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Today’s Date: 


 UROLOGY QUESTIONNAIRE 
Please Complete Pages 1 And 2 


Primary Care/ Referring Physician: 
 


Last Name: 
 
 


MI: First Name: Date Of Birth: 


Circle the most appropriate answers 


Are you allergic to any medication? No Yes…..  If yes, please list all medication allergies: 


Circle the most appropriate answers: 


Did you or do you currently smoke cigarettes? Yes   No Quit? (yr)              Do you drink alcohol? Yes     No 


If Yes, please indicate for how many years? years If you do drink alcohol, how many drinks per day? /day 


If Yes, how many packs per day (ppd)? ppd What is your current weight? pounds 


Does your spouse or another family member smoke? Yes     No How tall are you?         ft          inches 
 


Please check ( ) any current or prior Urological symptoms 
BURNING OR PAIN ON 
URINATION 


URGENCY OF URINATION FREQUENCY OF 
URINATION 


FEVER BACK OR FLANK PAIN 


NAUSEA OR 
VOMITING 


PRIOR URINARY  INFEC-
TIONS 


RECENT BLADDER 
CATHETER 


PRIOR URETHRAL 
DILATIONS 


LEAKAGE OF URINE WITH 
STRAINING 


INABILITY TO EMPTY 
BLADDER 


DECREASE FORCE OF 
STREAM 


STRAINING TO URINATE DRIBBLING STREAM DECREASE SIZE OF 
STREAM 


PRIOR PROSTATE 
PROBLEMS 
(PROSTATITIS) 


FREQUENT URINATION AT 
NIGHT 


HESITANCY TO URINATE URETHRAL DISCHARGE PRIOR URETHRAL OR 
PROSTATE SURGERY 


BLOOD IN URINE PRIOR KIDNEY OR 
BLADDER STONES 


BLADDER OR PROSTATE 
CANCER 


SEXUALLY TRANSMITTED 
DISEASES 


DECREASE SEXUAL 
FUNCTION 


 
Please check ( ) any current or prior Medical problems 


HEART  ATTACK 
"INFARCTION" 


ABNORMAL HEART 
RHYTHM OR RATE 


ANGINA  PECTORIS HEART FAILURE STROKE SEIZURE DISORDER 


PASSING OUT EMPHYSEMA ASTHMA PNEUMONIA EXCESSIVE 
BLEEDING 


TUBERCULOSIS 


ULCERS LIVER DISEASE INTESTINAL 
BLEEDING 


BLOOD VESSEL 
DISEASE 


BLOOD CLOT 
PROBLEMS 


DIABETES 


HIGH BLOOD 
PRESSURE 


PANCREATITIS HIATAL HERNIA THYROID DISEASE NEUROLOGICAL 
DISEASE 


ADRENAL DISEASE 


BACK INJURY CONGENITAL 
DISEASE 


JOINT DISEASE ARTHRITIS DIVERTICULITIS APPENDICITIS 


HEMORRHOIDS 
 


GONORRHEA SYPHILIS AIDS HERPES CONDYLOMA 


BREAST CANCER  
 


CERVICAL CANCER UTERINE CANCER  OVARIAN CANCER LYMPHOMA LEUKEMIA 


LUNG CANCER 
 


COLON CANCER SKIN CANCER OTHER CANCER RADIATION CHEMOTHERAPY 


 
Please check ( ) any know family diseases 


Diabetes Polycystic Kidneys Kidney Stones Kidney Cancer 


Prostate Cancer Kidney Failure/ Dialysis Bladder Cancer Other: 
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COMPLETE BELOW WITH REGARD TO PRIOR SURGICAL PROCEDURES 
 
TYPE OF SURGERY 


APPROXIMATE 
DATE(S) OF SURGERY 


  
TYPE OF SURGERY 


APPROXIMATE  
DATE(S) OF SURGERY 


HEART    JOINT REPLACEMENT  
LUNG   HEMORRHOIDS  
ULCER   URINARY INCONTINENCE   
COLON   OVARY  
KIDNEY   HYSTERECTOMY  
PROSTATE   CESARIAN SECTION(S)  
BLADDER   VAGINAL BIRTH(S)  
GALLBLADDER   TUBAL  LIGATION  
APPENDIX   EYE  
HERNIA (RIGHT, LEFT, BOTH)   OTHER PROSTHETIC IMPLNANTS  
VASECTOMY   OTHER  
MAJOR BLOOD VESSEL SURGERY     


 
DO YOU TAKE ANY MEDICATION ON A REGULAR BASIS?   (YES OR NO) 


IF YES, PLEASE COMPLETE THE FOLLOWING. 
NAME OF MEDICATION 


 
DOSAGE ( MG,GRAM 
ETC.) 


NUMBER OF TIMES 
TAKEN DAILY 


 
 


  


 
 


  


 
 


  


 
 


  


 
 


  


 
 


  


 
 


  


 
 


IS THERE ANY ADDITIONAL INFORMATION NOT PREVIOUSLY COVERED? 
 
 
 
 
 
 
 
 


 
 


TO THE BEST OF MY KNOWLEDGE THE ABOVE INFORMATION IS COMPLETE AND CORRECT. 
 
Signed  _____________________________________________________ Date:       


4/16/2006 10:54:00 AM 





		UROLOGY QUESTIONNAIRE

		TYPE OF SURGERY
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Patient Registration Information- Please Print 


Patient’s Name:       
 LAST FIRST MIDDLE SOCIAL SECURITY NUMBER 


Date of Birth:       Sex: ⁭M  ⁭F Marital Status: ⁭Single ⁭Married  ⁭Widowed  ⁭Divorced ⁭Separated 
 MM/DD/YYY AGE 


Home Address:     
 STREET City State ZIP CODE 


Home Phone:  (              )  Occupation:    Referred by:    


Employer:    Work Phone:  (            )  


Work Address:     
 STREET City State ZIP CODE PA


T
IE


N
T


 IN
FO


R
M


A
T


IO
N


 


In case of emergency, please notify:    Relationship:    Phone  (              )  
 


Spouse’s Name:       
 LAST FIRST MIDDLE SOCIAL SECURITY NUMBER 


Spouse’s Employer:    Occupation:    


Work Address:     Work Phone:  (           )  
 STREET City State ZIP CODE 


Responsible Party:      
 LAST FIRST MIDDLE SOCIAL SECURITY NUMBER 


Address:     Home Phone:  (           )  
 STREET City State ZIP CODE 


Employer:    Occupation:    


SP
O


U
SE
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E
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O


N
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B
L


E
 


PA
R


T
Y


 


Work Address:     Work Phone:  (           )  
 STREET City State ZIP CODE 


   


Medicare #:     Medi-Cal #:  
PRIVATE INSURANCE 
 (1) Company:    Certificate #:    


 Street Address:    Group #:    


 City:    State:    Zip:    Insured’s Name:    


IN
SU


R
A


N
C


E
 


IN
FO


R
M


A
T
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N


 


 (1) Company:    Certificate #:    


 Street Address:    Group #:    


 City:    State:    Zip:    Insured’s Name:    
 


If work related Injury: 


Date of Injury:    Date last worked:    Claim #:    


Employer Insurance Company:    Phone:  (           )  


Address:     
 STREET City State ZIP CODE 


O
th


er
 


Ins. Adjuster, Attorney, Etc.:    Phone:  (           )  


AUTHORIZATION: 
I hereby consent to any necessary medical treatment/ physical examination required by myself or the minor named above for whom I am legally responsible 


ASSIGNMENT: 
I permit to doctor’s office any benefits due for their services rendered. 
I understand that I am financially responsible for all charges, whether or not covered by my insurance company or any other insurance company. 


MEDICAL RECORDS: 
Authorization is hereby granted for release of any information required to process this claim.  A copy of this authorization is as valid as the original. 
Regardless of any claim pending, you will receive periodic statements if your account has an outstanding balance.  We can not accept responsibility for collecting your 
insurance claim or for negotiating a settlement on a disputed claim. 


Signature:    Date:    








Your Privacy! 
Privacy Statement: James G. Knight MD 


To My Patients: 


Physicians have long understood and protected the confidential nature of the information we collect.  Your 
health and your privacy are now and always have been of paramount importance to me.  However, recent 
federal law (HIPAA) has been enacted to standardize how personal and private data should be managed 
and disseminated. 
In reality, there are very strong competing interests; the most significant of which is the fact that many or 
most people now pay their heath care bills through a number of different third parties (Medicare, MediCal, 
HMOs, insurance companies, medical groups etc.)  Most of these third party payers require a significant 
amount of personal information before they will pay for services on your behalf.  This data is generally 
referred to as “claims data”. 
Claims data information that is commonly required includes such items as your name, address, social 
security number, date-of-birth, telephone number, and insurance data (additional data is often required in 
many different situations).  In addition to identification data, the third party payers ask for information 
regarding what services were rendered, the charges, as well what specific diagnoses were treated. 
Transmitting the above information to the payers is a practical necessity.  Managing collections and claims 
data has become very complicated, and my practice has engaged a professional billing service, 
Practice Development Strategies, Inc. to do the billing for your care.  Practice Development Strategies, 
Inc. has warranted to me that they are fully compliant with the new privacy regulations and as a matter of 
practice they have in the past always protected my patients’ privacy, even before these regulations were 
enacted.  I will not be able to accept or keep you as my patient if you refuse to allow Practice 
Development Strategies, Inc. to manage your account and collections on my behalf. 
As your health must always be the most important concern we face together, I am sure you understand that 
there may be times that I, or my staff, will communicate information about you to other health care 
providers on your behalf.  For instance, if you are referred to me for consultation from another physician, I 
am required to communicate my findings and recommendations to the referring physician.  Or, should you 
need a diagnostic test such as an X-ray, it is in your best interest that we share some of your medical history 
with the radiologist in order to get the most information back from the exam.  These are just a few 
examples of how and when we might share otherwise private information on your behalf. 
Within the office, we have reviewed the need for handling and securing each patient’s medical information 
in a way that will protect your privacy.  This office is secured every day after office hours.  The janitorial 
service that has access to this office is aware of, and accepts its responsibility to preserve and protect your 
privacy under federal law and has so warranted this to me. 
You have a right to review your records with reasonable notice.  You may offer amendments to the record.  
For an additional cost and with adequate notice, you may receive copies of your records. 
Rest assured that your information will not be sold or otherwise communicated for commercial purposes.  
In fact, as a matter of practice, this office will generally refuse to disclose information about you to third 
parties (except as described above in support of furthering your health or to accommodate billing or 
collections on your account).  Should a need or request arise outside of our routine, we will request that you 
provide a signed prior authorization for release of medical records. 
Again, please realize that your health and privacy have and always will be my principal concerns.  If you 
should have any concerns with regard to the way your information is managed, please do not hesitate to ask 
me or my office manager who will be our designated “Privacy Officer”.  While this designation is required 
by law, in reality my practice is so small that either Cathy or I will be glad to address any of your concerns 
on these issues. 
I have read, understand and agree to the above: 
 
 
Signed:    Date    


3405 Kenyon Street, Suite 401, San Diego, CA 92110-5007 
Phone: (619) 222-1114   Fax: (619) 222-8216 





