@ Phone: 602-357-2400 Fax: 602-357-2401

Dear New Patient- DOCTOR GILBERT UROLOGY

Thank you for choosing Doctor Gilbert Urology, an affiliate of Arizona Oncology Associates and welcome to our practice. Our
mission is to provide you the highest quality Urological care with compassion, efficiency and professionalism. Please take a
moment to read the information below to answer frequently asked questions.

Registration Packet-

We will email you the new patient paperwork prior to your visit or you can print it off of our website. Please fill out the packet
and bring it in to your appointment. If you did not receive or are unable to fill out the paperwork, please come in 30 minutes
prior to your appointment. You will need to have your updated insurance card, medication list, surgical and medical history
readily available. We will update your medications at every visit for your safety.

You can join the Patient Portal by providing us your email address. You will receive an email with your login
information. You can obtain your results, request prescription refills and much more via the patient portal. There is
also an app available for smart phones-healow by eClinicalWorks .

About Us-
We are affiliated with Arizona Oncology Associates. Billing statements will be sent via Arizona Oncology’s Central Business
Office.

Insurance-

Please bring your Insurance Card(s) to your appointment. It is important that you have your correct insurance information at the
time of your appointment and to notify our staff if your insurance coverage changes. Co-pays, deductibles and co-insurances are
due at the time of service. If a referral is needed from your Primary Care Physician, please ensure they are informed of your
upcoming visit. If a surgery is scheduled, we will contact your insurance to verify benefits and call you to arrange payments for
out of pocket costs.

Office Hours-

Our phone hours for both locations are from 8:30 am- 5:00 pm Monday- Friday with lunch taken between 12:00-1:00pm. We do
close at noon on Friday’s; however, our phone lines are open for an emergency. We always have a doctor on call 24/7. If you
need to speak with your physician urgently, please call our main line and you are able to page the on call physician. Non urgent
prescription refills will not be filled after hours.

Lab and Lab testing-

We have an on-site Sonora Quest phlebotomist for your convenience. Sonora Quest is a separate entity and lab services will be
billed separately through Sonora Quest. If your insurance is not contract with Sonora Quest, we will send your lab work to Lab
Corp. Please be aware we do not have any access to Sonora Quest billing and are unable to adjust the bill on your behalf. You
always have the option of taking the order to a Lab facility of your choice. Ask the Medical Assistant and they will be happy to
give you a copy of your lab order.

Pathology-
If you have any Pathology services performed, we will send it out to a Pathologist for reading. The Pathologist will send us back a
report with their findings. The Pathologist will bill for his services separately.
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NEW PATIENT REGISTRATION & HISTORY FORM

Today’sDate:  / /  Last Name: First Name: Date of Birth: / /
Phone Number(s) May we leave Protected Health Information & results on this voicemail? L1Yes[_] No
Phone Number(s) May we leave Protected Health Information & results on this voicemail? L1Yes[_] No
Social Security Number: - - Email: Occupation:

Mailing Address: City/Zip

Race/Ethnicity: Language: Primary Care Doctor

Name of Physician who referred you here: Cardiologist:

Pharmacy Name: Phone: Address(Cross streets):

Primary Insurance: Policy Holder Name: DOB:

Secondary Insurance: Policy Holder Name: DOB:

How did you hear about our practice_] Referring Physician [_Friend (] Internet (which site?)
Cinsurance [ Other

Height: ft in Weight: Ibs
CHIEF COMPLAINT: what s the main reason for your visit today? (Describe your problem in detail)

HISTORY OF PRESENT ILLNESS:

When did this issue start? Has it occurred before? When?
ILLNESSES/MEDICAL CONDITIONS Example: (diabetes, breast ca, heart disease, etc.)
Medical Condition Year Medical Condition Year

MEDICATION- please list all medications or feel free to attach a list
Check here if you are NOT currently taking any medication []
Name of Medication &Dose Date started Name of Medication & Dose Date started

ALLERGIES- please list all allergies and year you encountered the allergy
Check here if you have No Known Drug Allergies [ ]
Name of Medication/Food & Date Reaction




PREVIOUS SURGERIES
Surgery Month/Year Surgery Month/Year

PREVIOUS HOSPITILIZATIONS
Reason: Month/Year Surgery Month/Year

FAMILY MEDICAL HISTORY **List all serious illness in your immediate family: (i.e. Diabetes, Cancer, Heart Disease, etc.)**

Yes No Family Member Yes No Family Member
1) Kidney Stones [ ] ] 5) Hypertension ] ]
2) Prostate Cancer [] O 6) Heart Disease ] L]
3) Bladder Cancer ] ] 7) Other:
4) Diabetes ] ] 8) Other:

SOCIAL HISTORY: [] married [] Single [] Divorced [ IWidowed

Do you or have you ever smoked or used tobacco? [ | Yes[ ] No

If yes- What year did you start smoking What year did you quit smoking?

How many packs of cigarettes do you smoke per [] day [ ] week

What type of tobacco? (circle all that apply) Chew Tobacco  Smoke Cigarette Pipe Smoker
Siblings: Brothers Sisters: Children: Sons Daughters

Do you exercise: Y N If so, what type?

Do you have any military history: Y N If so, what branch and for how long?

Did you have a drink containing alcohol in the past year?[_]| Yes [ | No [_] Quit (if so when?)
If yes, How much?

[ ]1 drink or less per month; [ ] 1 drink per week; [ ]2-4 times per week; [ ] 5-9 drinks a week;
[] Daily (if so how many per day)

If Yes, how many drinks did you have on a typical day when you were drinking in the past year?

Have you been exposed to sexual transmitted diseases? Yes [ ] No
Type of Disease(s) Year Type of Disease(s) Year

Have you previously received an influenza immunization (flu shot)? ] Yes [ ] No Date (most recent):
If over the age of 65, have you previously received a pneumococcal vaccination?| | Yes[ | No Date:
If age 50-75, have you had an appropriate colorectal cancer screening (colonoscopy in the past 10 years, etc)?



[ ]Yes [ |No Date: If no, is there a medical reason (ie:colorectal cancer/total colectomy)?
If female and age 50-69, have you had at least one breast cancer screening mammogram within the past 2 years?
[ ]Yes[ ] No Date: If no, is there a medical reason (ie: mastectomy)?

If female and over the age of 65, have you had a DEXA (Bone Density) ordered or performed in the last 12 months?
[ ]Yes[ ] No Date:

REVIEW OF SYSTEMS-PLEASE MARK A (X) IN THE SPACES PROVIDED IF YOU EXPERIENCE THE BELOW CONDITIONS

1) General X 5) Neurological X 9) Psychological X
Fever Dizziness Anxiety
Fatigue Muscle Weakness Depression
Weight Loss Numbness Memory Loss
2) Cardiovascular X 6) Endocrine X 10) Hematologic X
Chest Pain Cold Intolerance Abnormal Bruising
Heart Palpitations Excessive Thirst Abnormal Clotting
Swelling of Feet Heat Intolerance Anemia
3) Respiratory X 7) Musculoskeletal X 11) Eyes X
Shortness of Breath Back Pain Blurred Vision
Cough Joint Pain Double Vision
Sleep Apnea Muscle Cramps Irritation
4) Gastrointestinal X 8) Integumentary(Skin) X
Abdominal Pain Dryness
Constipation Itching
Nausea Skin Rash

E-PRESCRIBING CONSENT FORM
ePrescribing is defined as a physician's ability to electronically send an accurate, error free, and understandable
prescription directly to a pharmacy from the point of care. Congress has determined that the ability to electronically
send prescriptions is an important element in improving the quality of patient care. ePrescribing greatly reduces
medication errors and enhances patient safety. The Medicare Modernization Act (MMA) of 2003 listed standards that
have to be included in an ePrescribe program. These include:

* Formulary and benefit transactions — Gives the prescriber information about which drugs are covered by the
drug benefit plan.

* Medication history transactions - Provides the physician with information about medications the patient is
already taking to minimize the number of adverse drug events.

» Fill status notification - Allows the prescriber to receive an electronic notice from the pharmacy telling them if
the patient's prescription has been picked up, not picked up, or partially filled.




DOCTOR GILBERT UROLOGY

By signing this consent form you are agreeing that Doctor Gilbert Urology, affiliate of Arizona Oncology Associates can
request and use your prescription medication history from other healthcare providers and/or third party pharmacy
benefit payors for treatment purposes.

Understanding all of the above, | hereby provide informed consent to Doctor Gilbert Urology an affiliate of Arizona
Oncology Associates to enroll me in the ePrescribe Program. | have had the chance to ask questions and all of my
guestions have been answered to my satisfaction.

Patient or Personal Representative Signature: Date:




To: All Male Patients

International prostate symptom score (IPSS)

Name: DOB: Date:
Not at | Lessthan | Lessthan About More Almost | Your
all 1timein half the half the | than half | always
5 time time the time score
Incomplete emptying
Over the past month, how often have you had a 0 1 2 3 4 5
sensation of not emptying your bladder completely
after you finish urinating?
Frequency
Over the past month, how often have you had to 0 1 2 3 4 5
urinate again less than two hours after you finished
urinating?
Intermittency
Over the past month, how often have you found 0 1 2 3 4 5
you stopped and started again several times when
you urinated?
Urgency
Over the last month, how difficult have you found 0 1 2 3 4 5
it to postpone urination?
Weak stream
Over the past month, how often have you had a 0 1 2 3 4 5
weak urinary stream?
Straining
Over the past month, how often have you had to 0 1 2 3 4 5
push or strain to begin urination?
None 1time 2 times 3 times 4 times 5 times Your
or more
score
Nocturia
Over the past month, how many times did you most 0 1 2 3 4 5
typically get up to urinate from the time you went to
bed, until the time you got up in the morning?
Total IPSS score
Quality of life due to urinary symptoms 3
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If you were to spend the rest of your life with your urinary 0 1 2 3 4 5 6
condition the way it is now, how would you feel about that?

Total score: 0-7 Mildly symptomatic; 8-19 moderately symptomatic; 20-35 severely symptomatic.




DOCTOR GILBERT UROLOGY

Insurance Payment Guidelines for Erectile Dysfunction, Impotence and Infertility

As you prepare for our visit to the Physician, we must make you aware of a potential situation regarding insurance coverage for
certain diagnoses and conditions which are commonly treated by Urologists. Specifically, it is possible that treatment for erectile
dysfunction, impotence, infertility and related conditions may not be reimbursed by your insurance carrier. BCBS of Arizona and
Golden Rule typically does not cover these services. BCBS of Arizona typically does not cover TESTOPEL pellets or Testosterone
Injections and considers experimental. Please contact your insurance to find out your individual plans benefits. In this case, you
will be responsible for payment for any treatment you receive related to these conditions.

While some insurance plans do cover such treatment, there is no way for us to know in advance whether your carrier will, in
fact, cover you. You may wish to contact your carrier prior to your visit to determine what their policy is.

If you are a Medicare patient, you should know that these diagnoses are generally covered.

Also, many plans do not cover medications to treat Erectile Dysfunction. Samples are extremely limited and may only be
distributed up to one time as deemed necessary by the Physician.

We ask you to sign the following statement so that there is no confusion regarding this issue:

“l understand that if | am ever treated for erectile dysfunction, impotence, infertility, or a related diagnosis, and that any of my
insurance carriers refuse payment for this treatment, | am fully responsible for paying all charges incurred during the course of
my treatment. | also understand ED samples (Viagra, Cialis, Levitra) are very limited and my insurance may not cover such
medications.”

Signature DOB Date



