
PLEASE PRINT    PATIENT REGISTRATION 
 

Steven M. Dresner, MD, FACS     Robert E. Remis, MD, FACS    Elizabeth A. Lonberger, RN, FNP-BC 
 

Name: _____________________________     Date of Birth __________________ 
 
Address: ___________________________     Social Security #_______________________ 
        

      ___________________________ 
     
Home Phone:_____________________    Cell Phone:_____________________ 
 
Employer:___________________    Occupation:_________________  Work Phone:________________ 
 
Address______________________  City:_______________  State _______  Zip ____________ 
 
Marital Status: (circle one)   Single   Married    Widow    Divorced 
 
Nearest Friend/Relative Not Living With You: ______________________________________________ 
How related:______________  Home Phone: _______________Work/Cell Phone: ___________________ 
 
Referral Source:  Friend/Family  Yellow Pages Physician Name & Phone #_____________________________ 
            (First and Last Name) 
 
Family Doctor:_________________________________________________________________________ 
              (Name, City, State & Phone Number) 
 
Pharmacy Name ___________________________  Pharmacy Phone Number _____________________ 
 
Bill To Information:  (Complete only if you are NOT the responsible party) 
 
Name________________________________Social Security # ________________________________ 
Address______________________________ City_________________State ______ Zip______________ 
Home Phone # ____________________ Employer ________________ Work Phone # ________________ 
 
PRIMARY INSURANCE     SECONDARY INSURANCE 
Name of Primary Insured:_____________________    Name of Secondary Insured:___________________ 
Social Security # ____________________________ Social Security # ____________________________ 
Ins. Company ______________________________ Ins. Company ______________________________ 
Policy # _______________________ DOB _______ Policy # _______________________ DOB _______ 
Group # ______________ Employer ____________ Group # ______________ Employer ____________ 
 
ASSIGNMENT OF BENEFITS, NOTICE OF PRIVACY AND AUTHORIZATION TO RELEASE MEDICAL INFORMATION 
I request that payment of authorized benefits (Mecdicare and/or those from above listed insurance company) be made either to me or on my 
behalf to Urology Associates for any services furnished to me by that physician/supplier.  I authorize any holder to medical information about me 
to release to the Division of Family Services, the Health Care Financing Administration, the above listed insurer, and/or agents of these 
companies any information needed to determine these benefits or the benefits payable to other related services.  Upon request I may receive a 
copy of Urology Associates Notice of Privacy.   

BILLING PARTY RESPONSIBILITY 
I understand that I am financially responsible for all charges regardless of insurance coverage.  Should this account become delinquent, the 
undersigned agrees to pay all of creditor’s collection expenses, including all collection agency fees and all attorney fees.  If suit is brought, it may 
be filed in the county where services were rendered..   
 
 
X__________________________________________________  ________________________________ 
                                  Patient Signature                   Date 
 







Urology Associates 
Of Central Missouri 

 
 
 
 

PERMISSION TO SHARE MEDICAL INFORMATION 
 
 
Due to Government privacy regulations we are not allowed to discuss any 
medical information or treatment regarding you with any of your family members 
or friends unless we have written consent from you.   Please list your family 
member or friends below whom we may discuss your medical information.  This 
list might consist of your spouse, children or friend. 
 
 
 
I ______________________________ give permission for Urology Associates to  
 (patient’s printed name) 
 
discuss my medical treatment with the following persons: 
 
 

1. _____________________________________ 
 

2. _____________________________________ 
 

3. _____________________________________ 
 

4. _____________________________________ 
 

5. _____________________________________ 
 

6. _____________________________________ 
 

 
 
_______________________________________ ________________ 
 Patient’s Signature      Date 


