
UROLOGY SPECIALISTS OF COASTAL GEORGIA, PC 
Thomas E. Shook, M.D. | John W. Coursey, M.D. | Heather M. Wallace, M.D. 

PLEASE COMPLETE ALL SECTIONS 

Name: Last: ______________________ First: ________________________ Middle Initial: ____ 

Date of Birth: ______/______/______ Age: _______ 

Social Security #: ______/______/______ Female: ______ Male: ______ Race: _____________ 

Address: _____________________________________________________________________ 

City: ____________________________ State: ________________ Zip Code: _______________ 

Home Phone: (_____) _____________________ Cell Phone: (_____) _____________________ 

Work Phone: (_____) _____________________ Alt. Phone:  (_____) _____________________ 

Employed: Yes: ______ No: ______ Employer: _______________________________________ 

Married Status: Married: ______ Single: ______ Divorced: ______ Widowed: ________ 

Spouse’s Name: _____________________________ Phone: (_____) _____________________  

(1)Emergency Contact:________________________ Phone: (_____) _____________________ 

(2)Emergency Contact:________________________ Phone: (_____) _____________________ 

REFERRED FOR EVALUATION BY: __________________________________________________ 

 

---INSURANCE INFORMATION--- 

Effective October of 2008 we must have the primary policy holder’s date of birth and social security number for all 

insurance plans in order to submit you claim(s) with your insurance provider. 

All claims will be rejected if this information is not provided. 

 

PRIMARY Plan: ________________________________ Insured: _________________________ 

Group #: __________________________ Policy/ID #: _________________________________ 

Effective: ______/______/______ Primary Guarantor Date of Birth: ______/______/________ 

SECONDARY Plan: _____________________________ Insured: _________________________ 

Group #: __________________________ Policy/ID #: _________________________________ 

Effective: ______/______/______ Primary Guarantor Date of Birth: ______/______/________ 

 

---PLEASE LIST THE PARENT/GUARDIAN INFORMATION IF THE PATIENT IS A MINOR--- 

Name:______________________________________ Date of Birth: ______/______/________ 

Relationship to Patient: ________________________ Social Security #: ______/_____/______ 

Phone: (_____)_______________________________ Phone: (_____) ____________________ 


