ATLANTIC COAST UROLOGY, PA
UROLOGY AND GENITOURINARY SURGERY
Matthew S. Tobin, MD, FACS
Medea A. Rueda-Macaluso, ANP

Please kindly provide us with your email address. Thanlk you!

Patient Name:

Email Adcdress:

Date of Birth:

Jersey Shore Medical Arts Bldg *1944 Corlles Ave. *Sulte 101 *

N 3
Professlonal Arts Center * 525 Jack Martin Blvd. *Sulte 304* Byl e S o e *(732)775-8550

ck, NJ 08724 *(732)B40-6606 *(732)840-6601



ATLANTIC COAST UROLOGY, PA '
ADULT AND PEDIATRIC
UROLOGY AND GENITOURINARY SUKRGERY PATIENT H ISTORY

WELCOME TO OUR PRACTICE
your time carefully

As a new patient, please fill oul the information found below (o the besl of your ability. A few minules of
' sl accuralely access your problem, give

answering the following questions will help our urologi
beller care and assisl in proper insurance submission.

Today’é Date

Patient# Physician
Palient Name Date of Birlh

Chief Complaint (reason for visil)

Age

HISTORY OF PRESENT JLLNESS

Quality
(Example abnormal color, sharp, dull or conslant, elc.)

Location :
(Where is problem or pain?)
Severity : - Duration .
(How severe is problem or pain on a scale of 1-10, 10 being the mosl severe) (When did problem or pain start?)
Context y
(Where & what were you doing al onsel of problem or'pain?)

Timing ;
(Does problem or pain occur at a specific lime7aflter actlivity eating,elc.)

Modifying Faclors

Associated Signs & Symptoms

(Whal makes problem or pain worse or betler? )

(What other es.socia(ed problems have you been having?)

PATIENT MEDICAL & SOCIAL HISTOR ¥

‘ves” or “no”, leave blank if uncertain):

PATIENT MEDICAL HISTORY: Have you ever had the following (circle

Yes No Mitral Valve Prolapse Yes No Blood or Plasma

Measles Yes No Arthrilis

Mumps Yes No . Venereal Discase Yes No  Hemia Yes No Transfusions Yes No

ChickenPox Yes No Anemia Yes No Aslhma Yes No High or Low

Whooplng Cough Yes No Bladder Infection Yes No AlDS or HIV+ Yes No Blood Pressure - Yes No

Scarlet Fever Yes No Epilepsy Yes No  Stoke Yes No ANY OTHER DISEASES plane list)

Diphtheria Yes No Hepalitis Yes No Uleer Yes No i

Smallpox Yes No Tuberculosis Yes No  Thyroid Disease Yes No

Pneuimonia Yes No Diabetes _ Yes No  Kidney Disease ¥k No

Rheumatic fever Yes No Cancer Yes No DATE OF LAST GHEST DATE OF LAST MAMMOGRAM (female)
Yes No Polio Yes No X-RAY . ' :

Heart Disease
Do you have any artificial joints, heart valves, heart pacemalker or defibrillalor?

MEDICATIONS: b(/nc/ude prescription, nonprescription and dosages)

e e e
conltrast materal, shellfish, etc.)

ALLERGIES: (Include allergies (o medicalion, lodine, X-ray




PAST SURGERY: (Include date of surgery)

PATIENT SOCIAL HISTORY:

Marital status: Single Married: Separated:____. Divorced: " Widowed:
Use of Alcohol; Never:; Rarely: " Moderale: Daily:

Use of Tobacco: Never; Previously, bul quit Current packs/day:

Use of Drugs Never: Type/Frequency

. What is your occupation? (If retired, what was it ptior {o retirement?)

FAMILY MEDICAL HISTORY:
AGE ' DISEASE(s) IF DECEASED CAUSE OF DEATH

Father

Mother

Siblings

' Spouse

Children

. ' REVIEW OF SYSTEMS
Do you now or have you had any problems related fo the following systems? Circle Yes or No.
Genitourinary

Constitutional Symptoms Gastrointestinal
Fever Yes No Abdominal pain Yes : No Urine retention Yes  No
Chills Yes No Nausea/vomiting Yes No Painful urination Yes No
Headache Yes No Indigestion/hearlburn =~ Yes No Urinary frequency Yes No
Other Other ; : Other,
Eyes Cardiovascular Respiratory
Blurred vision Yes No Chest pain Yes No Wheézing ' Yes  No
Double vision Yes No- Varicose veins Yes No Frequent cough Yes  No
Pain Yes No " High blood pressure Yes No Shoriness of breat Yes No
Other Other: g Other, ; :
Allergic/immunologic Integumentary : Hematologic/Lymphatic
Hay Fever Yes No Skin rash Yes No Swollen glands o Yes No
Drug Allergies Yes No Boils Yes No Blood clotting problem Yes No
Other. Persistent ilch . Yes No Other.
, Other .
Neurological Musculoskeletal- Psychologic
Tremors Yes No Joint pain ' Yes No - Memory loss/confusion ~ Yes No
Dizzy spells Yes No Neck pain Yes No Anxiety Yes No
‘Numbnessf/tingling Yes No Back pain Yes No Depression Yes No
Other. Other. Other
Endogrine Ear/Nose/Throat/Mouth
Excessive thirst Yes No Ear infection Yes No
Too hot/cold Yes No Sore throat Yes No
Tired/sluggish Yes No’ Sinus Problem ' Yes 'No
Other___

Other

I authorize release of information conceming my (orm
administering claims of insurance benefits.

y child's) heallh care, advice, and treatment provided for the purpose of évaluating and

X
Patient (or Guardian) Signature ' Date




LANTIC COAST UROLOGY, PA
s r{/gJULT AND PRDIATRIO
UROLOGY AND GENITOURINARY SURGERY

PATIENT INFORMATION

. v G
une ; 1l LABT _
ftailing Address : Cily
Shale Zip __ Dale of Rislh Iz Female
Honwe Phoae(_ ) Gell Phone () Worls Phone{ )
Please check appropriale spate: Miier Single: Marierd; Widowed, Divoreed
Patient's pf Parenl’s Emplayer
Business Address

IT yer please indicake

Spouge or Parenls Nama

Ny

Are you, parenk ar Bpouse curreniy an aclive: mﬂmberof thie mililery? Yes
MEme, refationehip, knanch of aervike

Wihom may we “thank”™ for sending you'

Allergies?
DRUGB-FOODS
Person to contact in cage ol armeygency
Relstionship. Phane( )
RESPONSIERLE PARTY
Peson responsilile forthlz accomun] Relplianehip
Employear; : Phone( )
Birlhdate BE: Work Phane( )
INSRANMOE INF OF?MAT/ON

Please give your inpurny uumn

FRIMARY INBURAMCE
Gompany

o our nlu.lf aw we can make & copy of them.

msyrance Company Addrens

Narme of Insued

557 of tnsumd

How much is yaur deductilzle?

Primarny Physlcian
Primary Physlclans Addiess

)

Primary Physiclans Phione(

- SR

Io this a mansged care prograr(HNO )7 Yes

Qrowp Mame

Relatlonship o Inesred

UL e ook ot

Froup.
T N TR
e B M.

lsured date of ik ?

Na_



Phone{ )

Plharmacy Mame

Aharmacy Address

BEQONDARY INSURAMCE

Gompany.

Inawrance Company Address
Relatiansiip 1o Insumad,

Name of (nsured
1DV Group

S5t of Insured :
Plhonef )

Name of Employer.
' ; Insured dota of Bidhe

How much js your deductiye?
ls. this & manayed care program(HVIO)? Yas, No

Primary Physfclan
PriAmary. Physfoians Addmess,

Brouge Maype

Primary Physioans Phone( )

TQ QUR PATIENTS.
Qur office will altempl you with the complelion of your insurance clalm. However, each palient, not fhe meurapce

campany, is regpongibie for payment to [his ofiice. Qur ofiice cannol accepl respanalbility for collecling your insuranoe

claims or for negotisling a salilement arn & dputed ofsim. ’

Due to the inereasing completily of insunance polldes wilh megand In PRE-CERTIFICATION, ASSISTANT S -
SECOND QPINIONS, lew., Tor hoapllal slays and operations, YOU ARE RESPONSIPLE for noﬂf)r}rngﬁ;lnzﬁﬁi‘?;zFQN'
company before being admilled o the hawspital. This will help nvofd unnecessary denials or lowering of f"""

failing To follovs the OBLIGATIONS of YOUR POLICY, : 9 crpayraest for
We carmatl be regpensihle for any losa af banefifs. It is YOUR RESPONSIFHLITY TO KN 3

The doclars of Atlanfic Coast Urslogy hawe a financiall Intercst in the following facilities; Shore ob‘a'fnffiiﬁ“ i

Share Paint Rediafian Oncolagy, Shrewsbury Surgicenlss, center for Ambulatory Minimally Invasive 'Surgerl;@m(a‘nfﬂrﬂ

Autharization & Balense

‘|; the undlemlgned, hﬂr&h.‘,’ authopniae rayment of ﬂ'lﬂ(ﬁCﬂ" banedits fa ST ST COAST FOLOQGY A
- . Y 3 . g y T A V’I G O 4 U 74D O : CX AT fllly
aervices fumished ne o the p]m'ﬂiﬂﬂ. I understand ab ] aan finanetally e i Tor e

| aulhaize release of infovmalion canseming my {(army child'g Y
puipose of evaluating and administering claims for insurance bencfil

1eatliy eans, advise, arel treatment pravided far the

Etate

i
Signatune of patient{or pasnt it minor)

MERQICARE LIFETHVE SIGMATURE ON FILE: | requast that - i
i . ; ? s hayment af autharized Meclicare henafi: :
ray behall 1o ATLANTIC GOART UEOLIOGY, A o any services furmishad me by the Slox [Sg Tllﬂi;!gklgfqﬂ!ﬂue an
eage o lhe Heallh Cure. Finaneing Adminlatration andd l!g'.ag'em_s a“ 'Zeny- any

twlder of medical infofmalion about me to re
infarmation needed ta delermine these benglils or henalils payable: for related senices

Date

X
Signature PHOTO COPY A5 VALID AS ORIGINAL



ASSURANCE OF PRIVACY FOR OUR PATTENTS

To Our Valued Patient:
The misuse of Personal Health Information (PHI) has been identified as a national problem causing patients
inconvenience, aggravation and moncy. - We want you to know that all of our employees, managers and doctors continually

undergo training so that they may understand and comply with government rules and regulations regarding the Health
Insurance Portability and Accountability Act (HIPAA) with particular emphasis on the "Privacy Rule." We strive to achieve

the very highest standards of ethics and integrity when performing services to our patients. . .
It is our policy to properly determine appropriate use of PHI in accordance with the governmental rules, laws and

regulations. We want to ensure that our practice never contributes in any way to the growing problem or improper
disclosure of PHI. As part of this plan, we have implemented a Compliance Program that we believe will help us prevent
" any inappropriate use of PHL . , |
We realize there is always room for improvement! It is our policy to listen to our employees and our patients. [f
you feel your privacy has been compromised in any way, please ask to speak with our compliance officer or express your

concern to your physician. ‘ ' : iy
Please read the following “Notice of Privacy." Afier reading, sign and return this form to the receptionist. If you

have any questions, please ask. Thank you. ;
NOTICE QF PRIVACY

The Department of Health and Human Services has cstablished a "Privacy Rule" to help ensure that the personal
health information (PHI) is protected for privacy. The Privacy Rule provides standards for health care providers to follow when

disclosing patient health information that is needed to carry out proper treatment, payment or health care operations.
As our patient, we want you to know that we respect the privacy of your personal medical records and will do all we can

to secure and protect that privacy. We strive to always take reasonable precautions to protect your privacy. When it is
ry information to only those we feel are in need of your

‘appropriate and necessary, we provide the minimum amount of necessa
health care information. We strive to provide the best health care that is in your best interest.
We also want you to know that we support your full access to your personal medical records. If you want to request
restrictions pertaining to parties you do not'want PHI released to please tell our compliance officer and it will be documented
~ in your chart. If there is any party that is not directly connected to your treatment, payment, or health care operations that
you would like to have your PHI released to, pleast fill in their name(s) and relationship in the section below.
If you have any questions, comments or objections to the privacy policies on this form, please ask to speak with our
compliance officer. You have the right to review our entire privacy policy manual upon request. Please sign this form to

acknowledge that you have read this patient notice of privacy.

Persons authorized to receive information

Relationship

Relationship

Patient Namc:
Date:

Signature:

If minor, signature of parent or guardian;
Thank you for being one of our highly valued patients.

mm*»ﬁ****************rﬂm*m*m***

For office use oxly

A “good faith effort” was madec to get a signature from patient, guardian, caretaker. Signature was not attained due to th
e

ollowing:
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ATLANTIC COAST UROLOGY, PA

UROLOGY /-\N.D GENITOURINARY SURGERY
Matthew S. Tobin, MD, FACS
Mecdea A. Rueda-Macaluso, ANP

PATIENT REGISTRATION ADDENDUIVI

Due to the many HMO & PPO plans that this office participates in, | understand
that it is my responsibility to inform Atlantic Coast Urology,PA and associates at
each visit of any in‘surance coverage. If I fail to do so, I understand that | may be

responsible for the charges.

I unders'tand that it is my responsibility to bring a referral at the time of any visit
when a referral is required and it is my responsibility to certify any hospital or
emergency room admission. | understand that | am responsible for any co-
insurance, co-pay or deductible due at the time of service. | am responsible for

all charges that are not covered by my insurance carrier.,

Patient g
Signature: Date:
LS e R,

Jersey Shore Medical Arts Bldg %1944 Corlies Ave. *Sulte 101 * Neptune, |V 07753 *(732)775-8444 *732)77
; 2 - J2 5-8550
NJ 08724 *(732)840-6606 "(732)840-6601 e

Professional Arts Center * 525 Jaclc Martin Blvd, *Suite 304* Bricl
'’
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ATLANTIC COAST UROLOGY, PA
UROLOGY AND GENITOURINARY SURGERY
Matthew S. Tobin, MD, FACS
Mecdea A. Rueda-Macaluso, ANP

Attention Patients:
During your vislt procedure, your doctor may remove specimen(s) and send them to Genesis

Laboratory Management, LLC.
Aftér the laboratory submits the claim, your insurance company is going to send you an

explanation of benefits and possibly a check. Here Is what you should do:

* |gnore the portion of th'e Explanation of Benefits that lists the “subscriber

responsibility”, “subscriber liability”, “patient responsibility”, “patient liabllity”, etc...

A balance listed in that area does not mean'that the provider is golng to bill you for
that amount. This paperwork is not a bill and any balance Iisted as your

responsibility Is the portion of the claim your Insurance company refuses to pay.

If y'ou receive a checl for the lab, please send the check to:

Genesls Laboratory Management, LLC
1912 Route 35 South — Sujte 202
Oalhurst, NJ 07755

If you have any quesﬂons or concerns, please contact the lah’s billing company, Metropolitan
Healthcare Billing, LLC. Thelr phone number Is 732-389-8400 and their frlendly staff would be
more than happy to assist you Monday through Friday during normal business hours If you
need immediate attention after hours, you can e-mall the supervisor at: |
mmalmstrom@metrohealthbill.net and she will gel back to you as soon as possible

hank yo.u

1e Office of Atlantic Coast Urology, PA

tient Confirmation of receipt; - |

Jersey Shore Medical Arts Bldg *1944 Corlles Ave, *Sulte 101 *
; Neplune, NJ 07753 * 775-8 : 5
Professlonal Arts Center * 525 Jack Martin Blvd. *Sulte 304" Brick, NJ 08724 *(7;Z)U2232%25*}!;;;);%;12)771-3550
. : -6601




BLADDER SATISFACTION SURVEY

Name Phone #

Doctor Date

‘Which symptoms best describe you?

OFrequent Urination — Day, Night, or Both OLeaking with Sneezing, Coughing,

Exercising
OSudden or Strong Urge to urinate OLeaking with Urge or No Warning
(Unable to make it to the bathroom in time)
OUnable to Empty the Bladder OBladder or Pelvic Pain

How long have you had these symptoms?

Have you tried medications to help your symptoms? OYes ONo
If yes, check the medications you have tried:

ODetrol® LA ODitropan XL® OFlomax®  OCardura®

0Oxytrol® Patch OEnablex® OVESIcare® ODDAVP®

OSanctura® OElavil® OElmiron®  [QOOther

Did these medications help your symptoms? Circle #

ot ¢ [ oo WO N e bee B ol 8 o621 g o
No Relief Completely Cured

If you’ve stopped taking your meds explain why:
ODid not Help ~ OSide Effects OToo Expensive

Describe Side Effects

Behavior Modifications Tried _
(i.e., caffeine intake, lifestyle changes, bladder training, pelvic floor muscle training)

What is your level of frustration with your bladder symptoms? Circle #

RNV S NN O R T R O T T B
Not Frustrated Very Frustrated

Do you currently have any problems with bowel function?:
OFecal Incontinence ~ OConstipation 0Other

I am interested in learning more about treatment alternatives to
medications:
OYes ONo

Trademarks referenced above are the property of their respective owners. UC201200876 EN NI9523



