LIRS LG

PATIENT REGISTRATION FORM

Your Name Birth Date Age Sex Marital Status

How Would You Like Us To Address You? (First Name, Mr., Mrs., Dr. etc.) Driver’s License #
Address (City, State & Zip Code) Home Telephone Number
Your Social Security Number  Your Email Address Cell Phone Number
Your Occupation (former if retired) Your Employer Work Telephone Number
Person To Contact In Emergency Relationship Phone Number(other than your #)

Who Referred You To Pacific Coast Urology? Who Is Your Regular Doctor? Where Is His/Her Office?

/ / /

/ / /

Please List Any Allergies You Have

/ / /

/ / /

Please List All Prescription Medications That You Take

/ / /

Please List All Over The Counter (Non-Prescription) Medications That You Take

Do You Use Tobacco Products? YES NO QUIT years ago

Do You Use Alcohol? YES (Amount = Occasional Moderate Heavy) NO
Do You Use Drugs? YES (Amount/Type = ) NO
Primary Insurance Company Policy Number

Secondary Insurance Company Policy Number

Subscriber’'s Name Date of birth






Records Release For Insurance Payment/Request For Direct Payment

Medical Records Release: The undersigned individual authorizes the release of any medical
information necessary to process insurance claims for payment to Pacific Coast Urology Medical
Center for medical services received.

Assignment of Insurance Benefits: The undersigned individual requests that payment for
covered services, either from a private insurance company or government entity, be sent directly to
Pacific Coast Urology Medical Center.

Financial Responsibility Agreement: The undersigned individual agrees that he/she is
responsible for all charges incurred for medical care provided to him/her or to any minors for whom
he/she is responsible by Pacific Coast Urology Medical Center. It is agreed that an insurance plan
is a contract between the patient and an insurance company and that the patient being treated by
Pacific Coast Urology Medical Center is directly and ultimately responsible for payment in full of all
charges for medical care rendered, whether or not they are covered by any insurance company or
other payment plan.

Agreement To Treat: The undersigned authorizes Pacific Coast Urology Medical Center to treat
him/her or any minors for whom he/she is responsible.

Contacting Pacific Coast Urology Medical Center in an Emergency: The undersigned
understands that Dr. Pugach, or a covering physician, is typically available 24 hours/day, 7 days
per week, 365 days per year. If, for any reason within or beyond the control of Dr. Pugach or a
covering physician, a patient cannot make contact for an urgent or emergency matter, the
undersigned understands that prudent judgment should be used and seek care appropriately. This
includes calling 911 for a medical emergency, going to a nearby emergency department, urgent
care center, etc. Inthe event of a serious illness 911 should always be called.

Signature Date

Please print your name or the name of a minor receiving care if you are legally responsible



UROLOGY

Qur Paynent Policies

1. Patients are responsible for full paynment of nmedical services received at Pacific
Coast Urol ogy Medical Center. While we have contracts with some insurance
conmpani es, you, our patient, are legally responsible for any charges related to
your medi cal care

2. You nust pay all deductibles and co-payments each tinme you receive nedica

servi ces.

3. W will bill your insurance conmpany for you, w thout charge, as |long as your
account is current for all deductibles, co-paynents and there are no past due
bal ances. Oherwise, there is a fee of $10 for each i nsurance conpany bill that
we send.

4. 1If you are not able to show us that you have a current, active health insurance
policy, you nmust pay for all services in full at the tinme you receive them

5. If your insurance conpany has not paid for services within 30 days of the date
that you receive them you nust pay the full amunt owed. |f your insurance
conpany issues a check to us after that, we will issue a refund to you pronptly.

6. Pacific Coast Urol ogy Medical Center accepts cash, checks with proper
i dentification, VISA Mstercard and Discover. W do not assess service charges
for credit card use.

7. Any exceptions to these policies because of financial hardship nmust be approved

before a nedical service is provided.

“l have read the paynent policies of Pacific Coast Urol ogy Medical Center and | agree
to fully conmply with them

Pl ease Print Your Nane Here

Pl ease Sign Your Nane Here Today’ s Dat e



UROLOGY

ol

For your conveni ence, we offer
Paci fic Coast Urol ogy Medi cal

| prefer to pay all co-paynents,

____ Cash or check
___ Credit card*

Credit card type: ___ VISA

Credit card #

sever al
Cent er.

deducti bl es and ot her

met hods of paynment for charges you incur at
Pl ease check your preferred nmethod of paynent:

account bal ances by:

_ Mastercard
_ Discover

____American Express

Credit card ID #

Expiration date

*We do not add a service charge for
Cent er

credit card use at Pacific Coast Urol ogy Medical



