ Birth Date: Age:
Address:
(# / Street / Suite)
Address:
(City) (State) (Zip)
Ethnicity: Race: Preferred Language:
Home Phone: ( - Cell Phone: ( ) -

Email Address:

Employer:

Work Phone: (

Responsible Party if other than Patient (Parent/Guardian/POA):

Spouse:

Telephone: (

Spouse’s Employer:

Contact other than Spouse:

Referring Physician (Full Name):

Relationship:

Family Physician (Full Name):

Cardiologist-Heart Doctor (Full Name)

Local Pharmacy:

Mail Order Pharmacy:

Local Lab Facility and Location

Telephone ( )

Telephone ( )

Telephone ( )

Telephone ( )

Telephone ( )

Telephone ( )

Local Imaging Facility and Location
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FINANCIAL CONTRACT

Brandywine Urology Consultants, P.A.’s mission is to deliver Delaware’s highest quality urologic care, tailored to the needs of each
patient. To achieve that goal, all of our patients, parents, and /or legal guardians are required to adhere to the principles outlined below.

PAYMENT Initial

Payment of co-payment, co-insurance, estimated deductible, and outstanding balances will be paid at the time of service. For elective
surgical procedures, all co-payments, co-insurance, and estimated deductible amounts must be paid 7 days prior to the procedure, or it
will be canceled and rescheduled. I understandthat myinsurermay not pay forallservices provided by Brandywine Urology Co nsultants,
P.A., and the physicians practicing here. If my insurer denies payment, I (Patient/Guarantor) accept full responsibility for payment of
these services. For convenience, Brandywine Urology Consultants, P.A. offers patients the option and strongly encourages patients to
put a credit card on file.

MEDICAL INSURANCE Initial

Patients are responsible for verifying if our office is an in-network provider with their insurance. If our office is out-of-network, you
agree to pay for services based on your out-of-network benefits. Our office requires a copy of your insurance card and current
demographic information, primarily your mailing address and phone number. Changes in insurance coverage or demographic
information must be communicated to our office. Failure to disclose correct insurance information to our office at the time o f service or
within your insurance plan’s claim submission period will result in the patient being held financially responsible for the full billed
amount of services provided. Patients are responsible for knowing the coverage and benefits of their insurance plansand are encouraged
to call their insurance carrier with any questions.

INSURANCE ASSIGNMENT: Initial

I authorize Brandywine Urology Consultantsto file a claim with my insurance company on record, and I authorize the release o f medical
information to this company for the direct payment to Brandywine Urology Consultants, P.A., of any amounts regarding my claim or
my dependent’s claim under the above-stated policy/policies.

REFERRALS Initial

I am also aware that my insurer may have limitations, restrictions, and authorization/referral requirements on services rendered. If
required by your insurance, patients are responsible for obtaininga referral to our office prior to seeing our providers. If a referral is
NOT present at the time of your visit, you will either be required to pay for the visit out of pocket or be required to resch edule your
appointment.

NO SHOW POLICY Initial

Ifyou fail to attend a scheduled appointment, you will be charged a No-Show Fee. $50 for the first No-Show, $75 for the second No-
Show, and $100 for the third No-Show. A $350 charge for any procedure or surgery scheduled at an off-site facility or hospital not
cancelled or rescheduled with less than 48 hours ' prior notification. Patients who no -show three or more times within a twelve-month
period may be dismissed from the practice. See attached No Show/Late Cancellation Policy.

RETURNED CHECKS Initial
Checks returned due to insufficient funds will be assessed a $75 service charge in addition to the original balance due. Furthermore,
once a check has been returned by a financial institution, all future payments will need to be payable by cash or credit only.

SELF-PAY POLICY Initial
Cashpay discounts will only be offered when paymentisreceived atthe time of service. In most instances, if paymentisreceived after
services are provided, no discount will be offered, and payment in full will be required.
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COLLECTION AGENCY Initial

If the patient responsibility portion of an account is over 90 days past due, the balance may be transferred to our outside collection
agency. Furthermore, in most instances, payment of amounts transferred to a collection agency will need to be paid in full before a
patient may return to our office.

RELEASE OF INFORMATION Initial

I authorize the release of any information regarding the course of the examination and treatment to the applicable insurance company
and/orphysicians who provide services to me or the person under my care. I further authorize Brandywine Urology Consultants,P.A.to
obtain medical information from any source necessary for my treatment. A copy of this authorization shall be considered as ef fective
and valid as the original. In the case of legal "Guardianship", I am authorized to sign the release of information outlined above. (You
must provide a copy of the legal guardianship documents).

Your signature represents youracknowledgement of full financialresponsibility and yourunderstandingand acceptance of the principles
detailed above.

Patient Name (please print) Guardian Name (please print)

Signature of Patient/Guarantor Date

Attachment: No Show / Late Cancellation Policy to follow.
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Brandywine Urology Consultants, P.A., is honored that you have entrusted your urological care to our office. When you schedule an appointment with
Brandywine Urology Consultants, P.A., time is set aside with one of our surgeons or Advanced Practice Providers to provide you with the highest
quality urological care. Should you need to cancel or reschedule an appointment, we ask that you do so no later than 24 hours prior to your scheduled
appointment time. By providing our office with such notification, it allows the practice to better utilize appointments for all patients in need of prompt
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No-Show/Late Cancellation Policy

medical care by scheduling another patient in need of a visit in the time that was set aside.

A “no show” is missing a scheduled appointment or arriving more than 15 minutes past your scheduled appointment time.

A “late cancellation” is canceling an appointment less than 24 hours prior to the scheduled appointment time.

In the event you no-show for an appointment or fail to cancel an appointment at least 24 hours prior to the appointment time, you will be subject to the

following fees:

e  Office Visits

o $50 charge for the first occurrence.
o $75 charge for the second occurrence.
o  $100 charge for the third occurrence.

e Procedure/Surgery

o $350charge forany procedure or surgery scheduledat an off-site facility or hospitalnot cancelled orrescheduled with less

than 48 hours' prior notification.

In the eventof 3 documented no-shows or late cancellations within a 12-month period, the patient may be subject to dismissal from

the practice.

We understand that special, unavoidable circumstances may cause you to cancelor reschedule within 24 hours. In this instance, the fees may
be waived with approval of the Clinical Operations Manager, the Financial Operations Manager, the Patient Access Ma nager, or the COO.

Our practice firmly believes that a good physician-patient relationship is based upon understanding and good communication.

Signature of Patient/Guarantor

Date
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PATIENT HIPAA ACKNOWLEDGEMENT AND DESIGNATION DISCLOSURE FORM

1. Acknowledgement of Practice’s Notice of Privacy Practices:

By subscribing my name below, | acknowledge that | was provided a copy of the Notice of Privacy Practices (NPP) and
that | have read (or had the opportunity to read if | so chose) and understand the Notice of Privacy Practices (NPP) and

agree to its terms.

Name of Patient Date of Birth

Signature of Patient/Parent/Guardian

2. Designation of Certain Relatives, Close Friends, and Other Caregivers as my Personal Representative:
| agree that the practice may disclose certain pieces of my health information to a Personal Representative of my
choosing, since such person is involved with my healthcare or payment relating to my healthcare. In that case, the
Physician Practice will disclose only information that is directly relevant to the person’s involvement with my healthcare

or payment relating to my healthcare.

Print Name: DOB or other Identifier:
Print Name: DOB or other Identifier:
3. Request to receive Confidential Communications by Alternative Means:

As provided by Privacy Rule Section 164.522(b), | hereby request that the Practice make all communications to me as |

have listed below:

Home Telephone Number

©) Ok to leave a message with detailed information or ©) Leave a Message with the callback number only
Work Telephone Number
@) Ok to leave a message with detailed information or @) Leave a Message with the callback number only
Cell Telephone Number
O Ok to leave a message with detailed information or O Leave a Message with the callback number only
Fax Telephone Number
©) Ok to leave a message with detailed information Email 1:
Email
©) Ok to email to address(s) Email 2:
Patient Name Patient Signature Date
1. The above authorizations are voluntary, and | may refuse their terms without 4. Imay see and copy the information described in this form. |

affecting any of my rights to receive healthcare at the Practice.

2. These authorizations may be revoked at any time by notifying the Practice in
writing at the Practice’s mailing address marked to the attention of “HIPAA
Compliance Officer.”

3. The revocation of this authorization will not have any effect on disclosures
occurring prior to the execution of any revocation.

can obtain a copy after | sign it, if | so request it.

5. This form was completely filled in before | signed it and |
acknowledge that all of my questions were answered to my
satisfaction and that | fully understand this authorization form.

6. Thisauthorization is valid as of the date I have signed below
and shall remain valid until changed or revoked.
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Patient History

Date:

Sex: M F Date of Birth:

Height: Weight:

Chief Complaint — What is the main reason for your appointment today?

Location of the problem:

When did you first notice the problem?

On ascale of 1-10 (with 10 being most severe), what number describes the problem?

Does anything help or make the problem worse?

O Abdomen

O 2 days ago

History of Present Iliness

O Back

O 2 weeks ago

O Moving Around

O Genitalia Other:

O 1 month ago Other:

1 2 3 45 6 7 8 9 10

O Standing up

Other:

How long does the problem last? O 30 minutes O 1 hour O It’s Always There
Other:

Is anything else occurring at the same time? O No O Yes

If yes, please explain: O Nausea O Rash O Headache Other:

Is the problem constant or variable?
Other:

O Dull then sharp

O Lying on side

O Very sharp then leaves O Always There

Does the problem interfere with your normal functions?

Please explain:

O No O Yes

Past Medical, Family and Social History

Do you currently have or have you ever had any of the following?

High Blood Pressure
Rheumatic Heart Disease
Tuberculosis

Crohn’s Disease
Ulcerative Colitis
Diabetes

Kidney Disease/Stones

(ONONONONONONO)

Blood Transfusions
Psychiatric Disorder
Urinary Tract Infections
Stroke

Thyroid Disease

Heart Disease

Cancer

(CNONONG

(ONONONONONONG)

Asthma/Emphysema
Hepatitis/Jaundice

Sexually Transmitted Diseases
Sickle Cell Disease

Other:

Past Surgical Procedures

Please list any surgical procedures that you have had and when:
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Current Medications

(including dosage, frequency, and any non-prescription medication you take)

No u ks wn e

Drug Allergies

1.

2.

3.

4.

Latex Allergy: O Yes O No
lodine Allergy: O Yes O No
Ever had a cystoscopy? If yes, in what O Yes O No
year?

Had a flu vaccine within the last year? O Yes O No
If over 50 years old, have you had a O Yes O No
pneumonia vaccine in the last 5 years? O Yes O No
If yes, in whatyear? ___

Had a colonoscopy in the last 5 years? O Yes O No

Which type?
O Digital O Physical O Mail

\ Social Habits

Do you smoke? O Now O Previously? Packs a day for Years?
When did you quit?

Do you drink alcohol? O Now O Previously How much per day/per week?

Have you ever used recreational drugs? O Yes O No

Do you have a family history (parents/siblings) of the following and if so, whom?

©)
©)

Prostate Cancer
Kidney Stones

O  Urinary Incontinence
O Bed Wetting
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O

Kidney Failure

O childhood Kidney Problems
Review of Symptoms
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Do you know or have you had any problems related to the following symptoms? Circle Yes or No

Constitutional Symptoms

Fever Y N
Chills Y N
Headache Y N
Other:
Blurred Vision Y N
Double Vision Y N
Pain Y N
Other:
Hay Fever Y N
Drug Allergies Y N
Y N
Other:
Tremors Y N
Dizzy Spells Y N
Numbness/ Tingling Y N
Other:
| Endocrine
Excessive Thirst Y N
Too Hot/Cold Y N
Tired/Sluggish Y N
Other:
Abdominal Pain Y N
Nausea/Vomiting Y N
Indigestion/Heartburn Y N
Other:
Chest Pain Y N
Varicose Veins Y N
High Blood Pressure Y N

Other:

Skin Rash Y N
Boils Y N
Persistent ltch Y N
Other:

Joint Pain Y N
Neck Pain Y N
Back Pain Y N
Other:

Ear Infection Y N
Sore Throat Y N
Sinus Problems Y N
Other:

Urine Retention Y N
Painful Urination Y N
Urinary Frequency Y N
Other:

Wheezing Y N
Frequent Cough Y N
Shortness of Breath Y N
Other:

Swollen Glands Y N
Blood Clotting Problems Y N
Other:

Are you satisfied with your life? Y N
Do you feel severely depressed? Y N
Have you ever considered suicide? Y N

Other:
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