Date of Service (25 < MH):

COVINA VALLEY UROLOGIC MEDICAL GROUP, INC.
ADULT AND PEDIATRIC UROLOGY

Asl BHIL Hix2| 00l QAE JANOR SYELICL oY BE 2250 FH=
gt HE FH2Z Fote HY =0 LS =82 Sel0X L

Last Name (&): : First Name(O| &) M.l

Date of Birth( &!): / / (H, &, E) Referring Doctor{ X2 LH1F)
Race/Ethnicity(= &)

What is (are) the reason (s) for your visit today? (2= A MH20 248 SLIT?)

ALLERGIES (221 X|)

-Are you allergic to any of the following? (2 X/ & & 0! U= DEAE 0f HIASINR):
= Lidocaine (ct0l = I 2l) / Novacaine { = B} 21}

2 lodine/IV Contrast (0101 2 CiQI/AEY A E) = Latex (cll Ol &8 A)

-Please list All other allergy to medications.

(OI20 2edX/REaE s ZE AES JETHR)

Do you have easy tendency to bleed or problem with blood clotting?

(2 £€ StAIJLE €220 S2HIF A8 LN o Yes (i) = No (CHLI2)
CURRENT MEDICATIONS (8 H 22&tAl= 2EASH H32 61M )

= Aspirin (OFA T 21) © Baby Aspirin (HHOlH| OFATI &) = Ecotrin (2 E &)

o Anacin (0FLEAL) = Effient (OHI SHE) O Excedrin (MM E21)
= Motrin (2 E &) © Ibuprofen (OO ZE = ) o Advil (0= ")

= Coumadin {(R0}E) o Plavix (Z eI A) © Pradaxa (Z 2t AL
o Warfarin (2t I} 21)

Please list All other medications you are currently taking including over the counter meds.

(Ol2101 X =8 stAle ZE & 0N, =28, 12D 520 W CAI=X 322 2
F JISGIMR)

- Pharmacy Name (2= 0| 8): Phone (83} B1&):

-Pharmacy Address or cross streets & city (%= F4 =22 220] s 2 0L TAl 0I2):

PAST MEDICAL HISTORY (1t 1 & &)

Please CHECK if you have or have had any of the foilowing diseases or conditions.
(WA, B2 S0 CI20 22 ¥ 2 Lo a0 S HASIAR.)
© Heart Attack {&! & 0}H]) © Heart Disease (& &) ©  Hypertension {11 & &)



o Stroke (I ES = Diabetes (& 1z} o Asthma (& A!)

= Emphysema (7135) © Thyroid Problems {2+ 4} &1)
& Parkinson’s Disease (I} 21 & &) @ Multiple Sclerosis (I A HEHE)

Please list any other Past Medical History ( 0{ 2{&] T & HEZS JiE3AR):

SURGICAL HISTORY (2 Q41 $=E2 U5 J|2 5IHIR):

-Have you had any problems with any form of anesthesia? (0} 5 20|l £ 0] UANLIDI):
=] Yes ((4) o No (Ot 2)
FAMILY HISTORY (Jt= g =)
Please Check and indicate which family member has / had any of the following.
(JIEES Ol2io HES $oal 20 UAASE DF JIZ6HHI2. OHHX, 010U, S A, SO A,
SHALSE 02,012, E5- I 22 M)

Asthma (& &) High Blood Pressure (10 & 2})
Bedwetting (OF = &) Kidney Cancer (& & 2))
Bladder Cancer (2 2 2} Kidney Disease (& &)

Breast Cancer (3 2f2}) ‘ Prostate Cancer (M &« 24
Heart Attack (& & 0HH) Parkinson’s Disease (1}2!Z= &)
Diabetes (& =) Stoke (I EE/EE)

Heart Disease (& &) Tuberculosis {Z &4

SOCIAL HISTORY (At3] A4 &tad)

-Marital Status (22 &l 2):  Please indicate years (& &2 & 5IMR2):

Single (S&1)__ Married (2 &) Separated (2224} Divorced (0| &)
Widowed (AtE) Life Partner (S H) Commwon Law Spouse (| 2F &2 &)

-Occupation (& &)
-Alcohol Consumption (& F):

& No (CtLI2) = Yes (0l o Qccasional (71 2) o Social (At 2)
Number of Drinks Per Day (Gt = 0] &2 & H L)
-Tobacco perday (ES): = No (0IL{ L) o Yes (0fl)
Number of Packs/Day (Ol 20l 22 & £?) Number of Years { E ¢ E 42
-If you previously stopped, when? (EHE 22 M EQ| UAYLII? S1H?)
-Recreational Drugs (2 & 242):

= No (CHLI 2) = ifyes, please list ((HH U2 S %gagw}%?)
REVIEW OF SYSTEMS (M4l ®2al) §i% 820 S &
Constitutional

o Chills (2 8) = Easy Bruising (&l ZOIS) o Fever(g) o Sleep Apnea (=% 2

2)

POII
o



Endocrine

© Excessive thirst (&8t 2'E) o Tired/Sluggish (LI £/ & &) © Too Hot/Cold (S EHU
F3)

Genitourinary

© Burning on Urination (AH & &I8H 2018

= Urinary Frequency { &8 & 38) & Urine Retention (& R XI/EI| HHAS)
Hematological/Lymphatic

© Swollen Glands (2] Z& 2&) o© Blood Clotting Problem (2 21 2H|) © Hepatitis (2t &)
© Bleeding Problem (£ & & &) = HIV/AIDS (U] 0] X) o Sickle Cell (& &)
Eyes

= Blurred Vision { Al2 S &) = Double Vision (0] & 2 &) o Pain{E E5)
Gastrointestinal

= Abdominal Pain (2 &) @ Nausea/Vomiting (M AN S/ E)
Respiratory

© Asthma (& Al) = Emphysema-Bronchitis (H JiES 2|2t X &) © Pneumonia (H &)
@ Shortness of Breath (= JH& = Tuberculosis (H Z &)

Neurological

o Dizzy Spells (81J15) © Numbness/Tingling (I 222/ 2HE) o Tremors (2 &
el

Cardiovascular

© Chest Pain / Angina (8 &l &) = Heart Attack (& & 0+B[)

o Heart Murmur (& & & &) o |rregular Heart Beat (2 7 & 8 A& 2lE)

Psychologic
o Anxiety (R E/Z2Q) © Depressed (R2F) o Generally Satisfied With Life (£ SHES8H &)

HE

COVINA VALLEY UROLOGIC MEDICAL GROUP, INC.

ADULT AND PEDIATRIC UROLOGY

STATEMENT OF PATIENTS FINANCIAL RESPONSIBILITY
(EtAL HIS XK= M2 M)

Covina Valley Urologic Medical Group, Inc. welcomes you to our practice. We work hard to provide the
highest quality care to you. Your clear understanding of our financial policy is very important to our
professional relationship. Please remember that our contract for service is with you, and it is our policy
that you are responsible for our fees regardless of insurance coverage.
(ZHIL Ee Bl o Q&2 SHELUDh Hal=s Aste 22 3=0 Fde ot
Mal2 Bls Kz HMol st Aot H20l6ls R SR SLICH AGI oA = AMHIAE 25t
202l HIA0IH etk SBEEEe] Mo 4220 BIXEe MU B AUCls HE I
SEAID| HFRLICH

Insurance Coverage
(£ 8 oHel He)



it is your responsibility to be aware of your insurance coverage, policy provisions, exclusions and
limitations as well as authorization requirements. This information is furnished by the insurance carrier.
(Aot= EE0 Het 2 olle, LT 2, SINYE 8o LEUD, IS SOAJ| e A =
HE RASHHOIEZ, S8 ‘E’.%*EI PE NESH st EHE Hote BEEgsE ol OFAlLD AHAOkE
HMAO USLICH
We attempt to verify that your coverage is valid at the time of your visit. However, if your coverage is not in effect
at the time of your visit, the financial responsibility is yours.
{(Mal= 2otel 2Eolelel ResE LR2A0 HolalLl, HR2YAl S0 25 A= HIEXE0
M2 A3 RFSLIch
Insurance Changes
(28 #Hs &F)
If you have had any changes in your insurance coverage-even if there is only a small change in the co-payment
amount or a change in the expiration date of the policy - you must notify us. Even a small discrepancy on the claim
form can lead to a claim denial.
(Flot2l &0l 28 oils SHHUE - ofF &2 Q2 012S, U0 (BY2 o HAIL Hs
FRel EM ¥H SE2 - MElUA L2IAH0F ELCL #E FHM BRE 8= Ol &2
Olcte HEAZ 2ol 0] &2 AsLICH
Co-Payments, Co-Insurance and Deductibles
(RH0, &8 &, LIHUEE/RE2
Co-Insurance and co-payments are the patient’s responsibility. Co-Payments are due at the time of visits.
(== 2E I 20l = Hotel MAQILICH ZHOI= H2A NESAILICH

Deductible are patient’s responsibility. The deductible is determined by the contract you have with your insurance
carrier. We do not know how much each person’s deductible is and how much has been met at the time of your
visit.
(USHS/FE3 2 Astel MAULICHL 2222 6l BEsAY N Ao XHale 24D}
SlsLIth Ooizer B8 = SH2A0T MBE4 sLih
You will be responsible for a $25.00 service fee if the bank returns your check for non-payment.
(#lotel N2E =HIt HS22E 22 012 AMolE $25.00 MBIA HIE2o #elg] AUSLICH
Commercial Insurances
(Ae 23)
Aithough Covina Valley Urologic Medical Group, Inc. may participate with third party payment plans; we perceive
your insurance coverage as a contract between the insurance company and you. We will bill your insurance
company as a courtesy, however if collection of payment is denied, the responsibility will be placed immediately on
you the patient.
(M3l ZHILE gel Hl=J10tE et dlg Hetel 2S0lH 328 5lAE E3E HIE0] HEd
AlOl= IS0l st U2 FAI2 EPIPOMI o0 R[AsLICH 2O cleHE = Aot 28 e
Hefol2] e gluich
Medicare
(DHCIAIO)
We participate and accept assignment with Medicare B. Any portion of the deductible that has not been met is
your responsibility. Patients without a secondary insurance are responsible for the 20%.
(Mal= GHCIAOl B2l &0l #UELICH N2 22 BE [JUHEHE/82Y2 & 819
ch
Hlolel HEO| gledl 28 2049 B 20| ABzLICH

J&

OlOlLi

=

HMO Insurance
(HMO 2 &)



We will submit charges for HMO insurance, however, co-pay amounts will be collected prior to your scheduled
appointment. In order to be seen by the physician, any referrals required by your insurance company must be in
our office before or at the time of the exam. Otherwise you will be responsible for the charges from your visit or
your appointment can be rescheduled.
(Halz HMo BEN HIE H2 5HXCH W0 = HEHe 9wE o
HAEE BHoAHH BEIIAI @Rt BAE RN/ YHE 2 g
AB ELICL & QISAAl HIE HU2 FSH0IH USH OtLIY 2=
Self Pay
(2o X=2)
Patients with no insurance coverage are expected to pay in full at the time of services.
(280l 824 SsE2 HUIAE oAM= UE2Al 2% UE GHAHOF ELICH
Patient Balances
(N2 XEE &)
Payment is due upon receipt of statement. Outstanding balances are due prior to the next appointment. {(Unless
prior arrangements have been made with our billing department) Balances not paid within the 28 days of the
initial billing may be subject to a late fee.
(2= HE22 XNEe ERHME 242 &5 NE 0o 80, 2
OF &fLICH- M3l ER22AY CE A2 00| Do AR 28
de= ARIFIE =EILLH
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Laboratory Bills
(AE ZA HIE)
| understand the outside reference laboratory will bill me directly for all laboratory tests performed by
Covina Valley Urologic Medical Group, Inc.
{DHILE 22l B2 oA 224 e ZAlE 2HILE 2el HlsD e 2AHS 2 AEaHAM
AAM HEE AotolA A& Z2HEZELLIOH

Authorization for Assignment of Benefits and Release of Information
(2 o9 B8 HE #st F0HAM)
I hereby authorize and direct payment of my medical benefits to Covina Valley Urologic Medical Group, Inc. for any
services furnished to me by the physicians. | authorize the physician to release any information, including diagnosis
and the records of any treatment or examination rendered to my child or me during the period of such medical
services to third party payers and/or health practitioners. In the event that my health plan determines a service to
be “not covered”, | will be responsibfe for the complete charge. | agree to be responsible for payment of all unpaid
services rendered on my behalf or my dependents, including fees for collection services needed.
(2 AHILE Hal Hi=I10e SIAA 22 28 A22 HHIAE 2019 A S
HE NEE Ast2 IHIL HIS210HA 206t £ 20 22 2010 I g2
Iz BEOMHE H&te XNEXNL oz 82 OloH H2g Hs
ol 22 S50 =2 2X ZAME=E 22 22 209 I HIRJ|E Sat
AP~ E£8F 332 MHIA HIEE 2010] BAUXAZS =0| SLICH

2R /YA A (M) =2

Authorization of Payments
{(NEHS 2UHA)

| understand that Covina Valley Urologic Medical Group, Inc. will assist me in submitting my claim to my insurance
carrier. | hereby authorize payment directly to Covina Valley Urologic Medical Group, inc. and its physician(s) of
medical benefits, otherwise payable to me for services provided. | understand that | am financially responsible for
my health insurance deductibles, co-insurance and non-covered services.
(=¢l2 ZdILh Heldled|Uo 2ol 280 ERAE @7sl=0 8 &212 OlHELIC £t =
elel 20| AdILE Hal Hi:Jlme SIAH (E)0H HE NESE2AS FHSLICHL 282 LUEEHE(R
PEHYUE 200K Ulls A2 0lalgLIch
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Payment Options: Cash, Check, Visa or MasterCard
(A2 HE &2, =8, 1AL HAH 2IE)
I have read the above Patient Financial Responsibility Form and as a patient or legal guardian of a minor or
impaired patient, ] understand that regardless of any insurance coverage | may have, I am responsible for payment
of my account. | have read, understand, and agree to the above Financial Responsibility Form in accordance with
the term and conditions set forth in the policy of this office. | also hereby attest that | have given accurate
insurance information to the best of my knowledge for complete and timely payment.

202 22 NE MUME AL BXNEAH =2 ZJONKS HEO BSAUZA 2210l HHE &
8 O®E AL AEX HIg2 NS MAUQ ASZ olsHsil &0 ASLICL =012 HlE MAUA
Of JI8& ZHILE HEel Q& J(2t0, A, 2 AU, 0l615H0, E= 2AS0
= HIZS F0& AIZHUM NEE4 UAESE 2010] 2DAE FHAH0) Hatst &
A BLCH



SHA/ AT (MHel) =

AL (ZBIE) ETt2bel 2

1 understand that my Health insurance carrier may not pay for certain charges generated for services provided by
Covina Valley Urologic Medical Group, Inc. The denial of payment may occur even if the provider believes certain
services are medically necessary based on the prevailing standard of good medical care. These non- covered
services may include but are not limited to the evaluation of, diagnostic testing for and the management of:
erectile dysfunction, and infertility. | acknowledge that it will be my responsibility to pay for charges and cost
incurred in total.

(2ele] 20l FHIL Yeldl=I13oiA 2 HUAZE TE6IA 224 JACt=ARE OishELICH 3
SEAl Zols AMHIAE, EII8RE, 22 55 2 ZE6tl, F 0182 Zotol, MEHaH0l 2telsts A
HiA 2 Ol O RUG(HIJH 20l 28 & X6l K= 88 AHIAES HE olgs 2
N Z&+ UACH=A2 OlsHEUCH WMatA 2012 010 HE 2E HIR0 HAUSES IAHBILICH

Vasectomy procedures that are not covered by your insurance companies will be charged $500.00 and paid
prior to the procedure. If your insurance carrier pays only a portion, you will be responsible for up to the $500.00.
(Brz2 280 Geg 2N REA $22I|® $500.00 SE2LICH SR A0S P50
Al =3 SSO0.00 MRS Ziof AsULCH

Completion Of Forms 1understand that there will also be a charge of $20.00 for the filling out of life
insurance, disability insurance and all other forms requiring the staff or physician. 1 understand that this charge is
for each form or letter that Covina Valley Urological Medical Group, Inc. is requested to fiil out.

(ASHY . 202 MUPSE JSE, SS, 2L "2 Hl2IID QMU AIROCZoI6 Bags
2= HMF0l $20.00 2 ’—‘.“SHIJ} USE €0 ASLICH

Patient Name (2t A} M &) Date {&f A1)

Employee Initial




