
LAZAROU UROLOGY ASSOCIATES, P.C. 

 

PATIENT INFORMATION 

PATIENT NAME_________________________________   SOC SEC #_______‐_________‐_______ 

ADDRESS______________________________________   DATE OF BIRTH____________________ 

_____________________________________________    GENDER:  M________ F________ 

CITY______________________________________  HOME PHONE___________________________ 

STATE_____________________ZIP_____________  WORK PHONE___________________________ 

              CELL PHONE_____________________________ 

*Please put a check mark next to the phone numbers where a confidential message may be left. 

 

COVERAGE INFORMATION 

PRIMARY COVERAGE 

INSURANCE CO___________________________  SUBSCRIBER NAME_______________________ 

POLICY / ID #_____________________________  GROUP #_______________________________ 

RELATIONSHIP OF PATIENT TO SUBSCRIBER: (circle) SELF / SPOUSE / CHILD / DEPENDENT 

SECONDARY COVERAGE 

INSURANCE CO___________________________  SUBSCRIBER NAME_______________________ 

POLICY / ID #_____________________________  GROUP #_______________________________ 

RELATIONSHIP OF PATIENT TO SUBSCRIBER: (circle) SELF / SPOUSE / CHILD / DEPENDENT 

PRIMARY CARE PHYSICIAN INFORMATION 

PCP NAME (first & last)____________________________  TEL #____________________________ 

PCP ADDRESS____________________________________     

CITY_____________________________________ 

STATE___________________ZIP_____________ 


