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REGISTRATION FORM

	Patient’s Last Name
	First Name
	Middle Initial

	
	
	

	Street Address
	City
	State
	Zip Code

	
	
	
	

	Social Security Number
	Date of Birth
	Age
	Sex

	
	
	
	□ Male
□  Female

	Home Phone Number
	Cell Phone Number
	Email Address

	
	
	

	Marital Status:   □Married        □Divorced□Legally Separated     □Widowed     □Single

	Contact Name (Emergency)
	Contact Phone Number

	
	

	Primary Care Physician
	PCP Phone Number

	
	

	Pharmacy Name
	Pharmacy Location

	
	

	Referred to Practice by:

	□  Primary Care Physician  □  Insurance  □  Internet □Friend/Relative □  Coworker □  Yellow Pages

	

	FINANCIAL ASSIGNMENT/AGREEMENT

	The above information is true to the best of my knowledge.  I authorize the release of information to my insurance company and any other appropriate agency as required for claims payment.  I authorize my insurance benefits to be paid directly to the physician.  I understand that I am financially responsible for any balances that are not reimbursed by my insurance company.  I agree to inform the staff of St Pete Urology of any changes in my insurance coverage.  I agree to pay any deductibles and/or copayments at the time service is provided.  If I cancel an appointment within 48 hours of my scheduled appointment or do not show up for a scheduled appointment without any notification, a $25.00 fee will be billed to my account.

	Patient Signature:
	

	Date:
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