
Referrals:  It is your responsibility to understand your insurance plans and know which services require a referral. If we do 
not have a referral you may be given the option of rescheduling or assuming financial responsibility for the visit by signing 
a waiver.  Contracted facilities: Your insurance contract may require that you participate with specific physicians, hospitals, 
and labs.  It is your responsibility to understand these requirements and advise our staff of such provisions.  Our office cannot 
be responsible for rejected claims as a result of the use of non-contracted labs and hospitals.  Co-Payments:  Co-payments 
are due prior to services rendered.  Medicare:DOES NOT COVER ROUTINE SERVICES.  Payment is expected at the time of 
service.

PATIENT REGISTRATION FORM

Referred By Primary Care Physician & Phone Number

Insurance Policy Number Group Number

Policy Holder/Subscriber Relationship
Self 
Spouse

Child
Other

Patient NameDate DOB SSN
(Last, First, Middle Initial)

Address:
(City, Street, State, Zip)

Marital StatusHome Phone Number Occupation
Single
Married

Divorced
Widowed(        )

Employer Name and Phone Number (        )

Emergency Contact Name and Phone Number (        )

Primary Insurance Plan Name  & Claims Address 
(Located on back of card)

Self 
Spouse

Child
OtherPolicy Holder/Subscriber Relationship

Signature Patient/Guardian Date

Person Financially Responsible for Services/Relationship to Patient

Insurance Policy Number Group Number

Secondary Insurance Plan Name  & Claims Address 
(Located on back of card)

 

Please sign below indicating:

 I have read the above and fully understand my insurance responsibilities.
 I consent to Urogyn to render medical care deemed necessary by Joseph T. Stubbs III, MD.
 I authorize Urogyn  and its agents to bill my insurance company for services rendered.
 I authorize  Urogyn  and its agents to release any medical information required by my 

 insurance to determine benefits payable
 I authorize that payment be made directly to Urogyn.

What lab does your insurance prefer? What is your preferred
pharmacy/location?

Does this visit require
a referral/authorization?

LabCorp 
Quest

Memorial Health University Medical Center 
St. Joseph’s/Candler

Smith Kline
Memorial

Candler
LabOne

Yes
No

What hospital does your insurance prefer?

ph. 912.303.0891  ●  x: 912.303.0893  ●  UROGYNsavannah.com  ●  5356 Reynolds Street  | Suite 301  ●  Savannah, GA 31405



ph. 912.303.0891  ●  x: 912.303.0893  ●  UROGYNsavannah.com  ●  5356 Reynolds Street  | Suite 301  ●  Savannah, GA 31405



Do you have pain/discomfort with sex?_____



What contraception do you use? (How do you prevent pregnancy)

Gynecologic History continued

Please list all forms of contraception you have used in the past.

Have you had any complications from using any forms of contraception? Which ones and what happened?

Have you had, or do you have:

Thyroid problems
Diabetes
Asthma
Blood Clots
High Blood Pressure (hypertension)
Heart Problems
High Cholesterol (hyperlipidermia)
Ulcer Disease
Hepatitis
Irritable Bowel Syndrome
Kidney Stones
Seizures
Stroke
Anemia (low blood count)
Blood Clotting Disorder
Previous Blood Transfusion
Sickle Cell Disease
Arthritis
Other medical problems

No Yes Explain

When?

Which?

Why?

Obstetrical History (Please list each pregnancy and the requested information)

Total Pregnancies

Miscarriages Abortions Ectopics (Tubal pregnancy)

Term Births Preterm (<5lb, 90z) Living Children

Date           Wks. Gestation       Vaginal or C-Section       Weight of Baby        Male | Female Complications

Do you object to having blood or blood products?

Last colonoscopy:

Who is your Primary Care Provider?

Findings:



Do you smoke cigarettes? 
Do you drink alcohol?
Do you exercise?
Do you perform self breast exams?
Recreational drug use?

No Yes How Much/How Often

(Please include all over-the-counter and non-prescription drugs)

Surgical/Hospitalization History

Date Illness or Operation Hospital/Physician Complications

Medication Allergies

Medication Reaction

Current Medication

Social History

Drug Dosage Frequency



Recent changes in weight
Fever or chills
Frequent night sweats
Tiredness or fatigue

NoGeneral Yes Explain

Neurological
Headaches/migraines

Respiratory
Shortness of breath
Chronic cough

Hematological
Easy bruising
Prolonged bleeding

Eyes, Ears, Nose, Throat
Visual problems
Hearing problems

Skin
Moles that are changing
New moles

Psychological
Anxiety or panic attacks
Depression

Cardiovascular
Limited exercise tolerance
Chest pain or discomfort
Palpitations

Musculoskeletal
Joint stiffness
Joint pain
Joint swelling

Gastrointestinal
Frequent vomiting
Blood in stools
Frequent heartburn/indigestion
Frequent abdominal pain
Diarrhea
Constipation

Review of Systems

IMPORTANT: You will need to address all your medical issues and concerns with your Primary Care Provider.
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