
Central Arizona Urologists, Ltd.
CONFIDENTIAL

Please PRINT and complete ALL information

Name: Date:
First

Date of Birth: _

Home Phone #: (_)

Cell Phone #: (_)

Middle Last

Social Security #: _

Work Phone #: ( )

E-Mail Address

State ID/Driver's License #:

Marital Status: Name of Spouse:

Issuing State:

Number of Children

Mailing Address:
Street Number Apt. # City State Zip

Phone #: (_)

Phone #: (_)

Group #:

Patient's Employer:

Referring Doctor/PCP:

Nearest Relative:

First Last

Relationship:

Insura

Not Living at Same Address

nce Information:
Prirnary: ID#

Insured Name: Insured's Social Security #:

Insured's Employer:

Secondary: ID#: Group #:
Insured Name: Insured's Social Security #:

Insured's Employer:

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN: I hereby authorize payment directly to Jarrps R. Fishman, M.D., M. Michael
Hayyeri, M.D., and Aziz O. Mahoubi, M.D. of the surgical and/or medical benefits, if any, otherwise payable to me for services rendered to me or my
dependent. I also authorize my doctor to release information regarding my treatment. I understand that I am financially responsible for all chrges.

Patient Signature Date

HIPPA Notifrcation:
I acknowledge that Central Arizona Urologists are in compliance with HIPPA laws regarding $e Notice of Privacy Pracrices. This notice clescribes

how Central Arizona Urologists may use and disclose my protected health information. certain restrictions on the use and disclgsure of my healthcare
information, and rights I may have rdgarding my protected health information. I understand these policies are posted within the office and a copy of tlrese
policies is available upon my request.

According to these policies, I understand that unless written permission is given patient information can only be released to the patients themselves. ln
compliance with these policies, I hereby entitle authorization for my personal information to be discussed with the following people:

Name Relationship phone #

D OK to lcave voicemails ar Home Phone # U OK to leave voicemails at Work phone #

Signature of Patient Date Statl Ini{ials l)ale








