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SETH P. LEVINE, M.D., F.A.C.S                                                    ABRAHAM KNOLL, M.D.                                                               
                                  ASSOCIATES IN UROLOGY NORTH JERSEY, P.A. 

    Diplomates American Board of Urology 

DATE_________________                  PATIENT DATA FORM 

LAST NAME________________________FIRST NAME_________________________MI_____ 

BIRTHDATE__________________  AGE______    M / F      SOC.SEC. # __________________ 
 
ADDRESS__________________________CITY____________STATE____________ZIP______ 
 
TELEPHONE: HOME______________________________WORK________________________  
 
DO YOU RECEIVE ANTIBIOTICS PRIOR TO DENTAL TREATMENT FOR JOINT REPLACEMENT OR 
MITRAL VALVE PROLAPSE?    YES__________ NO__________ 
 
REFERRING MD___________________________________OCCUPATION_________________________ 
 
MARITAL STATUS  : SINGLE____   MARRIED___  WIDOWED___   DIVORCED___  SEPARATED____ 
 
SPOUSE'S NAME_____________________________________________NUMBER OF CHILDREN_____ 

EMERGENCY CONTACT___________________________________TELEPHONE  __________________ 

PHARMACY______________________________________________TELEPHONE __________________ 

PRIMARY CARE MD_______________________________________ TELEPHONE__________________ 

INSURANCE POLICY HOLDER_________________________DOB_________SOC.SEC.# ____________ 

I HEREBY ASSIGN ALL MEDICAL AND/OR SURGICAL BENEFITS, INCLUDING MAJOR MEDICAL, 
MEDICARE, BLUE SHIELD, HMO AND COMMERCIAL INSURANCE TO ASSOCIATES IN UROLOGY 
NO. JERSEY, PA.  I UNDERSTAND THAT I AM RESPONSIBLE FOR ALL NON-COVERED CHARGES 
FOR PARTICIPATING INSURANCES AND ALL CHARGES FOR NON-PARTICIPATING INSURANCES.  
I HEREBY AUTHORIZE THE RELEASE OF ANY INFORMATION NECESSARY TO SECURE PAYMENT 
ON MY BEHALF.  I AM AWARE THAT I AM RESPONSIBLE TO NOTIFY THIS OFFICE OF ANY 
CHANGE IN MY INSURANCE CARRIER (S), COVERAGE OR CO-PAY. 
DO YOU HAVE A DRUG (P.A.A.D.) CARE?    Y   N     DO YOU HAVE A PRESCRIPTION PLAN?     Y    N 
 
DATE_____________________SIGNATURE____________________________________________ 
 
I _______________________________ (HIC#________________________), REQUEST THAT PAYMENT 
OF AUTHORIZED MEDICARE BENEFITS BE MADE EITHER TO ME OR ON MY BEHALF TO 
ASSOCIATES IN UROLOGY NORTH JERSEY, P.A. FOR ANY SERVICES FURNISHED ME BY 
PHYSICIAN OR SUPPLIER. I AUTHORIZE ANY HOLDER OF MEDICAL INFORMATION ABOUT ME TO 
RELEASE TO THE CENTERS FOR MEDICARE & MEDICAID SERVICES (CMS) AND ITS AGENTS ANY 
BENEFITS PAYABLE FOR RELATED SERVICES. 
 
DATE_________________SIGNATURE_________________________________________________ 
 
I HEREBY ACKNOWLEDGE THAT I HAVE BEEN PRESENTED WITH A COPY OF ASSOCIATES IN 
UROLOGY NO. JERSEY, P.A.’S NOTICE OF PRIVACY PROTECTION. 
 
DATE_________________SIGNATURE________________________________________________ 



 

ASSOCIATES IN UROLOGY NORTH JERSEY, PA 
 
NAME________________________________________________SS#___________________DATE_____________ 

 
 
REASON FOR VISIT:________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
MEDICAL CONDITIONS    (PLEASE LIST): ____________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

HOSPITALIZATIONS     YES____NO____   IF YES WHEN, WHERE AND FOR WHAT CONDITION 
____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________  

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

SURGICAL PROCEDURES (PLEASE LIST)           WHEN PHYSICIAN    WHERE TREATED 

____________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

MEDICATIONS (INCLUDE OVER THECOUNTER)_______________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

ALLERGIES________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

SMOKE____HOW MUCH_______QUIT WHEN________        ALCOHOL____HOW MUCH______QUIT WHEN_____________ 

------------------------------------------------------------------------------------------------------------------------------------------------------------------

DO YOU HAVE A FAMILY HISTORY OF ANY OF THE FOLLOWING: 

CANCER_______DIABETES_______HEART DISEASE______HIGH BLOOD PRESSURE_______KIDNEY DISEASE________ 

INDICATE THE HEALTH STATUS OF FAMILY, IF DECEASED GIVE AGE AND CAUSE OF THE DEATH: 

MOTHER___________________________________________________________________________________________________ 

FATHER___________________________________________________________________________________________________ 

BROTHERS_________________________________________________________________________________________________ 

SISTERS___________________________________________________________________________________________________ 

                                           PLEASE COMPLETE THE OTHER SIDE OF THIS FORM 
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