
Patient Registration 
 

Andover Urology 
 
 

First:___________________________Middle:________ Last:____________________________________ 
 
Address: _________________________________________City:_________________________________ 
 
State:_____________________Zip:_____________________ Date of Birth:________________________ 
 
Phone: Home (______)_____-________ Work (______)____-_______ Cell (______)_____-____________ 
 
 Sex:  M  circle one F     Marital Status: M     W    D    S     Social Security #: _______-_______-________ 
 
 Primary Care Physician: _________________________________________________________________ 
 
 Referring Physician: ____________________________________________________________________ 
 
  Patient Employer: _____________________________________________________________________ 
 
  Address:_____________________________________________________________________________ 
 
  Guarantor (Name): ____________________________DOB:________________ S.S.#_______________ 
 
   Address: ____________________________________________________________________________ 
 
   Emergency Contact :_____________________________________ Phone: (_____)_____-____________ 
 
 
    Primary Insurance:____________________________Subscriber:______________________________ 
    
    Date of Birth:         ____________________________ Employer:  ______________________________ 
     
    Policy Number:     ____________________________ Group Number: __________________________ 
 
    Secondary Insurance: _________________________Subscriber:______________________________ 
   
    Date of Birth:         ____________________________Employer:  ______________________________ 
 
    Policy Number:      ____________________________Group Number: __________________________ 
 
 
                                                         Insurance Authorization and Assignment 
 
I, hereby authorize Andover Urology Associates P.C. to furnish information to insurance carriers 
concerning my illness and treatments and I hereby assign to the physician all payments for medical  
services rendered.  I understand that I am responsible for any amount not covered by my Insurance(s). 
 
Date:_____________________  Signature: _________________________________________________ 
 
 
 

 










