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Dear New Patient,

Welcome to Morris Urology, a Division of Garden State Urology. Our physicians are board-certified and
dedicated to providing state of the art urologic care in a friendly, caring environment. Please assist us in
our goals by carefully reading the following instructions and completing all forms in their entirety.

To make your first visit as smooth as possible, we ask that the following forms be completed and sent to
us at least 1 day prior to your appointment.

We have established a private/secure email and fax number for you to use:

EMAIL- registrations@gsunj.com

FAX-973-947-9051

e Patient History Form- We recommend that you have your medication bottles handy when
completing this form so the information is accurate.

e Registration Form

e Provide a copy of your insurance card- front and back ( make sure ID# is legible)

DO NOT mail the forms! If you are unable to email or fax the forms, simply bring them with you to your
appointment.

You will be asked to complete additional forms upon your arrival pertinent to the day of your visit.
On the day of your appointment:

e Bring the completed forms with you in case there is a problem with the processing of your forms.

e Photo ID (Guardian’s driver license, passport etc.)

e Insurance cards

¢ Insurance referral if required by your insurance carrier. If your referral is not received at our office
by the time of your scheduled appointment, you will have to either pay in full at the time of service
or reschedule the appointment.

e Previous test results (lab tests, including blood and urine cultures, radiology -reports, films, CD’s

e Any other medical documentation that pertains to your visit. (Operative reports, pathology etc)

e Consulting Referral form- If you were referred to our practice by another provider for a
consultation the referring provider should provide you with a consult referral or script to see our
physician. It can be faxed to our office ahead of time or you can bring it with you the day of your
appointment. A copy of our consult referral form is included for you to provide to your referring
physician if it is more convenient. The form must be returned to our office by the day of your
appointment.

If you need to reschedule your appointment, please give adequate notice so we can best utilize that
appointment time and arrange for a more convenient time for you. Call our office at 973-627-0060

Thank you,

The Scheduling Staff

Address: 16 Pocono Rd, Suite 205, Denville, NJ 07834 Phone: 973-627-0060


mailto:registrations@gsunj.com

PEDIATRIC REGISTRATION FORM

Patient’s Name:

Home Phonet#:

First Middle
Street Address:

Last
City: State: Zip:

Patient’s Date of Birth

Patient’s Social Security#:

Parent Information:
Mother’s Name:

Patient’s Sex:  Male Female

Father’s Name:

Home Address: Home Address:
Mother’s Birth Date: Father’s birth date:
Employer’s Name: Employer’s Name:
Employer’s Address: Employer’s Address:
Work Number: Work Number:

Cell Number: Cell Number:

Email Address:

Email Address:

If parents are divorced or separated is there a court order or other financial arrangement we need to be aware of?

Name of Step Parent

Emergency Contact: Home/Cell#: Relationship:
Pediatrician Name:

Address: City State Phone #

Referring Doctor (if different from Pediatrician)

Address: City State Phone #:
Pharmacy Name: Town: Phone #:

INSURANCE INFORMATION (Must be completed in full so that we may submit to your insurance for reimbursement.)

Primary Insurance:

Policyholder’s Information:

Name (insured’s name): Date of Birth:
Sex: Male Female Social Security #: Employer:
Patient’s relationship to insured (please circle): Child Other/ Dependent
Policy #: Group #:
Secondary Insurance:
Policyholder’s Information:
Name (insured’s name): Date of Birth:
Sex: Male Female Social Security #: Employer:
Patient’s relationship to insured (please circle): Child Other/ Dependent
Policy #: Group #:

| request that payment of authorized Medicare, Medicaid, and/or commercial insurance benefits be made to Garden State Urology,
LLC, for any service furnished to me by GSU's physicians. | authorize Garden State Urology, LLC to release medical information
which may be required by my insurance carrier to determine payment for services rendered. | further understand that I am responsible
to pay certain amounts due the physician. These amounts could include annual deductibles, co-payments, charges denied as not
covered by Medicare or my insurance program, and charges denied for services determined as not medically necessary.

Signature: Date:







