COMMONWEALTH UROLOGY

Patient Registration

Welcome!

Patient Information Appointment Scheduled with: 00 Dr. Basile O Dr. Patel
Please Print Clearly
Today’s Date: 00 New Patient O Update Info
Name: — o - Sex: Male Female
Address: — e o
Home #: Work #: Cell #:
DOB: Age: SSN: Marital Status: M S D W
Employer: Occupation:
Primary Care/Referring Physician: Doctor #:
Pharmacy Name: Pharmacy #:
Drug Reactions/Allergies:
Spouse Information
Name:_ﬂm - - DOB: SSN:
Work #: Cell #: Employer
Insurance Information
PRIMARY: Copay/Deductible:
Address: —CRy Sate Zp Code
Policy ID#: Group#:
Policy Holder Name: Relationship: DOB:
Type of Insurance: PPO HMO POS MC Referral /Authorization Required:  Yes No
SECONDARY: Copay/Deductible:
Address:

Cliy Taie 7ip Code
Policy ID#: Group#:

Policy Holder Name: Relationship: DOB:




Commonwealth Urology

John J. Basile, MD, PC

Sunil V. Patel, MD

John J. Basile, MD

3020 Hamaker Court, Suite B-111
Fairfax, VA 22031-0288

Tel: 703-876-0288
Fax: 703-876-0290

AUTHORIZATION, RELEASE AND ASSIGNMENT OF BENEFITS

I authorize the release of any information including the diagnosis and records of
any treatment or examination rendered to my dependent or me during the period of such
care to third party payers and/or healthcare practitioners. I also authorize and request my
insurance company to pay directly to the doctor or to John J. Basile, M.D., P.C. (doing
business as Commonwealth Urology) benefits otherwise payable to me.

I understand that if my insurance plan requires a referral from my primary care
physician, that it is my responsibility to obtain it; otherwise, I agree that I am
responsible for payment at the time of visit. I certify that the information I have reported
with regard to my insurance coverage is correct and that if my insurance plan changes,
that I will promptly notify the doctor’s office of such change. I also agree to pay for
services rendered which are not covered under my insurance plan. I permit a copy of this
authorization to be used in place of the original. This authorization may be revoked by
me at any time in writing.

Signature: Date:
(Patient, Parent or Guardian)







