NORTHWEST UROLOGY ASSOCIATES

A DIVISION OF ACHO

PATIENT REGISTRATION FORM

PLEASE PRINT CLEARLY

PATIENTS NAME: LasT FIRST M
ADDRESS: (LocAL)

CITY STATE ZIPCODE+4
PHONE: () CELLPHONE: { )
ADDRESS: (OUT OF AREA)

CITY STATE ZIPCODE
PHONE: ( ) MARITAL STATUS:M S W D
DATE OF BIRTH: PREFERRED LANGUAGE:
SEX: M F RACE: ETHNICITY:
SPOUSE.: DATE OF BIRTH:
FAMILY DOCTOR (LocAL) PHONE: ( )
(OUT OF AREA) PHONE: ()
LOCAL PHARMACY: PHONE: ()
ADDRESS: _

EMERGENCY CONTACT: NAME:

PHONE: ( ) RELATIONSHIP:
EMPLOYER INFORMATION NAME:

ADDRESS: PHONE: ()
CITY STATE ZIPCODE
RESPONSIBLE PARTY IF NOT PATIENT:

NAME: PHONE: ()
ADDRESS:

CITY STATE ZIPCODE

RELATIONSHIP TO PATIENT:
MEDICAL POWER OF ATTORNEY: Y N LIVINGWILL: 'Y N




NORTHWEST UROLOGY ASSOCIATES

A DIVISION OF ACHO
BIREN G. PATEL, MD S. JAYACHANDRAN, MD
IAN L GOLDMAN,MD SHELDON D ROBERTS, MD
GANESH SIVARAJAN, MD

TELEPHONE FAX
(623) 546-1400 (623) 546-0745

DEAR PATIENT: THERE ARE TIMES WHEN WE RECEIVE CALLS FROM FAMILY MEMBERS,
PERSONAL REPRESENTATIVES OR FRIENDS AND THEY WISH TO DISCUSS PERSONAL,
MEDICAL OR FINANCIAL INFORMATION ABOUT YOU. BECAUSE YOUR PRIVACY AND
THE PROTECTION OF YOUR PRIVACY IS SO IMPORTANT TO US, WE MUST HAVE YOUR
PERMISSION BEFORE WE CAN DISCUSS ANYTHING ABOUT YOU WITH ANY OTHER
PERSON. IF YOU WISH TO GIVE PERMISSION FOR US TO TALK WITH OR GIVE OUT
INFORMATION TO ANYONE OTHER THAN YOUR SELF, PLEASE FILL OUT THE
FOLLOWING AUTHORIZATION.

AUTHORIZATION FOR RELEASE OF INFORMATION

1, . GIVE THE DOCTORS OF VALLEY UROLOGIC ASSOCIATES, THEIR
OFFICE STAFF AND BILL[NG AND INSURANCE STAFF, HELEN-ANN SIROIS AND PRS. INC.
PERMISSION TO DISCUSS WITH AND RELEASE INFORMATION ABOUT MY PERSONAL,
MEDICAL AND FINANCIAL INFORMATION TO:

RELATIONSHIP

RELATIONSHIP

RELATIONSHIP

] UNDERSTAND THAT THE DOCTORS OF VALLEY UROLOGIC ASSOCIATES AND THEIR OFFICE AND
BILLING STAFF WILL NOT DISCUSS ANYTHING ABOUT ME WITH ANYONE OTHER THAN MYSELF
OR THE PERSON(S) I HAVE WRITTEN IN ABOVE. 1 UNDERSTAND THAT I MAY CHANGE MY MIND
ABOUT THIS PERMISSION, IN WRITING, AT ANYTIME. 1 ALSO UNDERSTAND THAT IF I DO CHANGE
MY MIND, THE DOCTORS OF VALLEY UROLOGIC ASSOCIATES AND THEIR ABOVE MENTIONED
STAFF WILL NOT BE HELD RESPONSIBLE FOR ANY INFORMATION THAT IS IN THE PROCESS OF
BEING RELEASED OR ALREADY HAS BEEN RELEASED.

SIGNATURE DATE DATE OF BIRTH

IF SIGNED BY OTHER THAN THE PATIENT, DESCRIBE AUTHORITY TO ACT FOR THIS INDIVIDUAL

WITNESS DATE
THIS AUTHORIZATION EXPIRES ONE YEAR FROM DATE SIGNED

PLEASE FILL OUT OTHER SIDE OF THIS FORM


















