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

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

Patient Name:

Email Address:

Date of Birth:

Jersey Shore Medlcal Arts Bldg *1944 Corlles Ave,

*Sulte 101 * Nepty g+
Professlonal Arts Center * 525 Jack Martin Blvd, *s i i

(732)775-8444 *
ulte 304* Brick, NJ 08724 *(732)p o e A

40-6606 *(732)840-6601



ATLANTIC COAST UROLOGY, PA :
PATIENT HISTORY

ADULT AND PEDIATRIG
UROLOGY AND GENITOURINARY SURGERY

WELCOME TO OUR PRACTICE
As a new palient, please fill oul the information found below to (he bes! of your ability. A few minutes of your time carefully
: : uralely access your problem, give

answering the following queslions will help our urologist acc
beller care and assisl in proper insurance submission.

Today’é Date

Patient# Physician
Age Dale of Birth

Patient Name .
Chief Complaint (reason for visil)

HISTORY OF PRESENT ILLNESS

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

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

Timing ;
(Does problem or pain occur al a specific ime?after aclivity,eating,clc.)

Modifying Faclors

Associated Signs & Symptoms

(What makes problem or pain worse or betler? )

'

(What other associated problems have you been having?)

PATIENT MEDICAL & SOCIAL HIS TORY

‘yes" or *no”, leave blank if uncertain):

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

A Yes Ne Arthrilis Yf:s No Mitral Valve Prolapse Yes No Blood or Plasma
Mumps Yes No . Venercal Discase Yes No Hermia Yes No Trénslusions Yes N
o
ChickenPox Yes No Anemia Yes No Aslhma Yes No High or Low
Whoopling Cough Yes No Bladder Infection Yes No  AIDS or Hiv+ Yes No Blood Pressure : Yes N
es o
Yes N i ‘
es No Epilepsy Yes No Stroke Yes No  ANY OTHER DISEASES (please list)

Scarlel Fever

Diphtheria Yes No Hepalilis Yes No  Ulcer Yes No 72
;
Tuberculosis Yes No Thyroid Disease Yes No :
e tle T F

Smallpox Yes No

Yes No Diabetes 2 Yes No Kidney Disease Y'cs Mo
_\

Yes No Cancer Yes No DATE OF (LAST GHEST DATE OF LAST MAMMOGRAM (female)

Heart Disease Polio Yes No X-RAY. 4
o S L e L .
— R e

Do you have any artificial joints, heart valves, hearl pacemaker or defibrillator?

MEDICATIONS: (Include prescription, nonprescription and dosages) :
\

RGIES: (Include allergies to medication, lodine, X-ra Y conlrast material, shellfish, efc )

Pneumonla

Rheumatic fever
Yes No

ALLE)




PAST SURGERY: (Include date of surgery)

PATIENT SOCIAL HISTORY:

Single Married:; Separated: . Divarced:_ Widowed:

Marital status: i
Use of Alcohol; Never: Rarely: '_Moderale; Daily:
Use of Tobacco: Never: Previously, bul quit Current packs/day:

Use of Drugs Never: TypelFrequency

Whalt is your occupation? (If retired, what was it prior o retirement?)

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

Father

Moather

Siblings

' Spouse

Children

REVIEW OF SYSTEMS

Do you now or have you had any problems related {o 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/hearlbum  Yes No Urinary frequency Yes  No
Other Other : ; Other :
Eyes Cardiovascular Respiratory
Biurred 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 Shortness of breat Yes < No
Other Other: : Other, : ; -
Allergic/immunologic Integumentary : Hematologic/Lymphatic
Hay Fever Yes No Skin rash Yes No Swollen glands i Yes No
Drug Allergies Yes No Boils Yes No Blood clotting problem Yes No
Other Persistent itch .. Yes:i 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
‘Numbness/tingling Yes No Back pain Yes No Depression .Yes No
Other. Other Other i
Endocrine 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 concemin
administering claims of insurance benefits.

g my (or my child's) heallh care, advice, and treatment provided for the purpose of évalua:ing and

e
Patient (or Guardian) Signalure : Date



LAN COAST UROLOGHY, PA
b %%LT AND PHDIATRIO

UROLOGY AND GENITOURINARY SURGIRY 4
PATIENT INFORMATION

g ' . S5
Name - i LABT %
Malking Addrass ] : 't
Stale ¥ Zip Dale of Birh Iale Female
Home Phoae( ) Cell Phone () Worls Phone{ )
: Minor____Single__ Misled____ Widowed Divorced

Plgasa check appropriale space:

Pafient’s pf Parenls Employer,

Businens Address

Spause of Parenls Name:
L No____ Ifyes please indicate

Are you, parent ar spouge cumenlly an ative member of e oililary " Yea
W &
namg, relationship, branch ol service

Whoam may we: “thank™ for sending your

Allergiea? :
DRUEB-FOODS
Pearspn to contact in cage of emesgency. ;
Relatianship. Phane(_ )
a | \\\_
RESPONSIELE PARTY
Pewson responsitile for thiz account S Rﬂllﬂlﬁlﬂﬂah[p
Employer. _ | ‘ Phans( ) T b ST
Birdhdste BB N )
INSURANGE INFORMATION e S e

{0 onr Bl6iF w0 we can make & copy of them.

Piease glve your lnsurnay gy
FPRIMARY INBURAMNCGE - :
Cloampany ] ;
Rulallonship to nmsred
g B TS

Neme of Insumed
lnﬂxgmup
e, S STUSCRMMEIRY (G o
il LRG0 Ve

naed date of L 7

857 of tnsunad

How much is yaur deductiile?
o ks s menaged care prograr(HMO) 7 Vs Ma. .. -

U S ST S
Primary Physician
Primary Physiclans Addiess .
Pamary Physgiclans Phane(—l\m




Phonef{

Pharmmacy Mame

Aarmacy Address

BEQONDARY INJURAMCE

GaompaRy.

Insuranpce Company Addresy
Relalianaiﬂpio Insumad,_

Group

Name af Insured
O

)

S5t of (nsured, .
; Plonef

MName of Employer .
: ? Insured data of bidh?

How much js your deducliiie?
la. his & managed care program(HMO)? Yas,  No

Primnary Physiclan

P‘Hmury Physiaians Address__
) @roup Narwe

Primary Physioane [Phone(

TQ QUR PATIEMTS:
Qur offive wil aitempl you with the completion of your isurnce clalm. Hawewer, gach palient, not fhe meurance
cepl respanalbilily for collecling your insursnoce

company; is regponsibie for payment 1o this oflice. Quroflice cannof ae

claims or for negatisling a salilemeanl aiva digputed ofain.
gavd Jch PRE-CERTIFICATION, ASGIS TANT SUREE N,

YOU ARE RESPOMSIOLE for notifying your insurange

Due to the inereasing aamplatily of ineuranca policies vl m
cessary demials or lowering of payrent Tor

SECOND QPINIONS, tea., Tor hoapial stays. and operafions,
company before being admilled o the houpital. Tiis wiil help svoikl unine

failing lo follove the OBLIGATIONS of YOUR POLICY, .

We cannat e negpensiblle for any loss af banofils. JE is YRUR RESPONSIGILITY FO KENOW YOI ;
UR POL)

The dnclors of Allantic Coast Urology have a fioanciall Intorest in (he Tollowing facilities; Share O Jiﬂahfe;tcgf; i

Shore Paint Radiatlan Oncelagy, Shrewsbury Burgltonlar, center for Ambutatory Minimally Invasive sl-"’geryw centar,

Awdharization & Balepac

I, the undersigned, herely awthprize paynaent ar n'ledicui hanelils fa ATTATIC
P e : ety ; ; G COALZT UR an
services farmishied me by the physician. | understand that ] g financially responsive for Ay aﬁgﬁ?ﬁmg{; byy

my canfract,

L aulthorize release of infommalion canGenming
puipoese of evalualing and administering clair

my (army child's) heail “anm, advige, arul irealment pravided far ihe

e for insurance benefil.

Dale

P 8
aignatune of patient{ar panent it wiinor)
| request that paymant al authanlzed Mecdicare hensfils g made on

MEDQICARE LIFETIVE SIGMATURE ON FILE:
LA torany sendeen furnished mg by the physictan, | Audharize. any

my behalf io ATLANTIC GCOART VROLOGTY,
me lo release to the Heallh Curg, Financing Adwinlatration and lie agents any

holder of medical infofmalion about
nformation needed ta delermine these benalils or henclits payable for related Benieey

Date

X
Slgnedure PHOTO COPY AS VALID AS ORIGINAL



ASSURANCE OF PRIVACY FOR OUR PATIENTS

To Our Valued Patient:
Thé 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 pro'blcm 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 ) i ' ' '
. %e realize there is always room for improvement! It is our policy to listen to our employees and our patients. [f
ak with our compliance officer or express your

you feel your privacy has been compromised in any way, please ask to spe

concern to your physician. iy : i
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 established 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
'diéclosing 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
‘appropriate and necessary, we provide the minimum amount of necessary information to only those we feel are in need of your
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 fo 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 operatipns 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, <':orr'1mcnts or objectiox;xs 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'

Rclationship

Patient Namc:
Date:

Signature:

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

St R ook et ot o oo o ok st o ot ok o K o e e

For office use oxly

\ “good faith cffortf' was madc to gel a signature from patient, guardian, caretaker. Signature was not attained due to the

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

PATIENT REGISTRATION ADDENDUIVI

Due to the many HVIO & 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 | fail to do so, l understand that | may be

responsible for the charges.

I understand that it is my responsibility to bring a referral at the time of any visit
rtify any hospital or

when a referral is required and it is my responsibility to ce
emergency room admission. | understand that | am responsible for any co-
am responsible for

insurance, co-pay or deductible due at the time of service, |
all charges that are not covered by my insurance carrier.

Patient e
Signature: Date:
PR TN 5 o0 s

Jersey Shore Medical Arts Bldg *1944 Corlje
s Ave. *Sulte 101 * Ne 1
: _ _ . . Pltune, NJ 07753 * 5 i
Professional Arts Center * 525 Jacl Martin Blvd, *sulte 304+ Brick, NJ 08724 *(777;2:‘}05123[7;}6?)73_7;?“4 (732)775-0550
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ATLANTIC COAST UROLOGY, PA
UROLOGY AND GENITOURINARY SURGERY
Matthew S, Tohin, MD, FACS
Medea A. Rueda-Macaluso, ANP

Attention Patients:

‘During your vislt procedure, your doctor may remove specimen(s) and send them to Genesjs
Laboratory Management, LLC.

Aft'ér the |abo;at0ry submits the clalm, your Insurance company Is golng to send you an
explanation of benefits and possibly a check. Here Is what you should do:

* Ignore the portion of>th'e Explanation of Benefits that lists the “subscriber

responsibility”, “subscriber llability”, “patient responslbility”, “patient liability”, 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 [Isted

as your
responsibility Is the portion of the clalm your Insur

dhce company refuses to pay.

o [f y'ou recelve a check for the lab, please send the check to:

Genesls Laboratory Management, LLC
1912 Route 35 South - Sulte 202

Oalkhurst, NJ 07755

If you have any questions or concerns, please contact the lab’s b
Healthcare Billing, LLC. Thelr phone number s
more than happy to asslst you Monday through Friday during normal business h
need iImmediate attention after hours, you can e-mall the supervisor at:
mmalmstrom@metrohealthbill,net and she will g

ling tompany, Metropolitan

732-389-8400 and thejr friendly staff woulcl be

ours. If you

et back to you as sgon as possible,

Thank yo'u

“he Office of Atlantlc'(':oast Urology, PA

atient Conflrmation of receipt: -

\

Jersey Shore Medical Arts Bldg *

1944 Corlles Ave, *Sulte 101 *
Professlonal Arts Center *

Neptune, NJ 07753 +
525 Jack Martin Blv, *Sulte 304* gy

(732)775-8444 %(732)775.g5
cl, NJ 08724 *(732)8 e

40-6606 "’(732)040,-6601
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International Prostate Sympiom Score (I-PSS)

Patient's Name Date of Birth Date Completed

" 'Less than' 1 Less than half “About half More than - . Almost Your
Notatall = “timein5 _ ~. thetime .- thetime - half the-time . - always. - §Core -

1. Incomplete Emptying _
Over the past month, how often have you
had a sensation of not emp(?ling your bladder 0 1 2 3 4 5
e

completely after you finished urinating?

2. Frequency
Over the past month, how often have you had :
fo urinafe again less than two hours c%er you 0 1 2 3 4 5
finished urinating?

3. Intermittency
Over the past month, how often have you '
found you stopped and started again several 0 1 2 3 4 5 '
fimes when you urinated?

4, Urgency
Over the past month, how often have you 0 1 2 3 4 5
found it difficult to postpone urination?

5. Weak Stream

Over the past month, how often have you had 0 1 2 3 4 : 5

a weak urinary stream?

6. Straining

- Over the past month, how often have you had 0 1 2 3 4 5

to push or strain fo begin urination?

B times
“or mare

7. Nocturia .
Over the past month, how many times did you
most typiccllﬁ get up to urinate from the time O 1 2 3 4 5
you went to bed at night until the time you got .
. up in the morning?

___Total 1PSS Score

Mostly Mostly
Delighted Pleased satisfied Mixed dissatisfied  Unhappy Terrible

Quality of Life Due to Urinary Symptoms

If you were to spend the rest of your life O 1 2 3 4 5 6

with your urinary condition just the way it
is now, how would you feel about that?

The International Prostale Symplom Score [FPS3) is based on the answers to seven questions concerning urinary symptoms. Each question allows the patient

lo choose one of six answers indicating increasing severity of the particular symptom. The answers are assigned poinis from O to 5. The total score can there-
fore range from O to 35 (asymplomalic lo very symptomatic). Furthermore, the International Scientific Commiliee recommends the use of a question lo assess
the qualily of life. The answers fo this question range from "delighted” to “lerrible” or O to 6. Although this single question may or may not caplure the global
impact of benign prostatic hyperplasia (BPH) symptoms or qudlity of life, it may serve as a valuable starting point for doctor-patient conversation.

The Internalional Scientific Commiltee recommends that all physicians who counsel patients suffering from symptoms of prostatism utilize these measures not only
during the initial interview but also during and after treatment in order to monitor freatment response.

The International Scientific Committee, under the patronage of the World Health Organization (WHO) and the International Union Against Cancer (UICC],
hos agreed Io use the symptom index for BPH, which has been developed by the American Urological Association (AUA) Measurement Commiltee, as the
symploms assessment tool for patients suffering from prostatism.



SEXUAL HEALTH INVENTORY FOR MEN (SHIM)

PATIENT NAME: TODAY’S DATE:

PATIENT INSTRUCTIONS

Sexual health is an important part of an individual's overall physical and emotional well-being. Erectile dysfunction,
also known as impotence, is one type of very common medical condition affecting sexual health. Fortunately, there
are many different treatment options for erectile dysfunction. This questionnaire is designed to help you and your
doctor identify if you may be experiencing erectile dysfunction. If you are, you may choose to discuss treatment
options with your doctor.

Each question has several possible responses. Circle the number of the response that best describes your own
situation. Please be sure that you select one and only one response for each question.

OVER THE PAST 6 MONTHS:

1. How do you rate your VERY Low Low MODERATE HieH VERY HiGH
confidence that you
could get and keep an
erection? 1 2 3 4 S
2. When you had A FEW TIMES L MosT TIMES Kiishas
erections with sexual No SEXUAL ALMOST NEVER | (MUCH LESS (ABOUT HALF (MUCH MORE ALWAYS Ot
stimulation, how often AcTIvVITY OR NEVER THANHALF THE | = TIME) THAN, HALF THE | 5 \oavs
were your erections hard TIME) TIME)
enough for penetration
(entering your partner)? 0 1 2 3 4 5
3. During sexual Dip NoT A FEW TIMES SOMETIMES MosT TiMes ALMOST
intercourse, how often st ALMOST NEVER | (MUCH LESS (ABOUT HALF (MUCH MORE ALNAYS.OR
were you able to Sirinccines OR NEVER THANHALF THE | o TIME) THAN, HALF THE | ‘A oo
maintain your erection TIME) TIME)
after you had penetrated
(entered) your partner? 0 | 2 3 4 5
4. During sexual R'D Par | EXTREMELY VERY SLIGHTLY
intercourse, how difficult " BANMAY DIFFICULT DIFFICULT BRI DIFFICULT NOTURRCULE
was it to maintain your NTERCOURSE
erection to completion of
intercourse? 0 1 2 3 4 5
A FEW TIMES MosT TIMES
Dip NoT SOMETIMES ALMOST
5. When you attempted AVt ALMOST NEVER | (MUCH LESS (ABOUT HALF (MUCH MORE Almivion
sexual intercourse, NOW | |NTERCOURSE OR NEVER THANHALF THE | _ = TIME) THAN, HALF THE | ) oo
often was it satisfactory TIME) TIME)
for you?
0 1 2 3 4 S
Add the numbers corresponding to questions 1-5. TOTAL:
The Sexual Health Inventory for Men further classifies ED severity with the following breakpoints:
1-7 Severe ED 8-11 Moderate ED 12-16 Mild to Moderate ED 17-21 Mild ED



