
 

NEW PATIENT INFORMATION 
WELCOME TO OUR OFFICE 

 

NAME: _______________________________________________________________ DATE OF BIRTH______________________ 

 

STREET/P.O.BOX: ___________________________________________________________________________SEX:     M          F 

 

CITY, STATE, ZIP: __________________________________________________________________________________________ 

 

HOME PHONE: __________________________________ WORK PHONE______________________CELL __________________ 

 

SS#____________________ 

 

EMAIL ADDRESS: __________________________________________________________________________________________ 

 

PLACE OF EMPLOYMENT: ____________________________________________RETIRED FROM: _______________________ 

 
IS THIS VISIT FOR A WORK RELATED INJURY?    YES    NO    (IF YES TELL THE RECEPTIONIST.) 

 
SPOUSE OR LEGAL GUARDIANS NAME: ____________________________________RELATIONSHIP: ___________________ 

 

SPOUSES EMPLOYER: _____________________________________WORK TELEPHONE: ______________________________ 

 

REFERRING PHYSICIAN: ________________________________FAMILY PHYSICIAN: ________________________________ 

 

IN CASE OF EMERGENCY CALL: _______________________________________PHONE: ______________________________ 

 

HOW IS THE ABOVE PERSON LISTED RELATED TO YOU? ______________________________________________________ 

 

WHAT PHARMACY DOYOU USE? ____________________________________________________________________________ 

 
PATIENT’S INSURANCE INFORMATION NOTE: PATIENTS ARE RESPONSIBLE FOR VERIFYING THEIR 

BENEFITS AND GETTING PRECERTIFICATION INFORMATION TO OUR OFFICE.  WE WILL BE HAPPY TO 

PRECERT IF INFORMATION IS COMPLETE. 

PLEASE GIVE A COPY OF ALL OF YOUR INSURANCE CARDS TO THE FRONT DESK CLERK PRIOR TO 

BEING SEEN. 

INSURANCE AUTHORIZATION AND ASSIGNMENT  

NAME OF POLICY HOLDER: 

____________________________________________________________SSN:_________________________ 

 

I request that payment of authorized Medicare/Other Insurance company benefits be made to N.E.O. Urology, 

Dr. R. A. Memo, Dr. R. R. Ricchiuti or Dr. V. S. Ricchiuti for any services furnished me by that party who 

accepts assignment/physician.  Regulations pertaining to Medicare assignment of benefits apply. 

 

I authorize any holder of medical or other information about me to release to the Social Security Administration 

and Health Care Financing Administration or its intermediaries or carriers any information for this or a related 

Medicare Claim/Other Insurance Company Claim.  I permit a copy of this authorization to be used in place of 

the original, and request payment of medical insurance benefits to the party who accepts assignment.  I 

understand it is mandatory to notify the health care provider of any other party who may be responsible for 

paying for my treatment.  (Section 1128B of the Social Security Act and 21 U.S.C. 3801-3812 provides 

penalties for withholding this information.)  I understand that I am financially responsible for all charges and 

services rendered.   Further, I permit a copy of this authorization to be used in place of the original. 

 

SIGNATURE: _____________________________________________ DATE: ________________________ 

 

 

>>>>>>>>>>>>>>>>>>>>PLEASE SEE THE REVERSE OF THIS FORM>>>>>>>>>>>>>>>>>>>>> 

 



 

 

“Due to the recent TORT reform our Medical Liability Insurance Company is requiring that the 

following statement be completed by all patients.” 

 

“I_____________________and/or my representative agree not to bring a frivolous medical malpractice case or 

cause of action against N.E.O. Urology Associates, Inc., or any of its physicians.  Furthermore, should a 

meritorious medical malpractice case or cause of action be initiated or pursued, I____________________ 

and/or my representative agree to use a(n) expert witness(es) who adhere(s) to the guidelines and/or code of 

conduct defined by the specialty society(s) for expert witnesses in the area(s) of medicine who would typically 

have the background and experience to opine on such a case.  In consideration for this, I, N.E.O. Urology 

Associates, Inc., or all of its physicians, agree to the same stipulation.” 

 

“If you fail to sign below indicating that you have read and agree with the above statement, we will not be 

able to provide treatment for you.” 

 

 

SIGNATURE: _____________________________________________ DATE: ________________________ 

 

 

 

NOTICE OF PRIVACY POLICIES 

 

I have been presented with a copy of this practice’s Notice of Privacy Policies, detailing how my 

information may be used and disclosed as permitted under federal and state law.  I understand the 

contents of the Notice, and I request the following restriction(s) concerning the use of my personal 

medical information: 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 

 

I authorize the following person(s) to receive results for Laboratory and/or diagnostic test on my 

behalf:____________________________________________________________________________________ 

 

 

SIGNATURE: _____________________________________________ DATE: ________________________ 
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