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PRITHIPAL S. SETHI MD   THOMAS A. SORBERA MD

***PATIENT REGISTRATION (PLEASE PRINT CLEARLY)***

PATIENT INFORMATION:

Patient Name: ______________________________________________Date of Birth: __________________ Age: _________
E-Mail__________________________________________________________________________________________________________
Sex: __M __F               Marital Status ________________________Social Security:____ _________________________
Address: _____________________________________________________ City:_________________ Zip Code :______________
Phone: (Between 8 am – 5 pm) ____________________________After hours:_____________ _____________________ 
Emergency Contact: _______________________________________ Phone:________________ ________________________
Are you employed?:   Full Time     Part Time      Retired       Unemployed        Student
Employer Name: ___________________________________________Phone: _________________________________________

SELECT APPLIED INFORMATION:

	RACE
	ETHNICITY

	
	American Indian/Alaskan Native 
	
	Hispanic or Latino

	
	Asian
	
	Not Hispanic or Latino

	
	Black/African American
	
	Decline To Report

	
	Hispanic or Latino
	LANGUAGE

	
	Native Hawaiian
	
	English

	
	Pacific Islander
	
	Spanish

	
	White
	
	Other:

	
	Other:

	
	Decline To Report


INSURANCE INFORMATION:

Are you covered by medical insurance?                                                                                  Yes     No   	

Primary Insurance: ________________________________     Cardholder Name:______ __________________________ 
Cardholder Date of Birth: _________________________    Certificate No: _____________________________________ 
Secondary Insurance: _____________________________     Cardholder Name:________________________________
Cardholder Date of Birth:_________________________     Certificate No: _____________________________________
Note:  A $25 service fee may be charged for request of medical records.

PHYSICIAN INFORMATION:

Primary Care Name:_________________________________________________________________________________________
Address: _____________________________________________________ City:_________________ Zip Code :______________
Phone Number:_____________________________________________ Fax:____________________________________________

Release and Assignment:

I, the undersigned have insurance through ________________________________ and assign directly to Golden State Urology, all medical benefits, if any otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by said insurance unless assignee has executed an agreement with my insurance carrier or plan.  I understand that if such agreement has been executed I am responsible to pay any deductible and/or copayment and non-covered services under the terms of my insurance.  I understand that any payments which are due starting 30 days after insurance coverage had been completed will be charged a $10 monthly late service charge (or) at a rate of 1.5% interest per month based on the unpaid balance, whichever is greater.  I understand that I am financially liable in the event of non-payment.  I agree to pay the collection agency’s cost and/or court cost and reasonable attorney fees.  There will be a $15 charge upon the request for the completion of disability and work release forms (family & medical leave).

Signature of Insured or Guardian: ___________________________________________ Date: _________________________


Medicare Patients Only:

I request that payment of authorized Medicare benefits be made either to me or on behalf of Golden State Urology, for any service furnished me by that physician.  I authorize any holder of medical information about me to release to CMS and its agents needed to determine these benefits payable for related services.  I understand my signature request that be made and authorize release of medical information necessary to pay claim.  In Medicare assigned cases, the physician agrees to accept the charge determination of the Medicare carrier as full charge and the patient is responsible only for deductible, coinsurance and non-covered services.  Coinsurance and deductible are based upon the charge determination of the Medicare carrier.

Signature of insured: ________________________________________________________ Date: __________________________


Patient Privacy of Medical Information: 
(I am aware a copy of the Patient Privacy Act is available to me upon request):

To ensure the confidentiality of your medical information, it is required that you authorize release of this information to persons other than you.  Please indicate below the name of alternative parties (if any) you would like to receive your information.

I hereby authorize the release of medical information to (family member or friend) ___________________ ________________________________This alternative party can be reached at ____________________________________
My designated alternative party will remain the same unless a change is requested by me in writing.  I acknowledge that I have read the office's Patient Privacy Act:

Patient Signature: _____________________________________________________   Date: ________________________________
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