Urology Care Center
Cu N. Phan, MD
400 Newport Center Drive #409
Newport Beach, CA 92660
Phone: (949) 718-4315
Fax: (949) 718-4316

NOTICE OF FINANCIAL RESPONSIBILITY TO OUR PATIENTS
FOR CASH PATIENTS AND INSURANCE HOLDERS

At Urology Care Center, we strive to provide you with excellent medical care. We
also keep your convenience in mind by billing your medical insurance for you.
However, you are financially responsible for you action including co-payment,

deductible and any services not covered by your medical insurance. Our office will

mail you a statement, and any fees are due in 30 days. If somehow your payment is
not received in 30 days, we will re-bill you with a second statement. For cash
patients, your payment is due at the time of your visit.

Cancellation Policy
We want our patients to have the best experience and be able to get an appointment in a timely
manner. We also want to make sure that you get the proper care you need. Due to this we have a
cancellation policy. There is a 50-dollar fee for “no-show” “no call” patients and cancellations
within 24 hours without a valid excuse. This is not billable to your insurance.

Co-payments are due at the time of visit.
There is a 50 fee for no-shows or cancellations within 24 hours.

If you have any questions regarding this notice of your financial responsibility,
please contact the Urology Care Center- Cu N. Phan, MD.

Name of Patient:

Patient Signature:

Today’s Date:




Notice of Privacy Practice
To our patients: This notice describes how health information about you (as a patient of this practice) may be used disclosed and how you can get
access to your health information. This is required by the Privacy Regulations created as a result of the Health Insurance Portability and
Accountability Act (HIPPA).
Our commitment to your privacy
Our practice is dedicated to maintaining the privacy of your health information. We are required by law to maintain the confidentiality of your health
information. We realize that these laws are complicated, but we must provide you with the following information:
Use and disclosure of your health information in certain special circumstances

1.

Pobn

© N o

To public health authorities and health oversight agencies that are authorized by law to collect information.

Lawsuits and similar proceeding in response to a court or administrative order.

If required to do so by a law enforcement official.

When necessary to reduce or prevent a serious threat to your health and safety of health and safety of another individual or the public.
We will only make disclosures to a person or organization able to help prevent the threat.

If you are a member of U.S. or foreign military forces (including veterans) and if required by the appropriate authorities.

To federal officials for intelligence and national security activities authorized by law.

To correctional institutions or law enforcement officials if you are an inmate or under the custody of a law enforcement official.

For Workers Compensation and similar programs.

Your rights regarding your health information
1.

Communications. You can request that our practice communicate with you about your health and related issues in a particular manner or
at a certain location. For instance, you may ask that we contact you at home, rather than at work. We will accommodate reasonable
requests.

You can request a restriction in our use or disclosure of your health information for treatment, payment, or healthcare operations.
Additionally, you have the right to request that we restrict our disclosure of your health information to only certain individuals involved in
your care or the payment for your care, such as family members and friends. We are not required to agree to your request; however, if we
do agree, we are bound by our agreement except when otherwise required by law, in emergencies, or when the information is necessary
to treat you.

You have the right to inspect and obtain a copy of the information that may be used to make decisions about you, including patient
medical and billing records, but not including psychotherapy notes. You must submit your request in writing to Urology Care Center, Cu N.
Phan, MD.

You may ask us to amend your health information if you believe it is incorrect or incomplete, and as long as the information is kept by or
for our practice. To request an amendment, your request must be made in writing and submitted to Urology Care Center, Cu N. Phan, MD.
You must provide us with a reason that supports your request for amendment.

Right to a copy of this notice. You are entitled to receive a copy of this Notice of Privacy Practices. You may ask us to give you a copy

of this Notice at any time. To obtain a copy of this Notice, contact our front desk.

Right to file a complaint. If you believe your privacy rights have been violated, you may file a complaint with our practice or with the
Secretary of the Department of Health and Human Services. To file a complaint with our practice, contact Urology Care Center, Cu N.
Phan, MD. All complaints must be submitted in writing. You will not be penalized for filing a complaint.

Right to provide an authorization for other uses and disclosures. Our practice will obtain your written authorization for uses and disclosures
that are not identified by this notice or permitted by applicable law.

If you have any questions regarding this Notice or our health information privacy policies, please contact Urology Care Center, Cu N. Phan, MD.

| hereby acknowledge that | have been presented with a copy of Urology Care Center’s Notice of Privacy Practices.

Signature

Today’s Date

Name of Patient




Urology Care Center
Cu N. Phan M.D.

400 Newport Center Dr. #409
Newport Beach, CA 92660
Tel: (949) 718-4315
Fax: (949) 718-4316

Authorization for Release of Medical Records

To Dr./Practice Name:
Address: Please leave
— blank, for office
City, State, Zip: use only
Phone: Fax:

| hereby authorize and request the following medical records be release to Dr. Cu N. Phan

CAIl urologic records 1 CT/MRI scans 1 Nuclear scans
[1X-rays [1 Ultrasounds (] Biopsy results
[ER records [1 Pathology results (1 Other:

Please  Patient Name: Date of Birth:

sign here

=) *Signature: Date:

Print Your Name (if different from patient’s):

Relationship:




Urology Care Center
Cu N. Phan, MD
400 Newport Center Drive #409
Newport Beach, CA 92660
Phone: (949) 718-4315
Fax: (949) 718-4316

Patient Information and Demographics

**If you are in a wheelchair, please note our patient rooms can only accommodate wheelchairs up
to 27.5" in width and we apologize that we are unable to accommodate gurneys**

Name (Last, First): Soc #:
. . *Provide your email below to become web-enabled
Date of Birth: via our patient portal. This will give you online
access to medical records (e.g. labs, notes, etc.)
Sex: Male Female Other =It is important to provide your email so that we may
) — I — contact you in the event you cannot be reached by
phone
Email:
Address:
City: State: Zip Code:
Home phone: Cell phone:
Marital Status: Single Married Domestic Partner Divorced Widow
Optional: Race: Ethnicity: Language:

Insurance Information

Please bring vour driver’s license and insurance cards on the day of your appointment

Primary Insurance: Secondary:

Responsible Party (Policy Holder): Relationship:

If different from patient:

Policy Holder Address: Phone:
= May we leave messages such as lab results, reminder calls (eclinical messenger) or other
medication information on an answering machine? Yes No Prefer: Home Cell
= Please list 3 names with whom we can leave messages with if you are not available

1. Name: Phone:

2. Name: Phone:

3. Name: Phone:

Pharmacy Information

Pharmacy Name: Phone:
City:

Emergency Contact
In case of emergency, notify:
Name : Phone: Relationship:




UROLOGY
Date of Vistt CARE CENTER  rpationt Name

Patient DOB:

Gender: M/F
UROLOGY QUESTIONNAIRE

Once you complete the form, please email it to staff@cuphanmd.com, fax to
(949) 718-4316, or mail to us

Referring doctor: Primary care doctor:

Other physicians that you have seen:

Cardiologist: Gastroenterologist:
Pulmonologist: Other:
Have you ever seen Dr. Cu Phan before? Yes No Ifyes, where?

Chief Complaints/Reason for Visit:

Duration of the problem: ______days,______ months, years

Severity of the problem: ____ mild, moderate, severe

Previous treatment for this problem: Yes No

Have you ever seen other doctors (urologists) for this problem(s)? Yes No
Who: When:

Medication List, Dosage, and Time (Including over the counter Rx aspirin, motrin, etc.) or we

can make a copy of your medication list:

mg x/day
mg x/day
mg x/day
mg x/day
mg x/day
mg x/day
mg x/day
mg x/day
mg x/day
mg x/day
mg x/day
mg x/day
mg x/day

Past Medical History:

Kidney Stones: Yes No Heart Disease: Yes No

High Blood Pressure: Yes No Undescended Testis: Yes No

Lung Disease: Yes No Diabetes: Yes No

Cancer: Yes No Seizure: Yes No

Other:

Allergies/Intolerances: Yes No  Which:

Seafood/lodine: Yes No

General Urology Kidney Stones  Sexual Dysfunction Treatment No Scalpel Vasectomy Urinary Incontinence Emsella GAINSWave


mailto:staff@cuphanmd.com

Date of Visit: Patient Name:
Surgical History:

Kidney stone surgery:____Yes___ No Year:
Prostate surgery: __ Yes____No Year:
Hysterectomy: _ Yes_____No Year:
Bladder Lift: _ Yes____ _No Year:
Heart By-Pass: ___Yes____No Year:
Hernia surgery: _ Yes___ _No Year:
Appendix surgery: ____Yes____No Year:
Other: Year:
Family History:

Prostate Cancer: _ Yes____No

Kidney Stones/Cyst: ____Yes___No

Other:

Social History:

Cigarette Smoking: ___Yes____No

Amount per day:

Alcohol: ___Yes___ No

Drinks per day:

Recreational Substances: _ Yes_
Occupation:

(Or occupation prior to retirement)

Review Of Systems (ROS):

Painful Urination: ___Yes___No
Frequent Urination: ____Yes___ No
Urgent Urination: ___Yes___ No
Slow Urine Stream: ___Yes____ No
Night Time Urination: ___Yes____ No
Blood in Urine: ___Yes____No
Leakage ofUrine: ___ Yes___ No
Fever: ___Yes___ No
Flank/Back Pain: ___Yes___No
Weight Loss: ___Yes____No
Severe Headache: ___ Yes___ No
ChangeinVision: ___ Yes___ No
Sexual Problem: ___Yes____No
Chest pain: ____Yes___No
Shortness of Breath: _ Yes__ No
Nausea/Vomiting: ___ Yes____ No
Diarrhea: ___Yes___No
Constipation: ___Yes____No
Numbness/Weakness:___Yes____ No
Bleeding Problem: ___Yes___ No
Fainting Problem: ___ Yes No

Years Since Quit Smoking:

No

If yes, how many times per night?

If yes, number of pads per day:
With coughing: With laughing:

months,
Poor

years

If yes, duration:
Desire: Strong

General Urology Kidney Stones  Sexual Dysfunction Treatment No Scalpel Vasectomy Urinary Incontinence Emsella GAINSWave



	text_99qumi: 
	checkbox_209cwfu: Off
	checkbox_194zafx: Off
	text_71wvrw: 
	checkbox_129gojr: Off
	checkbox_205ithu: Off
	text_162toia: 
	checkbox_123bkca: Off
	text_113ukyt: 
	checkbox_211vsoz: Off
	checkbox_201nbyr: Off
	text_102grbq: 
	checkbox_190feq: Off
	text_96kbji: 
	text_73qlau: 
	text_97cwrf: 
	checkbox_222emkf: Off
	checkbox_195freh: Off
	text_118bhe: 
	checkbox_227dsxp: Off
	checkbox_329dqyk: Off
	checkbox_230yjy: Off
	checkbox_153gjsd: Off
	checkbox_29kbdd: Off
	text_72swsf: 
	checkbox_125kaup: Off
	text_20evgi: 
	checkbox_208coeb: Off
	checkbox_128fddd: Off
	checkbox_173ukph: Off
	checkbox_91czoo: Off
	text_175hmmt: 
	checkbox_323vwyv: Off
	text_74eusw: 
	text_9khm: 
	text_23fthy: 
	text_331hlwk: 
	checkbox_158uxkw: Off
	text_165acaz: 
	checkbox_189nyig: Off
	checkbox_157ewvt: Off
	checkbox_232ezqt: Off
	text_81wprx: 
	text_87mbmn: 
	checkbox_217wmcv: Off
	text_116pave: 
	text_166ptgo: 
	text_34tmpe: 
	checkbox_136ilyb: Off
	checkbox_326xlbl: Off
	checkbox_139cnxb: Off
	text_60ejvr: 
	text_45tbhp: 
	text_100vtpg: 
	checkbox_212nslf: Off
	checkbox_16aobt: Off
	checkbox_155bgeh: Off
	text_167cgbx: 
	checkbox_135jtme: Off
	checkbox_216nazs: Off
	text_93jhvw: 
	text_98kjqy: 
	checkbox_31mcvq: Off
	text_120aytg: 
	text_65urlf: 
	checkbox_178xcjj: Off
	text_88yvt: 
	text_112mpyt: 
	checkbox_159wmtt: Off
	text_186auti: 
	text_11eull: 
	checkbox_84grqm: Off
	checkbox_69nidx: Off
	text_3hdsy: 
	checkbox_70xrcb: Off
	checkbox_77wenn: Off
	checkbox_200dvta: Off
	text_105yjzv: 
	checkbox_197uetm: Off
	text_59cvws: 
	checkbox_177toye: Off
	checkbox_124cafr: Off
	checkbox_179beuz: Off
	text_142tqws: 
	checkbox_18jqzu: Off
	checkbox_181jyho: Off
	text_221wqud: 
	checkbox_223bzml: Off
	checkbox_225eiyl: Off
	text_187cfub: 
	text_115rlmj: 
	checkbox_154jyyg: Off
	text_64mzqo: 
	checkbox_30kssw: Off
	text_76knfz: 
	text_50gmkn: 
	checkbox_132tekb: Off
	checkbox_237uicd: Off
	checkbox_321vijz: Off
	checkbox_219qysa: Off
	text_119vayr: 
	text_26azdo: 
	checkbox_89uiut: Off
	checkbox_325wlen: Off
	text_67vfwk: 
	checkbox_133wqoy: Off
	checkbox_92cxmb: Off
	text_13rlsk: 
	text_121irtt: 
	checkbox_203bwsc: Off
	text_12ymln: 
	text_75hcyp: 
	checkbox_90olkz: Off
	checkbox_33uatn: Off
	text_22dbll: 
	text_24lulw: 
	text_111vtaz: 
	checkbox_130ktpq: Off
	checkbox_202uyqd: Off
	checkbox_328pkvd: Off
	checkbox_204lwub: Off
	checkbox_236ysom: Off
	text_114dwlz: 
	checkbox_137qvby: Off
	checkbox_156slfy: Off
	text_145zmup: 
	checkbox_32rzoi: Off
	text_182mnhp: 
	text_44uyeb: 
	text_80yive: 
	text_104lpxw: 
	checkbox_191lvpj: Off
	text_10bhjt: 
	checkbox_180fwod: Off
	checkbox_322uyyc: Off
	text_38ooin: 
	checkbox_207wmov: Off
	text_53oejj: 
	checkbox_150fdtf: Off
	checkbox_324imwm: Off
	checkbox_57zpkz: Off
	text_4mlhh: 
	checkbox_199yoql: Off
	checkbox_234vljm: Off
	checkbox_192bnws: Off
	text_48zzuz: 
	text_215hgrn: 
	checkbox_327hdsl: Off
	text_37gens: 
	checkbox_140ggbe: Off
	text_36kzxe: 
	checkbox_193wvcd: Off
	checkbox_224lked: Off
	checkbox_235cmfl: Off
	checkbox_83hmyu: Off
	checkbox_213wwgj: Off
	checkbox_148otb: Off
	text_46ojpv: 
	checkbox_198bdzx: Off
	text_58cqbz: 
	text_103pvom: 
	text_169vivw: 
	checkbox_233ktip: Off
	text_61izok: 
	text_8ggnd: 
	checkbox_226ksnb: Off
	text_107pdj: 
	checkbox_174ulsd: Off
	checkbox_229aeas: Off
	checkbox_126qngc: Off
	checkbox_122wlha: Off
	checkbox_141odal: Off
	checkbox_196mxij: Off
	checkbox_55khej: Off
	checkbox_206xool: Off
	checkbox_17bkjl: Off
	text_220dphl: 
	text_7swhc: 
	text_52xnoq: 
	checkbox_176ysng: Off
	checkbox_56aqhm: Off
	checkbox_85fomi: Off
	text_19aflz: 
	text_35eyse: 
	text_214fweu: 
	text_5qdqz: 
	text_184eapy: 
	text_2urs: 
	checkbox_210heha: Off
	checkbox_78zkmv: Off
	text_14airn: 
	text_68i: 
	checkbox_146cgdn: Off
	checkbox_231pdg: Off
	text_95gpyp: 
	text_94tpgi: 
	text_163zwqp: 
	checkbox_218uztg: Off
	checkbox_228rlpi: Off
	text_106zrxf: 
	text_79spyq: 
	text_51paqf: 
	text_109yxgo: 
	text_1ffde: 
	text_161bmeb: 
	checkbox_171lhst: Off
	checkbox_127xtfp: Off
	checkbox_147xonk: Off
	text_6uycv: 
	checkbox_172zfbn: Off
	text_160eaaz: 
	text_49nbeo: 
	text_66zmfj: 
	checkbox_54owfk: Off
	text_110tgsg: 
	checkbox_131vzzt: Off
	checkbox_134xeff: Off
	text_27prbz: 
	checkbox_188mkqe: Off
	text_42ehek: 
	text_15luwl: 
	checkbox_138ajvp: Off
	text_144edya: 
	text_117ntnk: 
	checkbox_149ofcs: Off
	checkbox_151mdpx: Off
	text_86dbfu: 
	text_164hfmn: 
	text_101ji: 
	checkbox_152nybp: Off


