
 
104 - PATIENT REGISTRATION FORM      Pikes Peak Urology, P.C.   
           (Print clearly & press firmly in black ink)       
Today’s Date       
 
 

Patient Name                  
 Last                                                                                            First                                                         MI                               Nickname 
 

Date of Birth      SSN        Gender (circle)    F   M              
 

Address                 
   Street   Apt/Ste                                                          City    State                         Zip 
 

E-Mail                 
 

Primary Phone (_______)     May we leave a message? (circle)   YES / NO        
 

Secondary Phone (_______)      May we leave a message? (circle)   YES / NO                        
 

Work Phone (_______)     OK to call work? (circle)  YES / NO          May we leave a message? (circle) YES / NO      
 

Patient’s Employer__________________________________________________________________________________________________________
          

Emergency Contact – Close friend or relative not living with you that we can contact in an emergency: 
 

Name ___________________________________________________ Relationship______________________ Phone(_______)__________________ 
Last                                                                                First                                                            

 

Name of person we may speak with other than yourself regarding your medical care?        
 

Primary Phone(_______)___________________Secondary Phone(_______)___________________Relationship         
 

 

If patient is a minor, name of custodial parent   _________________________________________________________________________________ 
 

      Custodial Parent’s Primary Phone(______)________________________________ Secondary Phone(_______)_____________________ 
 

 Custodial Parent’s SSN________________________________________________ Date of Birth ________________________________  
 

Primary reason for today’s visit             
                
Primary Care Physician     Referring Physician       
              Last                               First           Last                                           First 
Is this work-related?  (circle)   YES    NO       Related to an auto accident? (circle)     YES    NO               If YES on EITHER, please complete Auto/WC Form 

 

 

Current insurance card(s) and photo identification are required for scanning.  Please complete the following: 
Primary Insurance                                                                              Policy #/ID____________________________Group # ______________________      
Name of Policy Holder ________________________________________ SSN ______________________  Date of Birth ________________________ 
Relationship to Patient______________ Employer ______________________________________Employer Phone (______)_____________________ 
Secondary Insurance ____________________________________Policy #/ID_____________________________Group #______________________ 
Name of Policy Holder ________________________________________ SSN ______________________  Date of Birth ________________________ 
Relationship to Patient______________ Employer_______________________________________Employer Phone(______)_____________________ 
If you do not have insurance, have you applied for government assistance? (circle)  YES    NO            If yes, please provide social worker’s information.     
Social Worker’s Name_____________________________________________________________________Phone (______)_____________________ 
 
PPU, PC  104-Patient Registration 08/2009                     Office Use Only        INITIAL_____________DATE________________  



 
118 - FINANCIAL POLICY          Pikes Peak Urology, P.C.   
           (Print clearly & press firmly in black ink)      
 

Today’s Date       
 
Patient Name                  

 Last                                                                                            First                                                         MI                               Nickname 
 

Date of Birth       SSN          
 
We are committed to providing you with the best possible medical care.  If you have medical insurance, we would like to help you receive 
the maximum allowable benefits. In order to achieve this goal, we will need your assistance and understanding of our financial policies.  
Please carefully review this information and sign/initial where indicated.   
 
Current insurance cards must be presented to the office at each visit.  Any changes to personal information must be given to the office 
immediately.  
 
ASSIGNMENT:  I request that payment of authorized insurance, Medicare, and Medicaid benefits be made payable to Pikes Peak 
Urology, P.C. on my behalf for services furnished to me. This assignment will remain in effect until revoked by me in writing. A photocopy 
of this authorization shall be considered as effective and valid as the original. In the event that my account is turned over to a collection 
agency, I agree to pay all reasonable costs of collection and understand that I may no longer be a patient at this office.  
        

 _____________ (Initial) I have read and agree to the above statement. 
 

CO-PAY/COINSURANCE/DEDUCTIBLE:  I understand that my primary insurance will be billed; billing secondary insurance is a courtesy 
only and I am ultimately responsible for assigned co-payments, coinsurance and deductible amounts by primary and/or secondary 
insurance.  Tertiary insurance billing remains my responsibility.       

_____________ (Initial) I have read and agree to the above statement. 
 

RELEASE OF INFORMATION:  I authorize the holder of medical information about me to release any and all information to Centers for 
Medicare and Medicaid Services, its agents, my insurance carrier(s), or other entities as needed to determine these benefits or the benefits 
for my dependents or myself. If I have health insurance coverage under an HMO, I authorize Pikes Peak Urology, P.C. to release 
information concerning my diagnosis and treatment to my primary care or referring physician after each visit. 
 

        _____________ (Initial) I have read and agree to the above statement. 
 
 

REQUESTS FOR INFORMATION:  Should I receive any requests from my insurance company in regards to my services at this office, I 
must respond to that correspondence immediately, in order to have the claim processed and paid. 

 _____________ (Initial) I have read and agree to the above statement. 
 
 

SELF-PAY:  Self-pay and previous balance amounts are due and payable at the time of service. Insurance co-payments are mandated by 
your insurance company and MUST be paid at each visit. Patients with insurance claims pending will be sent statements for the full 
amount due until the account is satisfied. I agree that if the insurance company denies benefits for any reason, I am responsible for the full 
amount owed for services provided.      

 _____________ (Initial) I have read and agree to the above statement. 
 

WORKERS’ COMPENSATION:  I will provide approval/authorization by the Workers’ Compensation carrier at the initial visit. If the claim is 
deferred, the private medical insurance will be billed. I understand if the claim is denied, I will be responsible for payment in full.  If the 
claim is in litigation, a verification of this from an attorney and/or the Workers’ Compensation carrier will be provided to this office. 

_____________ (Initial) I have read and agree to the above statement. 
 

RETURNED CHECKS:  I understand and agree to pay a returned check charge of $35.00 for each check that is returned for any reason.  I 
agree to pay the amount of the check plus the service charge within 30 days of receipt of notification. 
 

        _____________ (Initial) I have read and agree to the above statement. 

 

 

PRIVACY POLICY:  I have been made aware of the privacy policy of Pikes Peak Urology, P.C. and have received (or reviewed or been 
given the option to receive and review) a copy of the Notice of Privacy Practices.  
 
 

I have read and agree to the above information and I, the undersigned/patient, am ultimately responsible for the fees. 
 
PRINT NAME                  
 
SIGNATURE                DATE           
 
  
PPU, PC    118-Financial Policy 08/2009        Office Use Only        INITIAL_____________DATE________________    


	Current insurance card(s) and photo identification are required for scanning.  Please complete the following:

