
Augusta  Urology  Associates, L.L.C.

Dear New Patient:

Enclosed is a new patient packet.  Please read and complete the information in full.  This will tell 
us about you and your needs.  Please bring the completed information along with your insurance 
card when you come for your appointment.

 It is our practice to collect for services at the time they are rendered.

 If you are a member of a plan that advises that we are a participating provider, we 
will be glad to  le your charges.

 If you are part of a PPO or HMO and want to know if we are a participating 
provider under your plan, please contact your human resource department where 
you are employed or contact your plan insurance representative prior to your visit.

 If you participate in a plan that requires prior approval from a primary care 
physician, please have your primary care physician provide us with the necessary 
approval prior to your visit in order to prevent an extended wait when you arrive.

Thank you for selecting our practice to handle your medical needs.

Sincerely,

Fran Blocker        Anissa Zgutowicz
Practice Administrator     Financial Administrator

Enclosure:         New Patient Packet

Mark L. Cain, M.D. Michael F. Green, M.D. J. Douglas Quarles, Jr., M.D.
Charles H. Coleman, Jr., M.D. J. Benjamin Kay IV, M.D. Richard B. Sasnett, Jr., M.D. 
Henry N. Goodwin, Jr., M.D.  Andrew M. Strang, M.D. 
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Augusta Urology Associates, L.L.C.
New Patient Information Sheet

WELCOME TO OUR PRACTICE!
Please help us serve you better by taking a few minutes to provide the following information.

PATIENT INFORMATION

ACCOUNT # SOCIAL SECURITY NUMBER TITLE LAST NAME FIRST NAME MI

MAILING ADDRESS PHYSICAL ADDRESS

ZIP CODE

HOME PHONE

BIRTHDAY

CITY

WORK CELL

SEX (M, F) RACE

STATE EMAIL ADDRESS

PERSON OR DOCTOR WHO SENT YOU TODAY

EMPLOYER CODE (OFFICE USE ONLY)

STREET ADDRESS (ROAD OR STREET)

ZIP CODE CITY

MARITAL M-Married W-Widowed� �
� � �S-Single D-Divorced X-Separated

EMPLOYMENT R-Retired�
� � �F-Full P-Part N-None

EMPLOYER/SCHOOL NAME

STUDENT P-Part�
� �F-Full N-None

(APARTMENT # OR SECOND ADDRESS LINE)

STATE BUSINESS PHONE

OT-Other�
� � �SE-Self SP-Spouse CH-Child

REL. TO INSURED

ACCOUNT # SOCIAL SECURITY NUMBER TITLE LAST NAME FIRST NAME MI

PRIMARY INSURANCE MEMBER INFORMATION (Might be spouse or parent)

MAILING ADDRESS PHYSICAL ADDRESS

ZIP CODE CITY STATE

HOME PHONE

BIRTHDAY SEX (M, F) RACE

PATIENT DATA (OFFICE USE ONLY)

PRIMARY DOCTOR (OFFICE USE ONLY)

MARITAL M-Married W-Widowed� �
� � �S-Single D-Divorced X-Separated

EMPLOYMENT R-Retired�
� � �F-Full P-Part N-None

STUDENT P-Part�
� �F-Full N-None

OT-Other�
� � �SE-Self SP-Spouse CH-Child

REL. TO INSURED

EMPLOYER CODE (OFFICE USE ONLY) EMPLOYER/SCHOOL NAME

MAILING ADDRESS PHYSICAL ADDRESS

ZIP CODE CITY STATE BUSINESS PHONE

ACCOUNT DATA #1 ACCOUNT DATA #2 BILLING CYCLE LOCATION ACCOUNT CONTROL

PRIMARY INSURANCE COMPANY NAME MAILING ADDRESS POLICY # GROUP #

SECONDARY INSURANCE COMPANY NAME MAILING ADDRESS POLICY # GROUP #

I authorize the release of any medical or other information necessary to
process insurance claims.

I authorize payment of medical benefits directly to this practice for the
services rendered.

Signed Date Signed Date

Alphagraphics 400097

PREFERRED (CIRCLE ONE)

HOME WORK CELL



New Patient Information Sheet

Name: __________________________________Age _______ Date _____________

Describe brie  y why you are here today: _____________________________________

Personal & Family Medical History - Please check all that apply.
Family Me  Family Me  Family Me

 Anemia  Heart Attack  Pelvic In  ammatory  
 Arthritis  Heart Disease  Prostate Cancer 
 Bladder Cancer  Hepatitis  Prostate Trouble 
 Cancer, Other __________  Hernia  Psychiatric Dif  culties
 Colitis  High Blood Pressure  Seizures 
 Diabetes  HIV Positive  Sexually Transmitted Disease
 Diverticulitis  Kidney Disease  Stomach Ulcers
 Endometriosis  Liver Disease  Stroke
 Glaucoma  Lung Disease  Tuberculosis 
 Gout  Ovarian Cysts 

Operations & Dates Performed:

List any injuries you have
incurred:

List All Medications You Use:

Are You Allergic to Any Drugs:      Yes No  If YES, please list the drugs you are allergic to:

1. 2. 3. 
4. 

Others:

For Women

Are you pregnant?  Yes  No  Not Sure 

Date You Began Your Last Menstrual Period ____________
 
Social History - Please Check All That Apply.

1. Do you smoke regularly?  Yes  No     What do you smoke? Cigarettes __________








