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PATIENT PRIVACY NOTICE ACKNOWLEDGEMENT

I have received a copy of Notice of Privacy Practices from DFW Urology Consultants

Patient Name Printed Patient Signature

Date

IF YOU WOULD LIKE US TO RELEASE INFORMATION ON YOUR HEALTH TO
SOMEONE ELSE, PLEASE LIST THEIR NAME AND RELATIONSHIP BELOW.

PLEASE SIGN AND RETURN THIS ALONG WITH YOUR PAPERWORK.




DFW UROLOGY CONSULTANTS

PATIENT INFORMATION

Patient Name/Nombre Date/ fecha:

Last/First/Middle
Sex M or F Marital Status S M W D Sep Social Security #
DOB/fecha de nacimiento Age/edad E-mail:
Address/domicilio City/State/Zip
Home Phone/teléfono de casa Work Phone/teléfono de trabajo Mobile
Employer/ Occupation
Employer’s Address City/State/Zip
Spouse/Parent’s Name Date of Birth
(nombre de pareja) (fecha de nacimiento de pareja)
Employer Occupation
Employer’s Address City/State/Zip
Work Phone ( ) Social Security
Primary Insurance/nombre de aseguransa Phone ( )
Insured Name ID # Group Name or #
Insurance Address City/State/Zip
Secondary Insurance Co Phone ( )
Insured Name ID # Group Name or #
Insurance Address City/State/Zip
PRIMARY CARE PHYSICIAN/ Doctor Primario Phone/teléfono
Address/domicilio City/State/Zip

Name and phone # of nearest relative not living with you

How did you hear about Dr. Hey?

FINANCIAL RESPONSIBILITY

I consent to treatment necessary for the care of the above named patient. I authorize the release of all medical records to the referring
and family physicians and to my insurance company. I allow electronic transmittal of my medical records as needed. I acknowledge
full financial responsibility for services rendered by the physicians at DFW Urology.

I agree to give 24 hour notice to DFW Urology in the event that I should have to cancel an appointment and that I will be
charged $50 if I do not notify them with 24 hours. I understand that payment for services rendered (including co-pays, Medicare
co-insurance, deductibles) are due at the time of service unless other financial arrangements have been made through DFW Urology
Billing Department. I agree to pay all reasonable attorney fees and collections costs in the event of default of payment of my charges. I
authorize and request that insurance payments be made directly to DEW Urology. I have read and fully understand the above
consent for treatment, financial responsibility, release of medical information and insurance authorization.

INSURED SIGNATURE/ Firma DATE PATIENT SIGNATURE DATE




DFW Urology Consultants
Adult and Pediatric Urology

Wayne D. Hey, D.O. 4809 Brentwood Stair Rd
Fort Worth, TX 76103
Phone (817) 731-0316
Fax (817) 377-2081

History & Physical

Date: Name: Date of Birth:
Primary care doctor's name: Fax number:
Preferred pharmacies name: Phone number:

Ethnicity/race: Preferred language:
Height: Weight:

Reason for visit:

If you are having any pain, please describe:

Does anyone in your family have any urologic problems?

Do you have any medical problems? Example: high blood pressure

1. 2z 3: 4: o)
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Please list any medications you take:
i Y ok 4: 5
6: o 8: 9: 10:
11: 12: fif sl 14: 15
Please list any surgeries you have had:
1: 2 3: 4: 5
6: ¥ 8: 9: 10:

Do you smoke or have you smoked? Yes/No
If yes, how much and for how long?

Do you have any allergies to any medications? Yes/No If so please list:
1. o 3 4: D




