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As a practice, we would like to offer a warm welcome and our thanks for your choosing Mountain Peaks Urology to provide your urological care.  In order for us to establish your file, and provide the most beneficial use of your time, the Doctor has asked you to complete the following tasks and mail back the enclosed self addressed stamped envelope at least one week prior to your appointment, or if it is more convenient you may fax it to our office at 719-275-3145. This will help expedite your appointment time.
New Patient Packet: This packet includes personal and family information, urological conditions and symptoms. Your responses will guide the doctor and staff, and remind us to address any issues during your visit. Please fill out all sections front and back .

Previous Records: Your previous records (visits, procedures, labs, x-rays, and ect.) are vital to your care. We need these records from your current and past physicians and/or urologists. Attached to this packet is a records release for these records. Please fill it out and send back with this packet.

PLEASE NOTE:  If you are a male over the age of 50, we need all previous PSA’s that have been drawn. If you have got these from the health fair please bring your copies. Please bring copies of any other PSA’s that you have or let us know where we may obtain them from.
Insurance: Please bring your insurance cards for any medical treatment.  Prior to your visit contact your insurance company to verify your in-network status and review your benefit and co-pay information.  If you are uninsured please contact our office to discuss your options.

Payment Policy: Co-pays and payment of all urological services are due at the time services are rendered.  For your convenience we accept cash, checks, Master card and Visa card. 

Completing this task list for the items that apply to you before your scheduled appointment will allow us to get you in to see the Doctor as quickly as possible. If you are unable to complete the new patient packet or have questions, please arrive at least 20-25 minutes prior to your appointment time.
We have implemented a cancellation policy in our office starting July 1, 2008. If you need to cancel your appointment please do so at least 24-hours prior to your appointment time. Without 24-hour notice you will be charged a cancellation fee of $25.00.                                      
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FINANCIAL POLICY of Mountain Peaks Urology
To keep our overhead and your costs as low as possible, please be advised of our financial policies:

1. Payment is due the same day services are rendered.  For your convenience we accept cash, personal checks, Visa and Mastercard.  Please make sure you give us a copy of all insurances, and know which is primary and which is secondary.  If you’ve purchased a Medicare buyout plan, it’s your responsibility to notify us.

2. You may be asked to pay your coinsurance and deductible (if applicable) on the day of treatment. 
3. We will consider a payment plan for some accounts, but this needs to be set up and approved by the office manager prior to your scheduled visit or procedure.

4. We will apply a monthly finance charge on all account balances over 30 days.  


The monthly rate is 1.5% (annual percentage rate of 18%).  In addition, all 
accounts turned over to a collection agency will be assessed a charge equal to 
35% of the total balance of the account.

5. There is a $25 fee for appointments cancelled or rescheduled without at least 24 hours notice.  This will be billed directly to the patient, not the insurance, in accordance with insurance guidelines. There is a $100 fee for missing a scheduled CMG appointment without 48 hours notice.  Leaving a message on our machine after 5pm the day before your appointment does not qualify as notice.
PATIENT HISTORY
Full name + middle initial: _________________________________________________________________________

Reason for today’s visit: ____________________________________________________________________________________

________________________________________________________________________________________________________

Past and Current Illnesses (i.e. diabetes, MS, high blood pressure, past malignancies, anemia, etc...)  : ________________________________________________________________________________________________________

________________________________________________________________________________________________________
________________________________________________________________________________________________________
 _______________________________________________________________________________________________________

________________________________________________________________________________________________________

Previous Surgeries: ________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________
Current Medications: (include eye drops, Inhalers, oxygen, and insulin) List dosages & frequency:

________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Herbal and nutritional supplements: ________________________________________________________________________________________________________
________________________________________________________________________________________________________

Allergies: Are you allergic to any medicines (including iodine, tape and anesthesia) List allergy & type of reaction

________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
Social History:

Did you ever smoke?   Yes   No   
if yes, how much? ___________________________ How long? ________________________

Do you still smoke?     Yes   No 
if no, when did you quit? _______________________________________________________

Do you drink alcohol? Yes   No 
if yes, how much? _____________________________________________________________

Have you ever used recreational drugs? _________________________________________________________________________

If yes, please describe usage/type: _____________________________________________________________________________

Do you still use recreational drugs? _______ Yes ______No 

If no, when did you quit? ____________________________

Occupation most of your life? ______________________________________

Family history: List all serious illnesses in your immediate family (i.e.: prostate cancer, breast cancer diabetes, heart disease)

_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
What Pharmacy do you prefer? _______________________________________________________________________________

What Laboratory do you prefer if the doctor needs to order labs? ____________________________________________________

PATIENT INFORMATION
Last name: _____________________First:____________________________


MI: _____________________Nickname: __________________________

Address:_________________________________________________________

Home phone: _____________________________ Cell/other: _______________

Sex: ____M ____F   Date of Birth: _____/_____/_____Marital Sts:   M  S  D  W 

Race: __________ Ethnicity: _______________ Preferred Language: _________

Your social security number: _______-________-________

Spouse’s name & work phone: ______________________________________

Primary care doctor: _________________________ Pharmacy: ____________

Patient’s employer & phone: ________________________________________

Primary insurance: ________________________________________________ 

Secondary:  _____________________________________________________

Emergency contact person  #(who doesn’t live with you.): ________________________________________________________________

POA/Guardian: _____________________________ phone: _______________ 

I hereby authorize Dr. Harrigan to treat and furnish information to insurance carriers concerning my illness and treatment and hereby assign to the physician all payments for medical services rendered to myself or my dependents.  I understand that I am responsible for any amount not covered by insurance and collection costs should this account be assigned for collections.

I accept and understand the responsibility of notifying the treating physician of any requirement by my insurance company for the preauthorization prior to any hospital admission or surgical procedure, whether done in office or in the hospital.  I understand that it is also my responsibility to verify that a preauthorization has been completed prior to any hospital admission or surgical procedure.  I also understand if I fail to get a referral, if necessary, I will be responsible for the charges.
I have read and understand  the Notice of Privacy Practices.  ________________(initial)

I have read and understand the MPU financial policies.           _______________(initial) 
Patient/Guarantor/Guardian’s Signature: 

____________________________________________________________ 
REVIEW OF SYSTEMS: 
Do you now or have you had any problems related to the following systems?  Please circle Y for Yes or N for No.  Explain any Yes answers.

	Constitutional:        

Fever 
    

Chills
    

Headache  

Other:_________________________


	Y or N

Y or N

Y or N
	Integumentary:

Skin rash 

Boils    

Persistent Itch  

Other: ___________________________
	Y or N

Y or N

Y or N



	Eyes:

Blurred Vision  

Double Vision   

Blindness          

Glaucoma          

Other: ________________________


	Y or N

Y or N

Y or N

Y or N
	 Musculoskeletal:

Joint pain    

Neck Pain   

Back Pain    

Other: ___________________________


	Y or N

Y or N

Y or N



	Allergic/Immunologic:

Hay fever         

Drug Allergy    

Other: ________________________
	Y or N

Y or N


	Ear/Nose/Throat/Mouth:

Ear infection          

Hearing problems  

Sore throat

Sinus Problem

Other: ___________________________


	Y or N

Y or N

Y or N

Y or N

	Neurological:


Seizures

Tremors

Paralysis

Other: ________________________

	Y or N

Y or N

Y or N
	Genitourinary:

Urinary retention  

Painful urinating   

Bloody urine     

Other: ___________________________


	Y or N

Y or N

Y or N



	Endocrine:

Excessive Thirst  

Too hot/cold        

Tired/sluggish    

Other: ________________________
	Y or N

Y or N

Y or N
	Respiratory:

Wheezing

Frequent cough      

Short of breath    

Other:___________________________


	Y or N

Y or N

Y or N



	Gastrointestinal:

Abdominal Pain  

Nausea/Vomit 

Indigestion

Other: ________________________
	Y or N

Y or N

Y or N
	Hematological/Lymphatic:

Swollen glands

Blood  clots

Clotting problem

Other: ___________________________
	Y or N

Y or N

Y or N



	Cardiovascular:


Chest Pain       

Hypertension

Ankle swelling  

Other: ________________________


	Y or N

Y or N

Y or N
	Psychological:

Are you general satisfied with life?

Do you feel depressed? (Rarely, Occasionally, Severely)

Other: ___________________________
	Y or N

Y or N






Explanation of  Yes Answers:

