
COBB NEPHROLOGY/HYPERTENSION ASSOCIATES, P.C.

I}IPoR'TAN'T INITORIIIA'I'ION

l. Plersc have cnclosed p[p€rwork completed prior to srrivlng for your appoi0tment. F[ilur€ to do so mey result in a
delny in your &ppointment, or yor mey havc lo be rescheduled.

2. Ifyou are a new patient in our office, please srrive 30 minutcs b€fore your appoilrtment time so that we may prepare youl chart
for your visil.

3. Please bring all medical records from your referring or primary care physician related to your upcoming visit. lfyou do not have a copy of your
medical r€cords, please contact your primary carc or referrint physician and request that )our medical records be faxed or mailed to our office at the
address abov€. Pleasc call our oflice (67E-460-2700) the day before you ppointment to meke sure yo[a medicsl r€cords hflve been received.
Failure to do so may cause a delay in your appointment time, or you may have to reschedule.

4. You must briog yolr Insurrnce Clrd alld photo identificition with yon to your visit. lfyou fail to bring your Insurance Card, we will not
be able to file your insurancc oo your behalf and you witl be asked to pay in firll lor your visit thsl day.

5. If your insurance requires a ret'erral from your Primary Caae Physician, you must make sure that you have a valid referral prior to your
visit. Fsllure to have s vslid referral will r€quire yo to pay for your visit in full, or you will 0eed to b€ rescheduled.

6. All patients are required to pay th€ir insurance co-paymeflt and any past due balance on their account at check-in. If you n€ed to
n! ke peyment , rre ngements or a prst dne brlance, please conlsct our billing depsrtme[t (678-460-2700) prior to your visit.

CIIARGES FOR AD]UINISTRATIVE SERVICES RDQUESTED BY PATIf,NT

Due to the high volume ofpatient requests, effective April 18,2008, we inlpl€ment€d a policy and charges for completion offorms. In order to assist you,
please be advised ofthe following administ@tive charges for patient requests to complete forms.

I. I'ORMS:

i. Thc charge ro cornptete a HANDICAp STICKER FORM is $10.00 pf,R FORM.
ii. THE PATIENT REQUESTING COMPLETION OI] TTIE FORM(S) IS RESPONSIBLE FOR THE CHARCE(S) AND MUST PAY IN FULL

PRIOR TO THE COMPLETION OF TTIE FORMS(S) BY THE PRACTICE,
iii. COBB NEPHROLOGY DOES NOT COMPLETE DISABILITY FORIIIS.

Date:
Parient SiBnature Print Patienl Name

IL ACKNOWLIDGEMENT oF FINANCIAL RESPO : I UNDERSTAND THAT, AS A SERVICE TO ITS PATIENTS,
COBB NEPHROLOGY/ IJYPERTENSION ASSOCIATES. P.C, WILL ASSIST ME WITH COMPLETION OF THE FORMS UPON MY WRITTEN
REQUEST AND PAYMENT OF CIIARGES,

PLEASE READ CAREFULLY ATITHORIZATION / RESPONSIBILITY AGREEMENT
All charges aro due at the time ofseryices. Necessary forms will be given to the patient lo send to their insumnce company. The patient is responsible for all fees,
regardless of insurance coverage. I hereby authorize Cobb Nephrology / Hypertension Associates, P.C, to relcase any medical information to my insurance
compSny concerning my treatment.
I acl(nowledgc and undeBtrnd lhrt I am financially ard l€grlly rcspoflsible for all charges for all services rcndered to me. Although I may request the
doctor to bill my insurance company on my behalf, I clearly understand that it is my responsibility to make sure the bill is paid in a reasonible time. If for any
reason any portion ofmy bill is not paid by nly insurance company, I further agree to make arrangements for prompt payment ofthe bill.

HlltO rrld POS Insurunce ONLY - Members ONLY. I understand lhe protocol of my insurance. I understand that I require a refenal fiom my primary care
physician. If I fail to obtain 8 requir€d rcferral, I nndcrslend thst I am finsncially liablc for services rc[dered and must piy for these services rt thc time
they ar€ re[dered.

. I understand that I rm responsible for any deductibles, co-pays and any charges not covered by my insurance.

. I understand that I am required to promptly notify Cobb Nephrology Hypertension Associates, P.C. of
any insurance changes and I will be financially responsible for failure to do so.

FINANCTAL POLICY
Cobb Nephrology/Hypertension Associates, P.C. is committed to meeting your h€alth care needs. Our goal is to keep your insurance, or other financial
affsngements as simple ss possible. In order to acconlplish this in a cost-effective manner, we ask that you adherc to the following guidelines:

l) Payment is expecled at time ofservtce.
2) we will file your insurance for you if wc are a participating provider of your plan. You will b. responsible for 6ny and all services in

excess ofyour insurance limits as well as all non-covered services.
3) All co-paymenls are due at the time ofservice.
4) I f we are not participaring providers of your plan. fu I I payment is due at the time ofseflice, unless prior arrangements have been made. [please

confirm your insurance at the time you schedule your appointmenq.
5) lfyou are not covered by i ns utance, payment is expected at time of visit unl€ss prior arrangenrenls have been made wilh our business office.6) We will mail to you a monthly billint statement for any oulstanding balances.

I understand thc above payment guldelines. I rccelt llnrncisl responsibility for prymena.

StaffMember Signature Print StaffMcmber Name
I)ale



COBB NEPHROLOGY/HYPERTENSION ASSOCIATES, P.C.

PATIENT ATTTIIORIZ'TION AND TINANCIAL Rf,SPONSIRILITY FORIII

By signing the Patient Aulhorization and Financial Responsibility Form ("Form"), I understand that I am personally responsible for the payment ofall services rendgred
by Cobb Nephrology/l{ypertension Associates. P.C. ("the Practice") to you that I may receive at the Practice- The Practic.'s usual and customary fces are available for
my review upon request. My financial responsibility for my trealments shall continue until my primary 8nd (ifapplicable) secondary insurance carrier reimbume The
Pmctice for such services.

Iu r€tur[ for the Practice's tre8tment and serviccs. I raree to the followi q:
l. Aothorization. I authoriT-e Cobb Nephrology/Hypenension Associates, P.C. to obtain my insuralrce and financial information and my insurer/payor

(including agents, administrators, or represeDlatives). such as benelits aDd coverage information. I also authorizE The Practice to relesse nry confidential
medical inlormation lo nry insurer/payor (including copies ofmedical records) whon necessary, for these or related insurance claims.

2. Insurrnce Psymcnt. I agree to assist the Practice in any way possible in obtaining treatment authorization and payment for my tr€atm€nt from my
insumnce carier and/or govemment program. I agree to apply for benefits under any l-ederal or state programs (including Medicare, Medicaid, slate kidney
tund programs, etc.) and secondary insurance pltuis, for which I may be eligible. I agr€e to furnish all information. including medical records and/or
personal fi,iancial infoanation, as ma) be requted by Cobb Nephrology/Hypenension Associ6tes, P.C. from time to time.

3. Itledicsre (for Medicare beneficiories only)- I ceniry thal the information contained in lny lpplication for benefib urderTitle XVII ofthe Social Security
Act (the Medicare program) is true and correct. I authorized 6ny holder of medical or other infomration about me to release to the Social Security
Administration, or its intermediaries or ca(iers, any information needed for any Medicare claims.

4. Treotment Authorizatio[. I understand that ifa treatment authorization is required by my insurcr or payor and the Practice cannot obtain it by the time of
my oflice visit dre Practice will require that I pay in cash prior to receiving any services or make prior payment arraflgements with the business omce ofthe
Practice.

5. Assignment of Benefits; LieD. I hereby assign to the Practice all ofmy right, titte and interest in any cause of actions and/or payment due to me (or due to
ly depcndenls or my estale) under any employee benetil plan, insurance plan, union lrust fund, or similar plan ("Plan ), under which I am a participant or

beneficiary for services. drugs or supplies provided by lhe Practice lo me. I also hercby designatc Cobb Nephrology/Hypertension Associates, P.C. as a
beneficiary under any such Plan, and instruct that any payment be made solely to aDd senl dir€ctly to the Practice. Ifl receive any paymcnt directly from any
Plan for se ices, drugs or supplies provided to me by the Practice, including insurance checks, I recognize that such payment sent directly to me was
inappropriste, and I agree to immediately endorse and fonvard such payment to the Practice. I agree that the Practice shall have an automatic lien against
any such payment I receive from any Plan. If I fail sny ofmy obligations under this provision, I understand that the Practice may pursue colleclions and legal
action atainst me. ln lhis case. I shall be responsible tbr the costs ofcollection (including reasonable ationleys fees) that are incuared by the Praclice.

6. Collection of Benefits. I agree to assist and cooperate fully lvith Cobb Nephrology/Hypertension Associales, P.C. lo obtain payment from ary Plan for
services, drugs or supplies prcvided to fie by the Pracdce.

7. Patient D€drctible, Coinsurrnce snd Co-pryments. For Medicare and certsin other insurance companics where the Practice accepts the charge
determiration as full payment, I am rcsponsible only for my annual deductible, coinsurance and my co-payments, ifany.

8. Chsngc of Informrtion. I agree to promptly notiS Cobb Nephrology/Hypertension Associates, P.C. of any chantos to my employment, insurance
coverage, financial slatus, or my personal information (e.g.. address,last name, etc.). within two (2) business days ofany such change.

9. Snccessors, lleirs snd Estsl€. I desire dlat the obligalions and representations contained in this documents be binding on my heirs, legal representatives,
Successors and my eslates. I agree not to assign my benefits under any Plan to any other person or firm for services, drugs or supplies provided to me by the
Practic€. This Form shall contiru€ in full forc€ and efTect while I am receiving lreatment from th€ Practice and thereafier, until the Praclice is paid in fult for
services, dtugs and supplies provided to me by the Practice. lunderstand that if I do not fulfill the above terms and conditions, the Practice may pursue
payment fron me directly, as appropriate, and/or ask me to immediately transfer to another medical practic€. Ifany of this from is deemcd unenforceable,
the remain ing provision shall remain in full force and effect.

This Form has been explained to mc in person by thc Cobb Nephrology/llypertension Associates, P.C. staffmember identified below.

FAI[,titIE TO OB'I'AIN REQTJIRED REFf,RRAI,/
ACKNOWLEDGMENT OF PAYNlINT R[SPONSIBILITY

I understand that as 8 result ofmy NOT having a refenal required by my insumnc€ company at the time of my appointment, I will be responsible for payment for
services rendered at the time ofthis appointmeni.

MISSED APPOINTMENTS
I understand ths! in the ev.nt that I tail to give 24 hour noticc to this omce, I will be chlrged 325.00 for a missed appointm€nt. I atso underctand thar rhis charge
will b€ billed to me and is not paid or reimbursed by my insurance conlpany. I firrther understand that reperted failur€s to appear for my scheduted appointrnen-ts
without 24 hours prior nolice to this oflice msy result in temlination ofthe physician- patient relationship.

Patient Signature Print PnticDt Nanrc
Date

Staff Menlber Signature Print StaffMeolber Name
Date



COBB NEPHROLOGY/HYPERTENSION ASSOCIATES, P.C.

CONSENT FOR USE AND DISCLOSTJRE OF MEDICAL INFORMATION

payment activities, health care operations and odter functions.
To the Psti€nt or the Pstietlt's Personal Reprcsentative: please read the following statemenls carefully.
Purpose of Collsent: By signing this form, you will consent to our use and disclosure ofyour protected h€alth information as followsl. For our treatment lctivities, pa),.nent activities snd health carc operations as permitted by the HIPAA Privacy Rulel

' For the treatment activities, payment activilies and health care operations ol another health care provider or covered entity as permitted by the HIPAA
Privacy Rule;

. For lhe heallh care operations ofthe Organized Health Care Arrangement in which we panicipatet

' To your family members, ftiends and others involved in your fiealth care and the payment for your health care services includinB picking up medical
equipment, supplies or pharmaceuticals on your bchalf;

' To disaster relief organizations, as may be necessary to assist them iD identirying or locating your family members and other responsible for your health
carc:

' In furtherance ofthe public interest ald publia benefit activities permitted by the HIPAA Privacy Ru,e, 45 C.F.R. g164.512, and our Health Informalion
Policies and Procedures.

Effect ofnecli[in8 Consenti Tllllorrscnt is:! cgndit!on ofvour tr€atment bv us. If vou decide not to siEn this consen t. we mrv dccli ne to trest vou.NotlceofPriv,cyPractlces:AcopyofourNoticeofPrivacyPrac!icesAccompaniesthi""on'"ni.@t"|yb"fo,9
signing this consent.
Right to Revoka: You will have the tight to revoke this consent at afly time by completing the revocation. Revocation ofthis consent will not affect any action we
took in reliance on this conselt before we recoived your written notice of revocation. we msv dectine to trert von or continl|e trertinq von if vou ;evoke this
consent.
I have hsd full opponunily to read and consider $e contents ofthis consent form and your Notice of Privacy Practices. I undersland that, by signing this consenl fonn,
I arn giving my consent to your use and disclosure of my protected health infonnation to carryout treatnrent activities, paymenl aclivities, he;lth iare operations anj
other functions and activities described herein.
I attest that the above information is correctl

AUTHORTZATION FOR RELtrASE OF INFORIIIA'I]ON
TO COBB NEPHROI,OCY/HYPERTENSION ASSOCIATES. P.C.

I, DOB: authorize to release copies of my
medical record including the following:

o Hislory and Physical o Operation Reports o Iraboratory Reports
E Consultation Reports o Olher;speciry ! Pathology Reports

Discharge Summary o Radiology Repons tr Clor plete Medioal Record
I understand thrt lhese records mey coDtsill psychi a(ric! drug, nlcohol Ib[se, and / or infectious disease informttion. I tvanl this infornlatio released to

Cobb Nephrology/Hypertension Associates, P.C.
3875 Austcll Rd Sre l0l

Austell GA,30106
Phone: 678-460-2700 FAX 877 -78440t3

for the purpose of
I hereby release_,
medical record {s authorized by this request.

from all legal liability that may arise from r€le{se of information in my

AIITHORIZATION FOR RELCASE OF INFORI\IATIONBY COBI' NEPHROLOGY/H}'PEITTENSION ASSOCIATES. P.C

authorize Cobb Nephrology/Hypertension Associates, p.C. to releas€ copies of my medical record

listory and Ph,sical Er Radio orts
E Consultation o Lobo orts
oDi Su,nm o Parhol Re
o tion Re oCo lele Medical Record
o Otherl

I ufldersta[d that these rccords nay cont{in psychi afric, drug, rlcohol sbuse, and / or infectiou s disease informatio . I want this information rcleased to

PhoDe. (-J _-_ Facsimilei ( | -

for lhe purpose of
I hereby release Cobb Nephrology/lI
authorizcd b) this request.

ypertension Associrtes, P.C., from all legal li6bility that may arise lrom release ofinformarion in my medicalrecord as

Patient Signature Date

R€presentative Si gnatureRelatioDship I)ate

WITNESS DATE

including the following:



COBB NEPHROLOGY/HYPERTENSION ASSOCIATES, P.C.

Petient Consent to the LIse {nd Discloslrc ofHerlth lnformstion for Treetmentr Payment, or Heelthcere Operrtions

I' _...- Date of Birth 
- 

understand that as part of my health care, Cobb Nephrology/Hlpertension
e.so"iri.s, PC. *igi*t"s -d maintains r and/o. el""t6iiiiG iiiifiili!-iialth history, s),rnpr;ms, exa;inarion and tesr resutrs, diagnoses, rrearmerr,
and ony plans tbr future carc or treatment. I understand that this information serves asj

. A basis for planning my care ard treaunent:

. A means ofcommunication among lhe many health professionals who contribule to my care;

. A source ofinformstion for applying my diagnosis and surgical information to my bill;

. A means by which a third-pany can verify that servicis billed were actually provided; and

. A tool for routine healthcare operations such as assessint quality and reviewing the compet€nce ofheallhcare professionals.
I understand that I have the following righls and privileges:

. The right to review the nolice prior to signing lhis consent;

. The right to object to the use ofnry health information for directory purposes: and

' The right to request reslrictions as to how tny health information may be used or disclosed to carry out treatment, palment, or health car€ operatiotrs.
I undersland that Cobb Nephrology/Hypertension Associates, P.C. is not required to agre€ to the restrictiona requested. I undirstand that I may revoke this consent in
\ riting, except to the extent that the organization has already taken action in relianc€ thereon. I also understand that by refusing to sign this ionse0t or reyoking this
consent, this oEanization may refuse lo treat me as permitted by Seclion 164.506 oflhe Code ofFederal Regulations.
I further understand that Cobb Nephrology/Hypertension Associates, P.C. reserves the right to change their notice and practices and prior to the implcmentation, in
accordance with Section 164.520 of the Code of Federal Regulations. Should Cobb Nephrology/Hypertension Associates, P.C. change their notice, ihey will send a
copy ofany revised notice to the address l've provided (whether U. S. mail or, if I agree in writing. by email).
I wish to have the following restrictions to the use or disctosure ofmy health information.
( ) No Restrictions
( ) Other.
Stde oll rest ttio s.

I ulderstand that as

another entity, and I

part of this or8snization's treatmenl. paynrent, or health care operations, it may become necessary 10 disclose my protected health infomration to
consent lo such disclosure for these permilted oses, including disclosure via facsimile.

PA'TIENT'S RIGHTS
As , Cobb Nephrology/Hypertensio[ Associatcs, P.C. patient you are entitled to the fouowing:

l. To be fully informed of your rights, responsibilities and all rules govemi[g conduct related to patient care, services and financial
policies/responsibilities.

2. To be accepted for admission without regard to national origin, race, age, sex, religion, disability or other factors unrclated to the provision of
appropriate medical care.

3. To be treated with respect, dignity, and recognition ofyour individuality and personal nerds, including the ne€d for privacy ard confidentiality in all
aspects oftreatment.

4. To receive all information in a way that you can understand.
5. To be fully infonned ofall services available in the practice.

6. To be fully infonred ofyour medical coDdition by your physician.
?. To receive a full explaoation by your physician oflhe nature ofand nec€ssity for rccon)mended treahnenrappointme[r(s), including the risks and side

eft'ects and other treatmenl./apporntment options before giving consent to treatnren/appointment.
8. 1o refuse treatm€[i,/appointmenl to the extent permiled by law and to be fully informed of the medical consequences of refusing

treatmenVappointment,
9. To be fully infbrmed or reasons for discharge or lransfer from the Practice and lo be given advance notice ofthirty (30) days unless the reason involves

issues ofimmediate safety to odrcr patients or lhe practice's statTmenrbers.
10. To review your medical record with supervision by the Praclice Administrator or designee and al a time mutually agreed upon by you and the practice

Adminiskator or designee in advance.
I l. To requesl a copy ofyour medical records
12. To know your medical records aod the inforntation contained will be considered confidential.
13 To freely express grievances verbally or in wriling to the Practice staffmemberc, PEctice Administrator and/or your treating physician without fear of

rcprisal, discrimination or retaliatio[.
I understand my patient righls as a patient of the Practice.
PATIEM'S RESPONSIDILITIES AND THE PRACTICE RI]LES
As a Cobb Nephrology,4lypenension Associates, P.C. patient you have lhe following responsibilities lo yourselfand to the Practice. There maybe consequences jfyou
fail to fulfill these responsibilities, which can include but are not limited to, physical side effects, and temporary or permanent dismissal from the piactice.
Cobb Nephrology/Hypeflension Associ6tes, P.C. takes all threats ofworkplace violence very seriously and supports Workplac€ violence: Zero Tolerrnce policya

. Acts or threats ofviolence by anyone on Cobb Nephrology,4lypertension Associates, P.C. premises will not be tolerated.. Verbal, physicalor visual intimidation or harassment by anyone will not be toterated

. Violations ofthis policy may lead to temporary or permanent dismissal from the practice.
o Everyone is responsible for immediately reporting acts or threarc ofvio,enco, intimidation or harassment. These reports should be given to the practice

Administraloror other Cobb Nephrology/Hypertension Associates, p.C. staffmember as appropriate.

' S pec ific examp les of conduct tha( may be consid.red threats or acB of v iolence include, but are nol limited Io, the fol low iDg:o Hitting or shoving an individual
o Physically or vcrbally threatening an iodividualor his/h€r fanlily, friends, associates or properly with harm
o The intentional destruction or threat ofdestruction ofproperty
o Harassing or threalening phone calls
o Harassing, surveillance or stalking
o The suggestion or intimation that violence is appropriale



COBB NEPHROLOGYIIYPERTENSION ASSOCIATES, P.C.

ID addition, you are responsible for adhering to thc rules ofthe Practice. Failure to adhere lo llese rules may result in lhe consequences listed abov€.
l. You have the responsibility to comply with the Cobb Nephrology/Hypenension Associrtes, P.C. Financial Policies and are required to sign the Assignment

ofBenefits forms, which includes coDse[t fbr release of Dredical information for insurers.
2. You have the responsibility for providing Cobb Nephrology/H,?ertension Associates, P.C. with true, coftect, accursle, and v6lid identification, demographic

and insurance coverage information upon registration with Cobb Nephrology/Hypertension Associates, P.C. and throughout the course of your rec€iving
treatmen! fiom Cobb Nephrology/Hypertensior Associates, P.C.

3. You are to come for )our appointment as scheduled and to arrive on time.
4. You are responsible for treating other patients, visitors and th() Practice staffmembers wilh consideration and respect.
5. You are rcsponsible for realing other patient's informaiio[ as confideotial.
6. You are considered an important part ofyour hcalthcare team and you are encourated to parlicipate in the planning proc€ss.
7. You are responsible for making child care arrangements so that children are not bought to the office oflhe Practice withoul supervision.
8. You h6ve a responsibility to tell the staffmember or your keatinS physician ifyou have experienced any health problems between treatmens, have seen a

physician in another practice or have been given new medications and/or had old medications changed.
9. You are responsible for following the directions from your treating physician which are designed to prevent health problems.

NOTICE ACKNOWLDGEIlIENT
Pumose: This form is used to document a patienfs acknowledgement ofreceipt ofour Privacy Practices Notices or our good faith, but unsuccessful effon b obtain that
acknolvledgcment. We are not obligated to attenlpt to obtain this acknowledgement in an emergency trcatment situation
TO TIIE PAIIENTT Please complete the follo\rine acknowledpement.
O I ecknowledge that I receivcd the Privncy Prrcticcs Noticc ofthis health circ providrr. (Plesse sign in space where iodicated below.)
'I'O THE PI{ACTICE STAFF uF;MBER: Irlea\e complete the followinp rfthe patrent is unable to siqn and siqn in tle space below
If the individual refused or was unable to sign an acknowledgemcnt that the individual received our Privacy Practices Notice. please check appropriare box below.
Describe yoor good taith etIon to obtai0 the individual's signed acknowledgement and the reason you were unsuccessful.
D Indlvidusl refuses or was unable to siB[ an rcknowlcdgement that the individual received our Privacy Practices Notice, Descrlbe your good faith
efTort to obtain the individual's signed acknowledgem€nt end the reason you were unsnccessful,
I Individual recelved our Privacy Pracdces Notice h conncclion to an energency treatment situation. we ere therefore not rcquired to obtaio [n a

8ckIowledgcment

(Please check
'Ihis form hrs bee[ signcd byr one)

Pati(nl

Prti.nl's Personal Reprcscntativc

Praclice Staffl\lembcr

I aitesl dlat the above informatioo is corrcct Signature

P!]RT'ISSION I'O DISCTJSS I{EAL'TII INT'OR]IA'T'ION WII'H OTHT]R INDIVIDT]AI-S

'I I cunently do not wish to give Cobb Nephrology/Hypertension Associates, P.C., permission to discuss my health information with any lriends or relatives. I

understand that iflhis requesl changes I am required to submit a new permission form.

. I hcreby grant Cobb Nephrology/Hyperlension Associates, P.C., lnc., permission to discuss my health information with the persons listed below as ir
r€lates to their involvement in the coordiDation ofnry care and paymenl for health care services I receive.

This form supersedes any and all previously completed forms. All previous forms are hereby revoked.
il I am the Poti€nt
I I am the Personel Reprcsentative of the Patient: I reprcsent lhat I am the legal parent/Cuardian/Personal Representative ofthe Patient nsmed above and t

am not prohibiled by Court Order from releasint access to the requested information.

Signalure

I

2

l

5

6

1

8

Printcd Name

Dale



COBB NEPHROLOGY/HYPERTENSION ASSOCIATES, P.C.

PATIENT INFORMATION

Did a Physician send you? O Ycs ONo whv?

Physician nnme:

Physician address

Who is your primary-care-doctor?(Name, address. phone)

Race:

Ethnic

Black/African American American Indian Nat Hawaiian Other Unknown White

Hi ic/Latino Not His anic/Latino Unknown

Asian

Name ofperson completing this form:

Patient Name: DOB

Patient Address: Work Phone #

llome Phone # Cell Phone #:

Employer's Name: Patient E-mail

Employer's Address

Employer's Phone #

Employed o Unemployed o Disabled tr Retired o

Relationship

Emergency Contact Phone # Ccll#

cobb Nephrolos/ is urilizins e-scribins, whtctr rvirr e-mal you?f;1;$ffiilllTl:l?J,re pharmacy. The folowins information is requirod to enable
us to complete this proc€ss.

Pharmacy Name Cil),& Stare:

Phone #r Fax#:

Mail In Pharmacy City & State;

Fax #

Relationship to Patient:

Emergency Contacti

Emergency Contact Address:

I'hone #:



COBB NEPHROLOGY/HYPERTENSION ASSOCIATES, P.C.

INSURANCE INFORMATION:

Patienl Name DOB:

Primary Insurance Compan), Namel

Address

Phone # Policy ID# Group #

Policv Holder's Name

Effective Date Benefits: HMO PPO POS

Secondary Insurance Company Name:

Address

Policy ID# Croup #

Policy Holdcr's Name Relationship

Elfective Date: Benefits: HMO tr PPO o POS o

Additional Insurance:

REI{INDER Paticnts are rcsponsihle for obtainillg refcrrals ifrequired by insurAnce.

Relationship:

Phone #:



COBB NEPHROLOGY/HYPERTENSION ASSOCIATES, P.C.

PAST ItEI) IIIS'I'ORY:

If Yes: Give Details What Kind. wher, where

YES NO Dr. Treatirrg NO Dr. Trenting

Cataracl Stroke
Cancer HyDenension
I-lcart Diseasc Kidnev Stones
Peripheral Vascular
Disease

Kidn€y/ Pancreas
Transplant

Lung Disease Polycystic Kidney
Diseaso

Stomach Discase Urinary Tract
infection

Bowcl Disease Anemia
Diabetcs Blood'fransfusions
High Cholesterol Arthritis
Thvroid Disease Hepatiris
Tranplant

IIII

Other medicalproblems not listed above

PAS'I'StiRGIC'AL HISTORYi List aDy ind all stlrgcries. List name of doctor who performed the surgery, \nhen and where?

MEDICATIONSI
Identiry curent prescription and non-prescription (over the counter) medications. List all medications thet you ar€ presently tflking. including.
but not limited to, vitamins, nutritional supplements. oral contraceptives, pain relievers. and cold medicines.

lfyon are not prescItly teking Any prcscriptive or over the counter medi.atio s initirl herei
None:

Name oiMedication Dose (mg) Froquency (times/da!,)

Paliefii Nam D{(c of

T

tlI-l



COBB NEPHROLOGY/HYPERTENSION ASSOCIATES, P.C.

ALLERGIES:
Have you had hives, skin rash, breathing problems, or other allergic reactions to medicine?

O Yes ONo
lfyes, please specify below:

Nanre of Medication Describc Allergic Reaction

FAMILY HISTORY;
Mother Father Brother Sister Grandparents

Maternal
Grandparents
Paternal

Aunts Uncles

Cancer
Heart Attack
Diabetes
Hish Cholesterol
Stroke
HyDertension
Kidncy Stoncs
Kidney Disease
Other

SOCIAL HISTORY:
Martial Status: Single O Maried O Divorced ( ) Widowed o
Exercise: Yes or No: Regularly _ Moderately _ Occasionally _ Sedentary_

Please

Answer with*x"
Yss No How Much Age Started Age Stopped

Tobacco

Alcohol

Illicit Drugs

vamc DOR

-------t-------
I


