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PATIENT INFORMATION

NAME: , AGE: D.O.B. / /

HOME ADDRESS: , , ,

MAILING ADDRESS: , , ,

E-MAIL ADDRESS

HOME PHONE: WORK PHONE: CELL PHONE

EMERGENCY CONTACT: CONTACT PHONE NUMBER:

MARITAL STATUS (Circle One): Single Married Divorced Widowed

SOCIAL SECURITY NUMBER:

PHARMACY NAME: ADDRESS:

PRIMARY CARE PHYSICIAN: PHONE #

Last First M.I.

Street Address City / Town State Zip Code

(If Different From Home Address)

DATE:

PLEASE BRING ALL INSURANCE CARDS AND A PHOTO IDENTIFICATION
TO EVERY APPOINTMENT. ALL CO-PAYMENTS ARE EXPECTED AT TIME OF VISIT

Brian F. Kowal, M.D.

RACE: 
American Indian or Alaskan Native
Asian
Native Hawaiian or other Pacific
Black or African American
White
Other
Unreported / refused to report

ETHNICITY:
Hispanic or Latin
Not Hispanic or Latin
Refused to report

LANGUAGE
English
Spanish
Portugese
Other

Jose M. Reyes, M.D.

I give my permission for procedures performed in the office (i.e. - prostate biopsy, cystoscopy, urodynamic studies, catheritizations, etc.).

RX and Procedure Consent

Billing Disclosure

to



PATIENT HISTORY

Medications:

Medical:
List all serious illnesses in your personal lifetime. (Example: diabetes, stroke, hypertension, breathing,
heart problems, angina, prostate cancer, bladder cancer etc..):

List all allergies to medications (or other substances):

Surgical:
List all surgeries in your personal lifetime with appropriate dates:

Family History
List all serious illnesses in your immediate family: (Example: diabetes, stroke, hypertension, emphysema,
heart attack, angina, cancer, prostate cancer, bladder cancer etc...):

Social History:
Do you drink alcohol? How much?

Are you sexually active?

Reason for your visit:

Smoking: Are you a:

Current smoker          Former smoker          Non-smoker

If currently smoking, would you like information on quitting?       yes       no

List all your current medications and dosages or bring a list with you:

Start Date Drug Name & Strength Dose (pills, units,
puffs, drops)

When to Take Purpose / Reason

REVIEW OF SYSTEMS


