
REGISTRATION

PATIENT INFORMATION
Last  Name First M I I or I ttiir. I tvts

f] Mrs. f, tr,'tiss

Date of Birth A a e Race Sex

[ M  T F

Social  Secur i ty  Number Marital Status

t r s  n u  n D  n w  f l s e p
Street Address City State Zip Code Home Phone

( )
i  Emai tAddress Cel l  Phone

( )
Patient 's Occupation Employer Employer Phone

( )
Spouse's Last  Name Fi rs t M I f , o r  [ M r  f ] w t s

I Mrs. f tv4iss

Spouse's Occupation Employer Employer Phone

( )
Chose Urology Associates of NE Florida Because {Please check one box) ] Ethnicity I Preterred L"anguage
! lnsurance PIan ! Family I Frjend fl Internet I ye ow pages I other ] I
Other Family Members Seen at Urology Associales of NE Florida

INSURANCE INFORMATION (Please give your insurance card(s) to the receptionist)
Primary Insurance Pol icy # Group #

j  Subscriber's Name
I

Social Security # Date of Birth Relat ionship to Subscriber

I sett I Spouse f, ci'tito I ctrer

I  Secondary Insurance Po l i cy  # Group #

Subscr iber 's  Name Social  Secur i tv  # Date of Birth Relat ionship to Subscriber

I setr f ]  Spouse fJ cniro I  otner

i  PRIMARY CARE PHYSICIAN
Last  Name First M I Special ty

Street Address City State Zip Code Office Phone

( )

REFERRING PHYSICIAN (rr orrre RENT THAN pRtMARy cARE pHystctAN)
Last  Name First MI Specialty

Street Address 1- i+, ,v r r y State Zip Code Offlce Phone

( )

IN CASE OF EMERGENCY
Name of Local Friend or Relative Relationship to Patient 

I  
Home phone

t (  )
Work Phone
( )

PHARMACY
Pharmacy Name ( f i rs t  chcice) Locat ion Phone Number

( )
Pharmacy Name (second choice) Location Phone Number

( )
I  CERTIFICATION

The above information is :rue io :he best of my know'edge. I authorize my insurance benelts to be paid dn"",'y,o ,n" onr"o,"n. inil*ilrn*
I am financially responsible fo. any balance. I also authorizeUroiogy Associates of NE Floridaor insurance iompany to release any information
requrred to process my claims.

PatienVlegal GuardiqniAuthorized person (Signature) Date of Signature

Patient/Lega I Gua rdian/&!h orized Person ( pri nted N a me ) Relat ionship I f  Other Than Pat ient



Date:  _____/_____/_____ 

HEALTH HISTORY QUESTIONNAIRE 
All questions contained in this questionnaire are strictly confidential and will become part 

of your medical record. 
Name:(Last, First, M.I.)   M     F DOB:  _____/_____/_____ 

PRESENT UROLOGIC HEALTH CONCERN(S) 
Please describe your current urologic problem(s) and why you are seeking consultation. 
 
 
 
 
 
 
 
 
ILLNESSES (Check all that apply) 
Have you ever been diagnosed with any of the following illnesses or medical problems?  If yes, include 
approximate date or year. 

 High Blood Pressure Date/Yr:  Asthma/Bronchitis Date/Yr: 
 Coronary Artery Disease Date/Yr:  Emphysema Date/Yr: 
 Heart Attack Date/Yr:  Multiple Sclerosis Date/Yr: 
 Angina Date/Yr:  Parkinson’s Disease Date/Yr: 
 Heart Failure Date/Yr:  Alzheimer’s Disease Date/Yr: 
 Mitral Valve Prolapse Date/Yr:  Multiple Sclerosis Date/Yr: 
 Heart Attack Date/Yr:  Seizures Date/Yr: 
 Angina Date/Yr:  Thyroid Disease Date/Yr: 
 Cerebrovascular Accident (Stroke) Date/Yr:  Diabetes Date/Yr: 
 Diverticulosis/Diverticulitis Date/Yr:  Hiatal Hernia Date/Yr: 
 Gout Date/Yr:  Glaucoma Date/Yr: 
 Depression Date/Yr:  HIV/AIDS Date/Yr: 
 Cardiac Arrhythmia Date/Yr:  Transient Ischemic Attack (TIA) Date/Yr: 
 Heart Murmur Date/Yr:  Deep Venous Thrombosis Date/Yr: 
 Abdominal Aortic Aneurysm Date/Yr:  Genital Herpes Date/Yr: 
 Pulmonary Tuberculosis Date/Yr:  Hepatitis Date/Yr: 
 Genital Condyloma Date/Yr:  Cholelithiasis Date/Yr: 
 Padget’s Disease Date/Yr:  Ulcerative Colitis Date/Yr: 
 Anemia Date/Yr:  Osteoarthritis Date/Yr: 
 Leukemia Date/Yr:  Colon Cancer Date/Yr: 
 Cervical Cancer Date/Yr:  Cystocele/Rectocele Date/Yr: 
 Ovarian Cancer Date/Yr:  Hodgkin’s Disease Date/Yr: 
 Breast Cancer Date/Yr:  Malignant Lymphoma Date/Yr: 
 Bladder Cancer Date/Yr:  Lung Cancer Date/Yr: 
 Prostate Cancer Date/Yr:  Kidney Cancer Date/Yr: 
 Testis Cancer Date/Yr:  Penile Cancer Date/Yr: 
 Kidney Stones Date/Yr:  Erectile Dysfunction (ED) Date/Yr: 
 Urinary Incontinence Date/Yr:  Urinary Tract Infection Date/Yr: 
 Prostate Enlargement (BPH) Date/Yr:  Prostatitis Date/Yr: 
 Other 



OPERATIONS 
Please list all surgeries including approximate date or year. 
Surgery Diagnosis Date/Yr. 
   
   
   
   
   
   
   
   

MEDICATIONS 
Please list your prescribed drugs and over-the-counter drugs, such as vitamins and nutritional 
supplements including approximate start date.  
Name of Drug Strength Frequency Taken Start Date/Yr. 
    
    
    
    
    
    
    
    
    
    
    
ALLERGIES 
Please list all drug allergies including type of reaction. 
Drug Type Reaction 
  
  
  
  
  

PERSONAL HISTORY AND HEALTH HABITS 

Marital Status  Married  Single  Divorced    Separated    Widow 

Religion  

Occupation  

 Non-Ambulatory  Limited-Mobility  Inactive 

 Walking  Running  Swimming 

 Aerobic Training  Strength Training  Recreational Activities 

Physical Activity 

 Other 

 Regular  Diabetic  Weight Reduction 

 Low Fat  Renal Failure  Weight Gain 

 Vegetarian  Gluten Free  Lactose Free 

Dietary 

 Other 



Advance Directive  None  Living Will  Surrogate 

 None 

 Beer (drinks/wk): __________ Duration: ________  years Date Discontinued: _________ 

 Wine (drinks/wk):  _________ Duration: ________  years Date Discontinued: _________ 

Alcohol 

 Liquor (drinks/wk) : ________ Duration: ________  years Date Discontinued: _________ 

 None 

 Cigarette (pks/day):  _______ Duration: ________  years Date Discontinued: _________ 

 Cigar (#/day):  ____________ Duration: ________  years Date Discontinued: _________ 

 Pipe (#/day): _____________ Duration: ________  years Date Discontinued: _________ 

 Chew (#/day): ____________ Duration: ________  years Date Discontinued: _________ 

Tobacco 

 Snuff (#/day): ____________ Duration: ________  years Date Discontinued: _________ 

 None 

 Marijuana (#/day): _________ Duration: ________  years Date Discontinued: _________ 

 Cocaine (#/day): __________ Duration: ________  years Date Discontinued: _________ 

Drugs 

 Other (#/day): ____________ Duration: ________  years Date Discontinued: _________ 

FAMILY HEALTH HISTORY 
 No History of Familial Disease 

Relative (i.e., Father, Mother, Uncle, Sister, etc.) Illness (i.e., Diabetes, Heart Disease, Prostate Cancer, etc.) 
  
  
  
  
  
  
  
  
  

REVIEW OF SYSTEMS (Check all that apply) 
 Anorexia  Chills  Fatigue 
 Fever  Malaise  Sweats 

General 

 Weight Loss   

 Blurred Vision  Double Vision  Eye Pain Eyes 
 Eye Discharge  Vision Loss  Eye Irritation 

 Decreased Hearing  Ringing in Ears  Ear Pain Ears, Nose, and Throat 
 Hoarseness  Pain with Swallowing  Nose Bleeds 

 Chest Pain  Peripheral Edema  Cardiovascular 
 Palpitations   

 Cough  Wheezing  Bloody Sputum Respiratory 
 Shortness of Breath   

 Abdominal Pain  Nausea  Vomiting 
 Diarrhea  Constipation  Tarry Stools 

Gastrointestinal 

 Bloody Stools   

 Painful Urination  Blood in Urine  Sexual Dysfunction Genitourinary 
 Difficulty Voiding  Urinary Incontinence  



 Back Pain  Joint Pain  Joint Swelling Musculoskeletal 
 Muscle Weakness   

 Dryness  Itching  Rash Skin 
 Suspicious Lesion   

 Dizziness  Weakness  Tremors Neurological 
 Seizures   

 Depression  Anxiety  Memory Loss Psychiatric 
 Hallucinations   

 Cold Intolerance  Heat Intolerance  Increased Thirst Endocrine 
 Weight Change   

Hematologic and 
Lymphatic  Abnormal Bruising  Easy Bleeding  Enlarged Lymph Nodes 

Allergic and 
Immunologic  Hay Fever  Itching  HIV Exposure 

CERTIFICATION 

The above information is true to the best of my knowledge. 

X 
  

 Patient/Legal Guardian/Authorized Person (Signature) Date of Signature 

 
 



 
Thank you for your help and understanding in these matters. 

 

UROLOGY ASSOCIATES OF NORTHEAST FLORIDA   -  TELEPHONE POLICY 
 

Due to confidentiality laws (HIPAA), it is required of this office to have a patient or legal guardian 
release and signature in order to confirm, change, or cancel office appointments or to be contacted 
regarding the patient’s medical condition. 
 
If someone is not specifically listed below, we CAN NOT discuss any aspect of your treatment with 
them, including appointment dates or times.  This applies to spouses / children / caretakers / etc… 

 
  Urology Associates of Northeast Florida may discuss my care with: 

   _______________________________________________  (spouse) 

   _______________________________________________  (child / sibling) 

   _______________________________________________  (caretaker / legal guardian) 

 
In addition, check ALL the appropriate boxes below: 

 

   Office can contact me on my cell phone at:   _________________________________ 

 (or leave a message on my voicemail at the cell phone number listed above) 

 

       Office can contact me at my home at:     _____________________________________ 

 (or leave a message with someone listed above, or on my answering machine) 

 

   Office can contact me at work at:  ______________________________(ext)________ 

 (or leave a non-specific message for me to return a call to this office) 

 

   Office can fax me at home:  _____________________________________________ 

 

   Office can fax me at work:  ______________________________________________ 

 

My signature below confirms that I have read this notice and agree with this policy. 

 

______________________________________________   ___________________ 

(signature)          (date) 



 

 

Consent to the Use and Disclosure of Health Information 

For Treatment, Payment, or Healthcare Operations 
 

I understand that as part of my healthcare, this practice originates and maintains health records describing my 

health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or 

treatment. I understand this information serves as a: 
 

• Basis for planning my care and treatment, 

• Means of communication among the many health professionals who contribute to your care, 

• Legal document describing the care you received, 

• Means by which you or a third-party payer can verify that services billed were actually provided, 

• Source of information for applying my diagnosis and surgical information to my bill, 

• Tool for assessing quality to improve the care we render and the outcomes we achieve. 

 

I understand and have been provided with a Notice of Health Information Practices, or I have reviewed 

the notice at www.orangeparkurology.com/docs/Privacy-Notice-Urology-Associates.pdf. 
 

Each identical notice provides a more complete description of information uses and disclosures.  I understand 

that I have a right to review the notice prior to signing this consent.  I understand that the organization reserves 

the right to change its notice and practices and, prior to implementation, will make the revised notice available 

for patients to review at our office, or available to view on our website.  I understand that I have the right to 

object to the use of my health information for directory purposes.  I understand that I have the right to request 

restrictions as to how my health information may be used or disclosed to carry out treatment, payment, or 

healthcare operations and that the organization is not required to agree to the restrictions requested.  I 

understand that I may revoke this consent in writing, except to the extent that the organization has already taken 

action in reliance thereon. 

 

I wish to have the following restrictions to the use or disclosure of my health information: 

 

 

 

Signing below indicates that I fully understand and accept the terms of this consent. 
 

 

Acknowledgment of Receipt of Privacy Notice  
 

We are required by law to provide you with a copy of our Notice of Health Information Practices.  To ensure 

that our records are accurate, please sign this form and return it to our receptionist to acknowledge that you have 

been provided with a copy of our Notice. 
 

 

____________________________________________________ 

 Print Name of Patient (and Legal Representative, if necessary)  

 
 

____________________________________________________ 

 Signature of Patient (or Legal Representative) 

 
 

__________________________________ 

 Date 



  Rev. 5/2015 

         

   UROLOGY ASSOCIATES     D I P L O M A T E S ,  AM E R I C AN  B O A R D  O F U R O L O G Y  

  OF NORTHEAST FLORIDA   MARC H.  BLASSER,  M.D.  

         CHRIS D.  MOORE,  M.D.  

         DAVID S .  BARGNESI,  M.D.  

          

 

FINANCIAL POLICY 

 

OUR OFFICE POLICY IS THAT FEES ARE DUE WHEN SERVICES ARE RENDERED. 

 

WE MUST EMPHASIZE THAT AS YOUR HEALTHCARE PROVIDERS, OUR CONCERN IS FOR 

YOUR HEALTH AND OUR RELATIONSHIP IS WITH YOU - NOT YOUR INSURANCE COMPANY. 

 

WE WILL GLADLY DISCUSS THE COST OF YOUR VISIT AND DO OUR BEST TO 

ANSWER ANY QUESTIONS RELATING TO YOUR INSURANCE COVERAGE. 

HOWEVER, YOU MUST REALIZE THE FOLLOWING: 

 

 YOUR INSURANCE IS A CONTRACT BETWEEN YOU, YOUR EMPLOYER, AND  

THE INSURANCE COMPANY. WE ARE NOT PARTY TO THAT CONTRACT. 

YOU ARE ULTIMATELY RESPONSIBLE TO KNOW WHAT YOUR POLICY 

PROVISIONS ARE AT THE TIME OF SERVICE. 
 

 IF YOU HAVE INSURANCE AND WOULD LIKE US TO FILE CLAIMS ON YOUR 

BEHALF, YOU MUST PROVIDE ACCURATE INFORMATION (INCLUDING YOUR 

SOCIAL SECURITY NUMBER) AND PRESENT ID CARDS PRIOR TO BEING SEEN.   
 

 IT IS ALSO YOUR RESPONSIBILITY TO OBTAIN A CURRENT REFERRAL FOR  

YOUR OFFICE VISIT.  IF YOU FAIL TO DO SO, YOU WILL BE RESPONSIBLE FOR 

ALL CHARGES INCURRED 
 

 YOU ARE RESPONSIBLE FOR THE BALANCE OF CLAIMS THAT ARE NOT PAID 

WITHIN 90 DAYS.  AFTER THAT POINT, IT WILL BE UP TO YOU TO CONTACT 

YOUR INSURANCE COMPANY FOR PAYMENT / REIMBURSEMENT. 
 

I DO HEREBY AGREE TO PAY ANY AMOUNT THAT MY INSURANCE REFUSES AND 

THAT I WILL BE HELD RESPONSIBLE FOR THE BALANCE OF MY ACCOUNT. I 

AUTHORIZE PAYMENT OF INSURANCE BENEFITS RESULTING FROM MY CARE IN 

THIS OFFICE TO UROLOGY ASSOCIATES OF NORTHEAST FLORIDA. 

 

 

SIGNATURE: _________________________________________   DATE: ________________ 


