
CONFIDENTIAL James R. Fishman, M.D. CONFIDENTIAL
Central Arizona Urologists, Ltd.

www.AzUrolog5r.com . (602) 242-15fi

Please PRINT and complete ALL information Il FULL (Note: This information is only used for your protection)

Name: Date
First

Datc of Birth:--
Home Phone #: (_)

Middle l-ast

Social Security #i_
Work Phone #: ( )'

('cll Phone #: (_) E-Mail Address:

State ID/Driver's I.icense #:

Marital Status: I Married f, Single E Widorved E Divorced Name of Spouse:

Issuing State:

Number of Children:-
Mailing Address:

Street Nunrber Apt. # City State

Patient,sEmployer/Name;-Address-City-StateZip
Zip

Primary Care/Referring Physician : 3H ]Ii. phone#: (_)
M.IFirst I,ast

Nearest Relati Relationship: Phone #: (

TD#: Group #:

Insured's Social Security #:_
DOB of Insured

Not Living at Same Address

PRIMARY:

Insured Name:

Insured's Employer:

Insurance Address:

SECONDARY:

Insured Name:

tD#:

Insured's Employer:

Insured's Social Security #:-
DOB of Insured

Insurance Adpress:

Cancellation Policy: I understand lvhen I make an appointment, the physician, provider and staff are scheduled for my care. There is a $-50

fee if I miss my scheduled appointment or not cancel 24 hours in advance.

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN: I hereby authorize payment directly to James R. Fishman, M.D., 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 charges.

Date

I acknowledge that Central Arizona Urologists are in compliance with HIPrM laws regarding the Notice of Privacy Practices. This notice describes how Central Arizona

health information. I understand these policies are posted within the office and acopy ofthese policies is available upon my request.

policies. I hereby entitle authorization for nry personal information to be discussed with the lollowing people:

Phone #

Patienl Signature

@

Group #:

Signature of Patient

Name Relationship

Date Staff Initials Date

E OK to send emails tr OK to leave voicemails on Phone #



MEDICAL AND SURGICAL HISTORY
I. For what medical condition are you consulting a urologic surgeon?

II. Past Medical and Surgical History
A. Surgcries Hospital Surgeon Ycar

l.

2.

3.

-+.

U. Medical lllnesses

l. Heart Disease

2. High Blood Pressure

3. Lung I)isease ((-OPI))/ Asthma
-1. Diabetes

-5. (lancer

6. Kidnel Disease/Stone

li. tlleeding Problems

9. Serualll 'fransmitted Discase

IO. HIV

III. Medications (lncluding aspirin and vitamin/herbal)

I If Yes Name Dosage Frcquencl

L

2.

3.

4.

I If Yes Name Reaction

l.

V. Family History
l-iving Deceased lllnesses

tr tr Hepatitis trA/trU/tr(l tr tr
tr tr Seizurc l)is<lrder trtr
Ll tr Parkinson's/Alzheimer's tr tl

7. Gastrrlintestinal [)isease (tllcers. I)irerticulitis. ctc.) E t] 'l'h1 roid tr Hi-uh / E lxltr' tr tr

Yes No

tr tr High ('holcstcrol

tr tr Glaucoma

tr tr Acid rcflur (GI1RD)

tr tl l)epression / Anxicn

il . tr Strokc

U tr Other

Name

Yes No

trtr

trtr
trtr
trtr
fItr

Dosage l'rcquenc1

-)

6

-1.

.5.

6.

2.

7.

8.

IV. Allergies (to any medications or tapes) tr No tr Ycs If Yes' to tvhat

Namc Reaction

Age & (lause of Dcath

Father tr tr
Mother fl tr
Sisters #-J #-a)
Brothers #-tr #-J

VI. rFamily History of the Following.

Yes No

l. Hearr l)isease tr tr 4. Cancer(s)

Yes No Yes No

tr tr 7. Bleeding l)roblems tr tr
2. Kidney Disease tr tr -5. Hepatitis tr tr u. other:

-1. Prostatc Disease tr tr 6. Gastrointestinal l)nrblems E tr

VII. Social Habits
Yes No

I . Dolditl 1,ou smoke'l tr tr Amount (packs/da1 )- Hon' manl' ) cars'l-When did r ou quit'?

2. Do y'ou drink alcohol? tr tr
3. Any drugs (illicit)? tr tr
-1. Any caft'eine use? tr tr

ColTec tl tr
Teatrtr
Sodas tr tr

5. Any blood transfusions'l E tr

trtr



VIII. Do you have anY

[. Constit.

Fever

Wt. [,oss

Loss o[ Appetite

2. Irl es

Vision Blurring

I)ouble Vision

.1. I:NT.
'l'rouble Sn allorving

Ringing in Ears

J. Cardiovascular

C'hcst Pain

Shoflness ol'Breath

I'alpitation

Sn'cllin-e of Legs

of these symptoms?
Yes No

-5. Resp.

tr tr (.ough

tr tr (bugh uP blo<xl

tr tr Breathing difl'icultl

6. Gl.

[ tr Nausea

tr tr Vomiting

Belll'['ain

tr tr Diarrhea

tr tl Bltxrd Stool

7. Musculo-skeletal

tr tr Arthritis

tr tr Muscle lveakness

tr tr [1. Integumentarl'

tr tr Skin rases

Yes No

trtr
trtr
trtr
trtr
trtr
trtr
Dtr
trtr

Dtr

ll.

t0

12.

Neurological

Strokes

Psychiatric

Memory'[-oss

Change in Personality

Endocrine

Intolerance to Heat

Intolerance to Cold

Constant Thirst

Hematologic/Lymphatic

t.ymph Node Swelling

Bruise Easily

Yes No

trtr

trtr
trtr
otr

trtr
trtr

trtr
trtrtrtr

trtr

IX. What is your Weight- Height


