
Dr.________________________ 
 Date of Appt_________________ 

 
PATIENT INFORMATION FORM 

 
Last Name ______________________________First Name___________________________ MI___    
Home Address (NO PO BOXES)__________________________________________________________ 
City _____________________  State_____  Zip______ Is your mailing address same as home? □ Y □ N  
Mailing Address ____________________________________________________________________ 
City______________________ State__________   Zip__________  
Home Phone __________________   Work  ______________Ext______      Cell________________ 
Email____________________________ 
How would you like for us to contact you? (appt reminders)      Email        Text        Cell        Home 

Date of Birth____/_____/______   Social Security#____________________      Sex: ▢ M   ▢ F 
Race ▢African American/Black       ▢American Indian/Alaskan Native      ▢Asian  

          ▢Caucasian/White         ▢Declined            ▢Other Race ______________________        ▢Unknown  

Ethnicity  ▢Declined     ▢Hispanic or Latino    ▢Not Hispanic or Latino    ▢Unknown  
Marital Status:        □ Single       □ Widowed       □  Divorced       □   Married 
Employer__________________________   Occupation_____________________________________ 
Employer’s Address____________________________________   Main Office #_________________ 

Spouse or Guardian’s Information 
Name___________________________   Relationship_______________  SSN _________________ 
Employer_______________________ Work phone__________________________ 

Emergency Contact  
Name _____________________________________  Relationship___________  Phone___________ 
Name _____________________________________  Relationship___________  Phone___________ 
Referring Physician____________________________________________ Phone______________ 
Primary Care Physician_________________________________________ Phone_____________ 

Insurance Information 
Name of Insured__________________________ Relationship to Patient _____________________ 
Insured Date of Birth ___/____/_____   SSN____________________       Date employed ________ 
Name of Employer __________________________________ Work #________________________ 
Address of Employer____________________________ City ______________State____ Zip_______ 
Insurance Company________________ Member ID_____________________ Group #___________ 
Insurance Company Address_________________________   City ___________State____ Zip______ 

Plan Information:  Specialist co-pay____________            Deductible______________ 
Do you have additional insurance?     Yes      No       If yes, complete the following: 
Name of Insured__________________________ Relationship to Patient _____________________ 
Insured Date of Birth ___/____/_____   SSN____________________       Date employed ________ 
Name of Employer __________________________________ Work #________________________ 
Address of Employer____________________________ City ______________State____ Zip_______ 
Insurance Company________________ Member ID_____________________ Group #___________ 
Insurance Company Address_________________________  City ___________ State ____ Zip______ 

If your visit today involved an on-the-job work injury, please give the receptionist a letter of 
authorization from your employer prior to services being rendered today.                                          

See Reverse for our Payment Policy.   





  
David L. Cheng, M.D.

Buffi G. Boyd, M.D.
Michael J. Cox, M.D.

Thomas E. Shook, M.D.
Andrew Michigan, M.D.

Natalie Swavely, M.D.
James L. Liu, M.D.

Melissa Porter, PA-C
Whitney Rintelman, PA-C

Tulsi B. Patel, PA-C
Lindsay N. Miller, PA-C

Erika Burke, FNP-C
Bailey Stephenson, FNP-C

Madison Voss, FNP-C

 

PATIENT FINANCIAL POLICY (2023/2024) 
 

We are dedicated to providing you with the best possible care and service and anticipate your 
understanding of our financial policies as an important part of your care and treatment. To maintain this 
relationship, we find it necessary to implement the following financial policy.  
 
Payment is due at the time service is rendered.  For your convenience we accept cash, check, money 
order, Visa, MasterCard, Discover, American Express, Care Credit, Papaya and Apple Pay. 
 
Co-payments must be paid prior to seeing the physician on the date service is rendered.  We reserve the 
right to reschedule your appointment due to non-payment of your co-pay or any patient due balances 
currently owed. Patients are responsible for their deductibles and/or charges not reimbursed by insurance. 
As a courtesy to you, we file your insurance claim therefore it is your responsibility to provide our office 
with any address, phone number changes, up-to-date billing information and a copy of your insurance 
cards, and a picture ID at each visit.  
 
Please understand that your insurance is a contract between you and your insurance company and you are 
ultimately responsible for the bill.  If we have not received payment, we will work with your insurance 
company for 90 days then the balance will be transferred to patient responsibility.  
 
Attention: It is the patient’s responsibility to contact their insurance company to verify covered 
benefits and in network participation status. 
 
We are specialists. If your insurance requires a referral number from your primary care physician, it is 
your responsibility to obtain that number prior to your visit. If you do not have a referral number, your 
visit may be delayed, rescheduled, or you will be asked to sign a waiver indicating that you are aware you 
are being seen without a referral number and will be required to pay $175.00 prior to being seen by the 
physician. 
 
Self-pay patients are required to pay $175.00 prior to being seen for their visit and will be balance billed 
for the remainder of the fees at the time of charge posting. 
 
Regardless of whether you receive a reminder call, message or text the below policy will remain in effect: 
 
There will be a $35.00 “No Show Fee” for appointments not cancelled within 24hours. 
There will be a $100.00 “No Show Fee” for any testing appointments not cancelled within 24hours. 
There will be a $250.00 “No Show Fee” for any procedure scheduled at Urology Surgery Center of 
Savannah not cancelled/rescheduled within 24hours.  
There will be a $36.00 fee for checks returned for non-sufficient funds. 
 
I consent to receive calls/texts from Urological Associates and their agents, including collection agencies 
or attorneys for my protected healthcare and any other reason at any phone number(s) provided, including 
my wireless number.  I understand I may be charged for such calls/texts by my wireless carrier and that 
such calls/texts may be generated by an automated dialing system.   
 
I have read and understand the financial policy of the practice and any other owned entity and agree to be 
bound by its terms and conditions. I also understand and agree that such terms may be amended by the 
practice. I authorize the release of any medical information necessary to process my insurance claim.  
 
 
Signature of Patient or Responsible Party                                                                                             Date 

PATIENT FINANCIAL POLICY 2024
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HIPAA (Authorization for Release of Information) 

 
I hereby authorize Urological Associates of Savannah, P.C., 230 East DeRenne Avenue, Savannah, Georgia to release the 
following information from the health records of: 
 
Patient Name: _______________________________________ SS# __________________ DOB:  __________________ 
 
TO BE RELEASED TO: 
 
NAME ______________________________________Relationship: __________________DOB: ___________________ 
 
NAME ______________________________________Relationship: __________________DOB: ___________________ 
 
NAME ______________________________________Relationship: __________________DOB: ___________________ 
 
INFORMATION TO BE RELEASED:  (check all that apply) 
▢ Entire Record ▢ Lab Results ▢ Nursing Notes ▢ Demographics 
▢ Emergency Room Notes ▢ X-ray Results ▢ Physician’s Orders  

▢ Dictated Reports (H&P, discharge 
summary, Op notes) 

▢ Medication 
Administration Record 

▢ Other ____________________________ 

 
FOR THE PURPOSE OF: 
▢ Anything on behalf of the patient 
▢ Creating/Changing/Cancelling appointments 
▢ Viewing or correcting demographic information to include signing in on my behalf 
▢ Speaking to Urological Associates’ staff regarding my protected health information including but not limited to billing and 
insurance information on my behalf 
▢ Receiving documents containing my protected health information with an authorization for release of information signed by me 
▢ Picking up prescriptions, forms, and/or medications on my behalf 
▢ Other __________________________________________________________________________________ 
 
I understand that I can revoke this authorization by providing written notice to the address listed above or in a manner 
described in the Notice of Privacy Rights.  I also understand that if information has been released by relaying upon this 
Authorization, that revocation will not be valid.  
 
I PLACE NO LIMITATION ON HISTORY OF ILLNESS OR DIAGNOSTIC AND THERAPEUTIC INFORMATION, INCLUDING ANY TREATMENT 
FOR ALCOHOL, DRUG ABUSE OR DEPENDENCY, PSYCHIATRIC OR PSYCHOLOGICAL ILLNESS, MENTAL ILLNESS OR RETARDATION AND 
ACQUIRED IMMUNE DEFICIENCY (AIDS) SYNDROME.  
 
I understand that I am waiving my rights to privacy by releasing my medical information to the parties listed above and 
this information may be re-disclosed by the receiving party.  I hereby authorize the entity listed above to release the said 
information described above.  
 
I understand that this Release of Information will expire within one year from the date listed below.  
 
Patient Signature _______________________________________________________ Date ______________________ 
 
Patient’s Guardian or Capacity ____________________________________________ Date ______________________ 
 
Relationship to Patient _______________________________________ 



                                        NEW PATIENT HISTORY & PHYSICAL FORM 
                                         
 
Date: _____________     
Name ___________________________________________ 
Date of Birth   ____/____/________                                                        
Primary Care Physician:  _____________________________ 
Referring Physician:  ________________________________ 
Person Completing Form:  ____________________________ 
*Nurse/MA Reviewing Form: __________________________ 
                                                                                                                                                        
NOTE: This is a confidential record and will be kept in your doctor’s office. Information contained here will not be released to anyone without your authorization to do so. 

                                                                                        

 
REASON FOR YOUR VISIT TODAY? ________________________________________________________________________  

Has any physician treated you for this?       ▢ Yes   ▢ No         Date of Last Treatment: ___/___/____  
Have you had any x-rays, CT scans or MRI’s in the past year?  ▢ Yes   ▢ No 

If yes, what type, and where was it completed?  ___________________________________________________________ 
 
___________________________________________________________________________________________________________ 

History of Present Illness: 
On a scale of 1-10,                    the number that best describes problem?  

No pain  0  1  2  3  4  5  6  7  8  9  10 The most intense pain. 

When did you first notice the problem? ____ days ago ____ weeks ago____ months ago 
Other____________ 

How long does the problem last? ___ minutes ___hours   All the time     Other__________________ 

Does the problem interfere with your normal functions?    ▢ Yes   ▢ No    

If yes, please explain_______________________ 

 
 
 
 
 
 

Past Medical and Surgical History: (Please fill out completely) 
Are you allergic to any Medications?   ▢ Yes  ▢ No  (if yes, please list and describe reaction) 
_____________________________________________________________________________ 

Cipro                      ▢ Yes   ▢ No                                                     Latex         ▢ Yes   ▢ No                                                     Shellfish      ▢ Yes   ▢ No                                                     
Erythromycin          ▢ Yes   ▢ No                                                     Levaquin    ▢ Yes   ▢ No                                                     Sulfa           ▢ Yes   ▢ No                                                     
Gentamicin             ▢ Yes   ▢ No                                                     Macrobid    ▢ Yes   ▢ No                                                     Tetracycline ▢ Yes   ▢ No                                                     
IV Iodine (x-ray dye or contrast)   ▢ Yes   ▢ No                                   Penicillin    ▢ Yes   ▢ No                                                      
 
Other Medication Allergies ________________________________________                                                                                    

 

Preferred Pharmacy: __________________________ Location __________________________________ 

Pharmacy Phone________________ 

For Women Only: 
How old were you when your period started? ___________years of age       
When was your last period? _______________                        
Do you use any form of birth control? ▢ Yes   ▢ No                
Is there a possibility you are pregnant?  ▢ Yes   ▢ No    
Who is your OB/GYN physician?  _____________________________________ 

Circle 















 
 

PATIENT/PROVIDER AGREEMENT 
 

This is to advise you that Urological Associates of Savannah, P.C. is privately owned and operated.  As providers of 
care and owners of this corporation, we reserve the right to discontinue services to patients who: 
 

1. Are unwilling to follow medical recommendations or treatment plans 
2. Are unwilling to schedule recommended follow-up visits or tests as prescribed by our providers or 

repeatedly miss scheduled appointments 
3. Use vulgar, demanding, threatening or abusive speech towards our staff, providers, or other visitors to our 

facility,  
4. Demonstrate abuse of medication, equipment or supplies 
5. Damage our property or grounds 
6. Display threatening behavior (by phone or in person) of any kind towards staff, providers, or other visitors 

to our facility.  (Note:  Police will be called to remove unruly individuals from our premises and we will press 
charges to the fullest extent allowed by law.) 

7. Enter the clinical areas unescorted or otherwise violate patients’ privacy rights as outlined under HIPAA 
8. Are disrespectful of the needs of other patients visiting our facility  

 
In addition to the above, should any visitor accompanying a patient display any of these behaviors, we reserve the 
right to discontinue service to the patient.  
 
We feel the above actions are necessary to ensure a professional, safe, and secure environment and to ensure 
respectful and efficient business operations.  
 

COVID-19 STATEMENT  
Your signature below indicates that you understand that the 2019 novel coronavirus, which causes the disease 
COVID-19, has been declared a pandemic by the World Health Organization, is extremely contagious, and is 
believed to be spread by person-to-person contact.  You recognize that Urological Associates of Savannah, P.C. has 
put in place reasonable preventative measures aimed at reducing the spread of COVID-19.  However, you 
recognize and accept the risk of becoming infected by virtue of seeking services in-person at our facility.   
 

 NO PROVIDER TRANSFER REQUESTS  
All of our physician urologists here cross-cover for each other when on call and often assist each other with difficult 
surgeries and hospital rounding.  For these reasons, the physician ownership of Urological Associates will not allow 
patients to transfer their care to another provider within Urological Associates.  We regret any inconvenience this 
may cause. 
 

 
PATIENT’S SIGNATURE _____________________________________ DATE SIGNED _________________ 


