PATIENT INFORMATION SHEET (PLEASE PRINT)

Today's Date Date of Birth Age
Patient's Name Single/Married/Other
Address
City State Zip Code
SSH
Home Phone( ) Cell( ) Other( )

Email

(please note: without cell number, doctor may not reach you in an emergency or to answer questions)

Mae Female Race Ethnicity

Preferred Pharmacy Name & Location

PRIMARY PHYSICIAN

REFERRING PHY SICIAN/OB/GYN

Employer Name WorkPhone( )

INSURANCE INFORMATION (IF OTHER THAN YOURSELF)

Spouse/Guardian

Employer Name Work Phone( )

Date of Birth SSH

How did you hear about Dr. Nurzia or Santarosa? (circle one) Direct Doctor Referrd
Family Member  Other Patient Insurance Company  Internet Search

PLEASE PRESENT YOUR INSURANCE CARD(S) TO THE RECEPTIONIST SO THAT WE
MAY COPY FOR YOUR FILE AUTHORIZATIONS

| AUTHORIZE DR. MICHAEL NURZIA OR DR. RICHARD SANTAROSA TO RENDER MEDICAL
TREATMENT TO ME OR TO THE PERSON ON WHOSE BEHALF | HAVE LEGALLY SIGNED. |
UNDERSTAND THISFORM AND PERMIT A COPY OF AUTHORIZATION TO BE USED IN PLACE
OF THE ORIGINAL.

INSURED/AUTHORIZED SIGNATURE

DATE




Michael J. NurziaM.D. | Richard P. Santarosa M.D.
166 West Broad Street, Stamford, CT 06902
(203) 356-9391

COMPREHENSIVE PATIENT AGREEMENT

Financial Agreement
| authorize Richard Santarosa M.D. and Michael J. NurziaM.D. to render medical treatment to me or to the
person on whose behalf | have legally signed. | understand payment is expected at the time of service for
any and all treatment. The physician reservesthe right to add a service charge of 1.65% per month on all
accounts past 90 days or more. | agree to pay all billing and collection costs. | understand | am full
responsible for any and all services rendered to me as guardian, or patient, of Dr. Nurzia, Dr. Santarosa,
and/or his af filiated staff members. | authorize payment of medical benefitsto Michael J. NurziaM.D. or
Richard Santarosa M.D. for any services furnished me by Dr. Nurzia or Dr. Santarosa. | understand that |
am liable for any services that are termed as “noncovered” by my insurance company. | understand | am
financially responsible for all services rendered to meif |, the patient or legal guardian, failed to follow the
guidelinesindicated by my insurance contract, i. . neglect of obtaining the proper referral and/or
precerti fication needed for any and all medical testing, radiographic evaluation, or laboratory testing, etc.

Additional Possible Fees Not Covered by | nsurance:
No Show/ Missed appointments: There will be an $45.00 administrative fee for appoi ntments missed
without at least 24 hour notice. For scheduled of fice diagnostic and surgical procedures, the no show feeis
$100.00.

Returned Checks: It is official of fice policy to charge afee of $50.00 for administrative costs in the event
of areturned (bounced) check, in addition to the amount of the check itself .

Cancelled Surgery: The physician reserves the right to charge a $50.00 to $500.00 fee applied to cancelled
or missed surgery without 48 hour notice.

Record Preparation: For record request to third parties (e.g. life insurance applications) an administrative
fee of $75.00 may be charged.

L aboratory Services Disclosur e

Urology isamedical and surgical subspecialty which makes extensive use of pathology servicesto analyze
urine, tissue and other bodily specimens. Drs. Nurzia and Santarosa provide laboratory services for
pathology specimens obtained in the of fice and submitted for analysis. The technical component(slide
preparation) of these services are provided by The Stamford Hospital, and the professional (physician
analysis) component is provided by a board certi fied pathologist employed by Drs. Nurzia and Santarosa.



Separate charges for these services may appear on your insurance statements, and seperate balance
statements may be issued for these services. If you wish to have a different laboratory perform these
services, please notify the physician.

Patient Communication

| hereby give Dr. Santarosa and/or Dr. Nurzia my permission to contact me to confirm appointments, to
communicate information related to my personal health and treatment, and for purposes of obtaining
payment through the information | givein my patient record. Y ou may |eave a message on my machine
(voice mail) at home, work or cell phoneif | am not available. | give permission for the doctors to speak
with my family members, whom | identify, regarding my personal health and treatment.

Notice of Privacy Practices:
It isthe policy of this of fice to treat protected health information in a manner outlined in the Health
Information Privacy and Portability Act (HIPPA). | acknowledge that | have been given access to review
this of fice's Privacy Policies Statement.

| HEREBY ACKNOWLEDGE | HAVE READ AND AGREE TO THE TERMSOUTLINED
ABOVE IN THISCOMPREHENSIVE PATIENT AGREEMENT:

Signature: Date:




