UROLOGY SPECIALISTS, P.C.
Michael W, Brown, M.D. James A, Flatt, M.D,
M. Tyler Wood, M.D. V. Keith liminez, M.D.

Daniel Osula, M.D.
NEW PATIENT INFORMATION (PLEASE PRINT & COMPLETE IN FULL) DATE

LAST NAME FIRST NAME

ADDRESS

cITy STATE ZIP PHONE
REFERRING PHYSICIAN FAMILY PHYSICIAN
BUSINESS PHONE CELL PHONE SPOUSE'S NAME
DATE OF BIRTH SEX MARITAL STATUS 55#

RACE ETHNICITY LANGUAGE
E-MAIL ADDRESS EMPLOYER

Name of nearest relative, outside your home to notify in case of emergency:

Relationship PHONE

PRIMARY MEDICAL INSURANCE CO. POLICY #

NAME OF POLICYHOLDER RELATIONSHIP TO YOU
INSURED DATE OF BIRTH INSURED SS# GROUP #
SECONDARY MEDICAL INSURANCE CO. POLICY &

NAME OF POLICYHOLDER RELATIONSHIP TO YOU
INSURED DATE OF BIRTH INSURED 55# GROUP #
PHARMALY

**2Batients are seen in order of appointments, as much as possible. Occasionally, it may appear that semeone is being seen "out of turn”. This
accurs because the doctors, of necessity, must spend more time in consultation with new patients, and this may affect the narmal patient flow.
We will try to make your walt as short as possible and vour understanding is appreciated.

PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE
| authorize the release of any medical information necessary Lo process any insurance daim on my behalf, & photo-stat of this authorization
shall be considered as valid 4s the original.

SIGNED:

| authaorize payment to Urology Specialists, P.C. banafits otherwise payable 1o me. | understand that | am fina nclally responsible to those
indicated above for charges not covered by this authorization. | alsa agree that, should | fail to assume this financial raspensibility and credit
action is necessary. | will pay for these costs in addition to the amount of the doctor’s charges.

| acknowledge and agree that Urology Specialists, P.C. and any affiliates or vender thereof, including collection or billing companies, may
contact me by telephone or text message number associated with my account, including wireless or mobile talephone numbers, | further agree
that you may use any method of eontact ta thesa numbers, such as an Automated Telephone Dialing System (ATDS) or prerecorded message, |
also agree that | will notify Uralogy specialists, P.C. if | have given up ownership or control of any such telephone number,

SIGNED:

4704 Whitesburg Drive  Huntsville, AL 35802 (256) 882.3605 Fax (256) 880-1272 2020



UROLOGY SPECIALISTS, P.C.
Michael W, Brown, M.D. lames A, Flatt, M.D.,
M. Tyler Wood, M.D. V. Keith Jiminez, M.D,
Daniel Osula, M.D.
Receipt of Privacy Practices: Consent for Use/Disclosure of Protected of Health Information (PHI)

I, was provided a copy of Urology
Specialists” Privacy Practices Notification. Urology Specialists may revise its notification at any time. |
understand that a copy is always available at my request. By signing this document | acknowledge that |
have read, understand, and dgree to the terms of this consent. Further, | hereby consent and authorize
Urology Specialists to use or disclose my PHI in conjunction with Urology Specialists’ treatment,
payment or healthcare operations in accordance with the terms of this consent.

-

Signature of Patient/Guardian Date

Further, | hereby authorize and give my consent to Urology Specialists to leave Messages on my
answering machine/voicemail/e-mail for the following: (check all that apply)

Appointment Reminders Prescription Refills
Medical Information Test Results

Insurance/Payment Issues Mail

| further authorize and give consent to Urology Specialists to communicate any of my PHI to the
following person/persons:

Name Relationship

Signature of Patient/Guardian Date

4704 Whitesburg Drive Huntsville, AL 35802 (256) 882.3605 Fax (256) 8BD-1272 2020



UROLOGY SPECIALISTS, P.C.
Michael W. Brown, M.D. lames A. Flatt, M.D.

M. Tyler Wood, M.D. V. Keith Jiminez, M.D,
Daniel Osula, M.D.

Unpaid Co-Payment Process Fee Acknowledgment and Appointment Authorization
ﬂs] eement

Our physicians hold a responsibility to recommend what treatment You may need. Any recommendations are
based off of your history, any testing, labs and office exam by our office. Your physician and nurse will give you any
options available for the treatment and thoroughly answer any questions you may have,

This form serves as notification of a specialist co-pay that each insurance REQUIRES Urology Specialists to collect at
the time of service in the amount of - If you feel that this ameunt is incorrect and/or has changed, it Is
the respansibility of the patient to provide Urology Specialists’ staff with the correct amount and insurance
information. This co-pay amount is an estimated cost and may be mora or less as will be determined by your
insurance company. Also, there is no guarantee of payment for procedures and visits performed. Any denial of this
will result in financial responsibility of the office visit and any procedures to fall upon the patient and will require
payment of the amount in its entirety,

IF you are unable to pay Urology Specialists the co-pay as listed In your Individual insurance policy today, you claim
awareness to be billed for the co-pay plus an additional processing fee of 515.00* as specified in our billing
process. If chronic non-payment occurs it will constitute a hold on the account and pre-payment to the account
before the next visit will be scheduled,

Some Insurance require a prior-authorization from the insurance company itself and the lack the authorization or
referral required as noted in the individual policy will result in non-payment fram the insurance company. If your
Insurance requires an authaorization or a referral, it is THE PATIENT'S responsibility to ensure this is received in a
timely fashion. Stating this, financial responsibility of the office visit and any procedures will fall upon the patient
and will require payment of the amount in its entirety if a denial is received for lack of authorization. Ifany
questions arise regarding a bill, contact Urology Specialists’ billing department at 256-882-3625.

| authorize the release of any medical information necessary to process any insurance claim on my behalf, A photo-
stat of this authorization shall be considered as valid as the original.

We are not part of the relationship you have with your insurance company. If your insurance company denies
coverage for your benefit for any reasan, you will obtain responsibility to become financlally responsible for the
amount due,

lunderstand that | am financially responsible for a fee if | no show for my appointment or cancel without giving a
minimum of a business day (24 hours) notice. | also agree and understand that should I fail ta give notice as

instructed that the account may be subject to 2 $25.00 charge* for a regular appointment and $50.00 charge* for
a procedure appointment. Multiple no-show or cancellations may result in dismissal from the practice.

Patients are seen in order of appointments, as much as possible, Occasionally, it may appear that someone is being
seen “out of turn”, This occurs because the doctors, of necessity, must spend more time in consultation with new
patients, and this may affect the normal patient flow. We will try to make your wait as short as possible and your
understanding is appreciated.

>

Signature of Patient/Guardian Date

*This is subject to the change and is at the discretion of the office.

4704 Whitesburg Drive Huntsville, AL 35802 (256) 882.3605 Fax (256) 880-1272 2020



UROLOGY SPECIALISTS, P.C.
Michael W. Brown, M.D.

lames A, Flatt, M.D.
M. Tyler Wood, M.D.

V. Keith Jiminez, M.D,
Daniel Osula, M.D.

Patient Portal

To Participate, Please Fill Out This Form.

Name:

Date of Birth:

Email Address:

We will email you with further instructions to complete this system,

4704 Whitesburg Drive  Huntsville, AL 35802 (256) 882.3605 Fax (256) 8B0-1272 2020



Initial Patient Visit -History and Physic

Urology Specialists, P.C.
William Chapman, M.D. Michael Brown, M.D, James Flatt, M.D. Kaith Jiminez, M.D, M. Tyler Woaod, M.D.

Please fill out items 1-13
1. Name Age Date of Birth / ! Today’s Date { !

2, History of Present lllness:  {iocation, quallly, severity, duration | HPI: For Physician Use Only  {Backslash = negative)

timing). State the reason(s) you are seeing a urologist. How long has this
problemis} been going on?

— Freg
Urg

_ Noct. =«
___ Dysurig
__ Incontinence _ padsfday
—_ Obstax's: straining  dribbling  intermitiency  spiit stream

3. Genltourinary History | ROS: Check if you now have or have had any of the following;
O Blood in yoururne O Painful Urinatian D FPassage of kidney stones: mumber___ U Sexual Dysfunction
O  Leaking urine O Fain over your bladder O Catheter placed b/c of inability te urinate

4. Medical History: Piease check all conditions you have been diagnosed with andfor treated for. Give any necessary details
or discuss any other conditions not listed on the follewing lines OR QI have no serious medical canditions.

0 Diabetes O Kidney disease O Stroke or other vascular disease
O High blood pressure O Kidney stones O Poor circulation
O HIVI AIDS O Kidney failure O Bleod clots
O Anemia O Emphysema O Sexually transmitted disease
O Cancer{list what type balaw) O Bronchitis O Herpes
O Other (Please axplain below) O Lung disease other O Gonorrhea
0 Heart disease 0O Condyloma
O Heart attack O Liver disease
O Congestive heart failure O Cirrhosis
O Hepatitis
(If unchecked then PMHX iz normal)
I_ 5. Pregnancy History: No. of pregnancies: No. of vaginal deliveries ] No. of Caeserean sechions I
6. Are you ALLERGIC to any medications? 8. Past Surgical History: Chec all the operations you have had:
O Cystoscopy by urologist O Hernla Repair
O Hysterectomy - ovaries remain O Colon removal
O Hyslerectomy - ovaries removed O Appendectorny
0 Heart valve replaced O Joint replacement
0 Heart bypass O Other cancer surgery (list below)
U | have no knewn madication allergles O Kidney stone removal U Other surgery (please explain)
O Any blood transfusions?

7. List your MEDICATIONS & dosages.
{including cver tha counter, such as aspifin);

Y 9, Soclal History:
Z. Cecoupation:
3, Do you smoke? ONe; OYes, packsiday for yearss O Quit
4 How much alcghal do you drink? CNone; drinks/week;
5' How much caffeine do you drinkaday? ____ coffee; _ soda; — tea
g, i
7 10. Family History: Does anyone in your family have:
8 O Heartdiseass; O Diabetes; O Kidney stones: O Kidney disease
O Corradn e U Prostate cancer;, O ather cancer, please explain:
11, Review of Systems - Check if you now have or hava had By problems refated to the following systems: {if unchiecked then normei)
cnuvﬂtllﬂﬁnal Symptoms Psychologic Musculoskeletal Neurologieal 6 Eyes
O Weignt loss Q Depression Q Joint pain a Stroke QOGlaycoma
g :ﬁeﬂf_‘t gain o Am?ﬁousnasa 1 OCataract
Gastrointestinal Cardlavascular Resplratory Hematologic :
O Abdominal pain O Chest pain O Shoriness of breath| O Blood cletting prablems 0 ROS reviewed with pt
8 Nausea/vomiting Q Irregular heartbeat Q Asthma =-no significant findings




Urology Speclalists, P.C. Hap page Il Patlant Name Chart #
Part
12, AUA symptom score
Circie the numbar thal besl describas your Hot st All “iind Loas than 112 bors than Almant
| voiing svmploms over the past month; —lathatime  [thetima | i2thetime | always |
o1 Emmiving vour Klatidar oo 8 1 2 3 4 5 inad empt
oy o 1AV you had 3 wask urinary 0 1 2 3 4 I
h
Sirat s Besin S8 (g ad 1o push or g 1 2 3 4 5 |strairing
ST AS when Sdc fad 3 stop and 0 1 2 3 4 5 lintermit
fada R P R earRy 18 RS Rating? 0 1 2 3 4 5 Ireg
Sh%ﬂnﬂnnmw founc e 16 0 1 2 3 4 5 Urg.
(/16 3y dimes.dp vou bpically get 0 1 2 3 4 § Neet.
13, Who referred you to Urology Speciallsts? ook
Ul Check If salf refarred
** For Physiclan use only bslow this line™ (g mii
T Wt Ibs. oH._ y_ P [ Nt
P BP / et [Epl Bact | RB
PE {chack if normal or na abnormality; clrcle If abnormal and describe) Noles / Abnormalities:
| Conatitutional 0 Gen agpear- nermal Ll Vitalalons reviewed ~— |
Skin _____ O inspectionivalpation  [heck 0 Nomal
[Neurologic O Orientation Lymphatic O No abnorm. In neck and grain
B E rrmal O Ausc - no abn,
cv O Reg rate and riwthm 0 Ausc - no abn.
Gl 0 Abd solt and nontender £ LiviKid/Spin nonpalpable
O Ho hernia & Stool spacimen not Indicsted
Gy el O Urethral meatus M 0 Ext genitalla
& Penls girc ____ unelre O Urethral Meatus
Q Testes! Scrotum 0 Urathra
O Epididymis; 0O eyst O Vagina
O Anusiperin Hd Cervix 0O absent
& Sphincter tone O Uterus O absent
O Sam. Vs, O Bladder
O Frostate ( ) O Anusiperin O Bl Scan: cc (PVR)
Smooth, no nodules d Kus:
1+ 2+ 3+ O Rectal O No Ca++ or abnorm, noted
IMPRESSION:
1.
2.
3
o,
Labs Imaging
PLAN; O Urine Cx Q Ivep
| O Cytol O cT uTrs
O PSA O Renal US
2. a Psall P Planned
3 O BUN/cr O cysto
O Testost O Prostate biopsy
Rx: Samples glven: e e
O NewPt Q Consult |1 0 M IV v][Time: minl O Chapman O Brown O Flat O Jimines
O Dictated Note O Dictated Letter to Dr. Physician Signature

Sarvice Accounting Bystams 539-4400




Urology Specialists, PC
4704 Whitesburg Drive, Suite 100

Huntsville AL 35802
Phone (256) 882-3605 Fax (256) 880-1272
Michael W Brown, M.D., F.A.C.8S James A. Flatt, M.D., FA.C.S
M. Tyler Wood, M.I). V. Keith Jiminez, M.D., F.A.C.S

Daniel Osula, M.D.

Name of Patient

Extra Visit History

Have you had a colonoscopy within the last 9 (nine) years? YES or NO
If so, when was it (PLEASE FILL OUT DATE)

Have you ever had a pneumonia shot? YES or NO

If so, when was it (PLEASE FILL QUT DATE)

I acknowledge that the above is filled out to its entirety and holds true for my medical and surgical
history. If the above differs in the future, I will make the office aware at my next office visit so the
appropriate changes can be made.

E-_ignatmez of Patient Date

4704 Whitesburg Drive, Ste 100 Huntsville, AL 35802 256.882.3605




Urology Specialists, PC
Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

Uses and Disclosures

Treatment. Your health information may be used by staff members or disclosed to other health care
professionals for the purpose of evaluating your health, diagnosing medical conditions, and providing
treatment. For example, results of laboratory tests and procedures will be available in your medical
record to all health professionals who may provide treatment wha may be consulted by staff members.

Payment. Your health information may be used to seek payment from your health plan, from other
sources of coverage such as an automaobile insurer, or from credit card companies that you may use to
pay for services. For example, your health plan may request and receive information on dates of
service, the services provided, and the medical condition being treated.

Health care operations. Your health information may be used as necessary to support the day-to-day
activities and management of Uralogy Specialists, PC. For example, information on the services you
received may be used to support budgeting and financial reporting and activities to evaluate and
promote quality.

Law enforcement. Your health information may be disclosed to law enforcement agencies to support
government audits and inspections, to facilitate law-enforcement investigations, and to comply with
government mandated reporting.

Public health reporting. Your health information may be disclosed to public health agencies as reguired
by law. Forexample, we are required to report certain communicable diseases to the state’s public
health department.

Appointment reminders. Your health information will be used by aur staff to send you appointment
reminders.

Information about treatments. Your health information may be used to send you information that you
may find interesting on the treatment and management of your medical condition. We may also send
you information describing other health-related products and services that we believe may interest you.

Other uses and disclosures require your authorization. Disclosure of your health information or its use
for any purpose other than those listed above requires your specific written authorization. |f you
change your mind after authorizing a use or disclosure of your information you may submit a written
revocation of the authorization. However, your decision to revoke the authorization will not affect or
undo any use or disclosure of information that occurred before you notified us of your decision to
revoke your authorization.



Individual Rights
You have certain rights under the feders| privacy standards. These include:
* The right to request restrictions on the use and disclosure of your protected health information.
¢ The right to receive confidential communications concerning your medical condition and
treatment.
The right to inspect and copy your protected health information
The right to amend or submit corrections to your protected health information
The right to receive an accounting of how and to whom your protected health information has
been disclosed
* The right to receive a printed copy of this notice

Urology Specialists, PC Duties

We are required by law to maintain the privacy of your protected health information and to provide you
with this notice of privacy practices. We alsgo are required to abide by the privacy policies and practices
that are outlined in this notice.

Right to Revise Privacy Practices

As permitted by law, we reserve the right to amend or modify our privacy policies and practices. These
changes in our policies and practices may be required by changes in federal and state laws and
regulations. Upon request, we will provide you with the most recently revised notice on any office visit.
The revised policies and practices will be applied to all protected health information we maintain.

Requests to Inspect Protected Health Information

You may generally inspect or copy the protected health information that we maintain. As permitted by
federal regulation, we required that requests to inspect or copy protected health information be
submitted in writing. You may obtain a form to request access to your records by contacting Urology
Specialists, PC. Your request will be reviewed and will generally be approved unless there are legal or
medical reasons to deny the request.

Complaints and Contact Person

If you believe that your privacy rights have been violated, you should call the matter to our attention by
sending a letter describing the cause of your concern to the address below. You will not be penalized or
otherwise retaliated against for filing a complaint. If you would like to submit a comment or complaint
about our privacy practices, you can do so by sending a letter outlining your concerns to the same
address. The name and address of the person you can contact for further information concerning our
privacy practice is;

lulie Hovey, Practice Manager
Urology Specialists, PC

4704 Whitesburg Dr S, Ste 100
Huntsville, AL 35802
256-882-3603

This notice effective September 29, 2014



