
LOCATION: 5332 Primrose Lake Circle
 Tampa, FL 33647

PHONE: (813) 558-9091

Appt. Time: _________________________

Appt. Date: _________________________

DIRECTIONS: Please use these directions as the internet and GPS maps may be incorrect.

New Tampa Urology is located in the Tampa Palms areas of northeast Tampa, near the I-75 
overpass of Bruce B. Downs Blvd.

FROM THE SOUTH (via I-275):
Take I-275 North to the Bearss exit, head right (east). When Bearss ends, veer to the north (left) 
onto Bruce B. Downs north for several miles, until you reach the second Tampa Palms W. This 
is just before I-75. (There is a sign for USAA; BJ’s is across the street to your right.) Turn left on 
Tampa Palms Blvd. W., take  the first right after the shopping center onto Commerce Park Blvd. 
After you pass USAA, take the next right onto Primrose Lake Circle. Follow Primrose Lake Circle 
for 1/2 mile. You will see New Tampa Urology on the right side of the road.

FROM THE SOUTH (via I-75):
Take I-75 North to the Bruce B. Downs exit. Go south on Bruce B. Downs (to the left) to Tampa 
Palms Blvd. W. (there is a sign for USAA; BJ’s is across the street to your right). Turn left on 
Tampa Palms Blvd. W., take  the first right after the shopping center onto Commerce Park Blvd. 
After you pass USAA, take the next right onto Primrose Lake Circle. Follow Primrose Lake Circle 
for 1/2 mile. You will see New Tampa Urology on the right side of the road.

FROM THE NORTH:
Take I-75 south towards Tampa. Get off on Bruce B. Downs exit. Head south. Turn right on 
Tampa Palms Blvd. W., take  the first right after the shopping center onto Commerce Park Blvd. 
After you pass USAA, take the next right onto Primrose Lake Circle. Follow Primrose Lake Circle 
for 1/2 mile. You will see New Tampa Urology on the right side of the road.

5332 Primrose Lake Circle   •   Tampa, FL 33647  •  (813) 558-9091  •  Fax (813) 866-3948
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Name ______________________________________________________ Date ________________________________

Address _________________________________________________________________________________________

Age________   l Male  l Female    Date of Birth______/______/______  SS#___________-______- ___________

Phone (_______)____________________ Cell (_______)____________________ Work (_______) ________________

Email Address _______________________________________________ Marital Status ________________________

Primary Care Physician _______________________________________ Phone (________) _____________________

Emergency Contact ______________________Phone (______) _______________ Work (______) ______________

INSURANCE INFORMATION

Primary Insurance Company ___________________________________ Phone (________) _____________________

ID # ______________________________________________Group # _______________________________________

Secondary Insurance Company ________________________________ Phone (________) _____________________

ID # ______________________________________________Group # _______________________________________

Pharmacy Name, Phone and Location _______________________________________________________________

PATIENT REGISTRATION FORM
PLEASE PRINT CLEARLY

I hereby authorize my insurance benefits to be paid directly to New Tampa Urology, P.A. I understand that I am 
responsible to pay non-covered services and I authorize the release of medical information to my insurance 
company.

Because of the high cost of billing, we ask for payment at the time of your visit. Co-pays and deductibles are due. 
I understand that I am financially responsible for all charges whether or not covered by my insurance company. A 
referral or authorization must be presented at the time of service if required by your insurance company. 
If a referral/authorization is not provided the appointment will be rescheduled or the patient may elect to 
pay the total amount at the time the services are rendered. I understand that if my account is assigned to a 
collection agency or an attorney. I WILL BE RESPONSIBLE FOR THE 40% ADMINISTRATION FEE.

I authorize New Tampa Urology, P.A. to disclose information in my medical records, including current and previ-
ous medical records from other practices and practitioners, hospitals and/or clinics which are a part of my medi-
cal record, to other physicians, and health care providers who may have referred me to New Tampa Urology and 
to physicians and providers to whom New Tampa Urology, P.A. may refer.

I understand that if I am fifteen (15) minutes late, I will be rescheduled. I also understand that I may be charged 
for any appointments that are not cancelled in advance. I also understand that two (2) missed appointments can 
terminate my relationship with New Tampa Urology, P.A. and Dr. Jeffrey B. Starling.

24 HOURS IN ADVANCE 72 HOURS IN ADVANCE
Routine Office Visit: $50.00 Biopsy & Ultrasound: $150.00
Cystoscopy: $75.00 Vasectomy: $150.00

Patient Signature ______________________________________________ Date _____________________________



The doctor and staff at New Tampa Urology would like to welcome you to our Practice. Our 
goal is to provide excellent medical care and make your visits as convenient as possible.

By signing below you confirm that you have read this policy and understand it:

• It is the patient’s responsibility to inform the office of any address or telephone changes.

• The patient’s account must be kept current. All self-pay or insurance co-payments, co-
insurances and deductibles will be collected at the time of service. Payable by cash or 
credit card. Checks are not accepted in the office.

• Any checks received via mail for account balance and resulting in a returned check, will 
receive a minimum service charge of $25.00 and checks will not be accepted for future 
payment(s). Unpaid returned checks will be turned over to the state attorney’s office.

• If the patient does not have their payment(s), the appointment will be rescheduled.

• Due to time allowed for each patients may be asked to schedule another appointment 
for issues other than the reason of the original appointment.

• There is a $25.00 minimum for all forms (FMLA, medical reports, physical forms, disabil-
ity forms or any other special reports or letters requested).

• Medical records copy fee $1.00 per page or copies up to 25 pages and $0.25 per page 
for copies of 26 pages and greater. In addition to the fee for records, there will be a 
$15.00 processing fee added (cost of supplies, labor and postage).

• There is a minimum of thirty (30) business days to request medical record copies or any 
medical forms and archived records, sixty (60) business days.

• A request for review of your medical record(s) requires an appointment with a minimum 
of thirty (30) days notice.

• 24 hours notice must be given to reschedule or cancel appointment to avoid cancel/no 
show charge. If the proper notice is not given, there is a $25.00 for a 15 minute appoint-
ment, and a $40.00 charge for 30 minute appointments or procedures.

• Prescription refills require a seven (7) business day notice. No narcotics will be called in, 
script will need to be picked up during office hours.

OFFICE POLICIES



• If your insurance requires a referral it is your responsibility to get all information to 
the primary care doctor for processing within seven (7) business days. If the correct time 
is not allowed you may need to reschedule to allow for that time.

• Claims will be submitted, however we must emphasize that as medical providers, the 
relationship is with you the patient, NOT the insurance companies. Although we 
attempt to verify benefits with insurance policies, please be advised this is only an esti-
mate of the coverage based on the information given at the time of inquiry.

• It is the patient’s responsibility to inform us of any changes in their insurance.

• Not all services are covered benefits with all insurance plans. It is the patient’s responsi-
bility to be aware of the services provided, and the covered benefits under their insur-
ance policy.

• Although filing insurance claims is a courtesy extended to the patient, all charges are 
always the patient’s responsibility from the date services are rendered.

• Any unpaid balances older than 30 days may be subject to a 1.5% interest per month.

• If a patient’s account is turned over to a collection agency, the patient will be responsible 
for any costs incurred in collection agency, the patient will be responsible for any costs 
incurred in collection of the balance, which will include collection agency fees, court 
cost, and attorney fees.

• In the event that a patient does not meet their financial obligation, the patient will be 
discharged from the practice.

I have read and understand the office policies:

Signature of Patient Date

Signature of Witness



HIPPA ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES 

Patient _____________________________________________________ Date ________________________________

I hereby acknowledge that I received New Tampa Urology’s (Dr. Jeffrey B. Starling) notice of privacy practices. I 

hereby give New Tampa Urology and its staff authorization to give medical information to the following person/

persons. I understand that I am not limiting what information the designated person/persons can receive. Below 

is the designated person/persons to receive this information:

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Signature of Patient Date

If not signed by Patient, Relationship to Patient

Witness

DOCUMENTATION OF GOOD FAITH EFFORTS

• Patient refused to sign (reason) __________________________________________________________________

• Patient unable to sign or initial (reason) ___________________________________________________________

• Patient had emergency, and an attempt to obtain the acknowledgement will be made at the next available 
opportunity.

Signature of employee completing form

NEW TAMPA UROLOGY



NAME PHONE
ADDRESS
CITY/STATE/ZIP

The following items must be initialed to be included in the Use and/or Disclosure:
_________ HIV/AIDS relate information and/or records HBV, TB or Other Communicable Diseases

_________ Mental Health Information and/or Records

_________ Domestic Violence

_________ Genetic Testing Information and/or Records

_________ Drug/Alcohol diagnosis, treatment or referral information (Federal regulations require a description of how much 
and what kind of information is to be disclosed). Describe:

  ___________________________________________________________________________________________________

I understand that if the person or entity receiving the information is not a health care provider or health plan covered by federal 
privacy regulations. The information described above may be re-disclosed and no longer protected by HIPAA and other federal 
and state regulations. However, the recipient may be prohibited from disclosing substance abuse information under the Federal 
Substance Abuse Confidentiality Requirements.

I also understand that the person I am authorizing to use and/or disclose the information may not receive compensation for 
doing so. I further understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to 
obtain treatment or payment of my eligibility for benefits. I may inspect or copy any information to be used and/or disclosed 
under this authorization. Finally, I understand that I may revoke this authorization in writing at any time, provided that I do 
so in writing, except to the extent that action has been taken in reliance upon this authorization. Unless revoked earlier, this 
authorization will expire in six (6) months from the date of signing or until (insert date) __________________________.

✽ Print Patient’s Name ____________________________________________________ Date ________________________________

✽ Signature of Patient or Patient’s Legal Representative __________________________________________________________

Print Name of Legal Representative (if applicable) __________________________________________________________________

Relationship to Patient __________________________________________________________________________________________

AUTHORIZATION TO USE AND/OR
DISCLOSE MEDICAL RECORDS

✽ ONLY ✽
I give authorization to the provider listed below to disclose a

copy of the specific health/medical information identified below:

✽ NAME OF PATIENT SS#

TO:  (NAME, ADDRESS, PHONE OF RECIPIENT OF RECORDS)

NAME PHONE
ADDRESS
CITY/STATE/ZIP

RECORDS FROM:  (WHO IS RELEASING THE RECORDS)

l Continued Medical Care l Personal Information l Legal Follow-up
l Disability Insurance l Other:

FOR THE FOLLOWING PURPOSES:

l Please send the entire Medical Record(s) (all information) to the above named recipient.
l Office Notes and Reports l Most recent one year history l Most recent three year history
l Rx History l Transcribed hospital reports l Laboratory Reports
l Billing Statements l Diagnostic Reports l Diagnostic Films
l Others Listed Here:

By checking the boxes below, I specifically authorize the Use and/or Disclosure of the Following Health
Information and/or Medical Records, if such information and/or records exist:



PATIENT HISTORY FORM
NOTE: This is a confidential record and will be kept in your doctor’s office.

Information contained here will not be released to anyone without your authorization to do so.

Today’s date______/______/______        Date of last physical exam______/______/______

Last Name ___________________________________ First Name _________________________ Middle _______________________

SS#___________-______-___________           Date of Birth______/______/______

Chief Complaint: What is the main reason for your visit today? (Describe your problem in detail)

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

History of Present Illness
Please answer the following questions.

Location of problem:
l Abdomen      l Back      l Leg

Other: ________________________________________________

______________________________________________________

______________________________________________________

• On a scale of 1-10, with 10 being the most severe, circle
 the number that best describes the problem:

1 2 3 4 5 6 7 8 9 10

• When did you first notice the problem:

	 l 2 days ago      l 2 weeks ago      l 1 month ago

 Other: _____________________________________________

• Does anything help or make the problem worse:

	 l Moving around     l Standing up    l Lying on my side

 Other: _____________________________________________

• How long does the problem last?

	 l 30 minutes      l 1 hour     l It is always there

 Other: _____________________________________________

• Is anything else occurring at the same time?  l Yes  l No

 l Nausea      l Rash     l Headaches

 If yes, please explain.

 Other: _____________________________________________

• Does the problem interfere with your normal functions?

	 l Yes      l No

 If yes, please explain.

 Other: _____________________________________________

PHYSICIAN USE ONLY:  (Comments / Notes)

If Answers 1-3 / 4+

Level of Service - 1 or 2 / 3 - 5

Front Back



PAST MEDICAL & SOCIAL HISTORY
List all serious illnesses in your immediate family.

 (Example: diabetes, tuberculosis, breast cancer, heart disease, etc.)

RELATIONSHIP  ILLNESS
(Example: Mother, Father, Sister, Brother,
Aunt, Uncle, Grandmother, Grandfather)

_________________________________________   ____________________________________________________________________  

_________________________________________   ____________________________________________________________________  

_________________________________________   ____________________________________________________________________

_________________________________________   ____________________________________________________________________  

_________________________________________   ____________________________________________________________________

_________________________________________   ____________________________________________________________________  

_________________________________________   ____________________________________________________________________

_________________________________________   ____________________________________________________________________  

 List any personal past illnesses and/or surgeries and when they occurred.
PAST ILLNESSES AND/OR SURGERIES DATE

__________________________________________________________________________________ ____________________________

__________________________________________________________________________________ ____________________________

__________________________________________________________________________________ ____________________________

__________________________________________________________________________________ ____________________________

__________________________________________________________________________________ ____________________________

• Do you smoke? . . . . . . . . . . . l Yes   l No If yes, how much? _________________________________

• Do you drink?. . . . . . . . . . . . . l Yes   l No If yes, how much? _________________________________

• Are you on a special diet? . . . l Yes l No If yes, please explain: ______________________________

• Are you on any medications?. l Yes l No If yes, please list on Medication form, medication section

• Do you have allergies?. . . . . . l Yes l No If yes, please list on Medication form, allergies section

PHYSICIAN USE ONLY:  (Comments / Notes)

Level of Service
1 or 2

3
4  -  5

If Answer
0

 1  -  2
3



BLADDER HEALTH QUESTIONNAIRE

• How often do you urinate during the day? _____________________________________________________

• How often to you get up at night to urinate? ___________________________________________________

• Is the amount you pass:. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . l Large     l Average     l Small

• Do you usually have a strong sense of urgency to urinate? . . . . . . . . . . . . . . . . . . . . . . . l Yes     l No

• Do you have to hurry to empty your bladder when full?. . . . . . . . . . . . . . . . . . . . . . . . . . l Yes     l No

• Do you ever not make it and leak urine?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . l Yes     l No

• Can you overcome the sensation of urgency to urinate? . . . . . . . . . . . . . . . . . . . . . . . . . l Yes     l No

• Do you have a warning before losing urine?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . l Yes     l No

• Do you ever accidently wet the bed while you sleep? . . . . . . . . . . . . . . . . . . . . . . . . . . . l Yes     l No

• Do you feel that you are completely emptying your bladder? . . . . . . . . . . . . . . . . . . . . . l Yes     l No

• Do you notice dribbling of urine after voiding? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . l Yes     l No

• Were you ever catheterized because you were unable to void?. . . . . . . . . . . . . . . . . . . . l Yes     l No

• Do you have pain on urination? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . l Yes     l No

• Have you been treated for 3 or more urinary infections? . . . . . . . . . . . . . . . . . . . . . . . . . l Yes     l No

• Have you been treated for an infection within 6 months? . . . . . . . . . . . . . . . . . . . . . . . . l Yes     l No

• Do you leak urine while coughing, sneezing, laughing or lifting?. . . . . . . . . . . . . . . . . . . l Yes     l No

• Do you find it necessary to use some type of protection (pads)? . . . . . . . . . . . . . . . . . . . l Yes     l No



MEDICATIONS
Name ______________________________________________________ Date ________________________________

PLEASE LIST ALL THE MEDICATIONS YOU ARE CURRENTLY TAKING

MEDICATION DOSE HOW OFTEN TAKEN

1

2

3

4

5

6

7

8

9

10

11

12

13

14

PLEASE LIST ALL ALLERGIES

1 5

2 6

3 7

4 8



International Prostate Symptom Score (I-PSS)
Patient’s Name ___________________________________________ Date _____________________ Date Completed ___________________

 0 1 2 3 4 5

 0 1 2 3 4 5

 0 1 2 3 4 5

 0 1 2 3 4 5

 0 1 2 3 4 5

 0 1 2 3 4 5

 0 1 2 3 4 5

 0 1 2 3 4 5 6

1. Incomplete Emptying
 Over the past month, how often have you
 had a sensation of not emptying your bladder
 completely after you finished urinating?

2. Frequency
 Over the past month, how often have you had
 to urinate again less than two hours after you
 finished urinating?

3. Intermittency
 Over the past month, how often have you
 found you stopped and started again several
 times when you urinated?

4. Urgency
 Over the past month, how often have you
 found it difficult to postpone urination?

5. Weak Stream
 Over the past month, how often have you had
 a weak urinary stream?

6. Straining
 Over the past month, how often have you had
 to push or strain to begin urination?

7. Nocturia
 Over the past month, how many times did you
 most typically get up to urinate from the time
 you went to bed at night until the time you got
 up in the morning?

Quality of Life Due to Urinary Symptoms
If you were to spend the rest of your life
with your urinary condition just the way it
is now, how would you feel about that?

   Mostly  Mostly
Delighted Pleased satisfied Mixed dissatisfied Unhappy Terrible

  Less than 1 Less than half About half More than Almost Your
 Not at all time in 5 the time the time half the time always score

      5 times
 None 1 time 2 times 3 times 4 times or more

Total I-PSS Score

The International Prostate Symptom Score (I-PSS) is based on the answers to seven questions concerning urinary symptoms. Each question allows the patient 
to choose one of six answers indicating increasing severity of the particular symptom. The answers are assigned points from 0 to 5. The total score can 
therefore range from 0-35 (asymptomatic to very symptomatic). Furthermore, the International Scientific Committee recommends the use of a question to 
assess the quality of life. The answers to this question range from “delighted” to “terrible” or 0 to 6. Although this single question may or may not capture 
the global impact of benign prostatic hyperplasia (BPH) symptoms or quality of life, it may serve as a valuable starting point for doctor-patient conversation.

The International Scientific Committee, under the patronage of the World Health Organization (WHO) and the International Union Against Cancer (UICC), 
has agreed to use the symptom index for BPH, which has been developed by the American Urological Association (AUA) Measurement Committee, as the 
symptoms assessment tool for patients suffering from prostatism.



SEXUAL HEALTH INVENTORY FOR MEN 

PATIENT INSTRUCTIONS:
Sexual health is an important part of an individual’s overall physical and emotional well-being. Erectile 
dysfunction, also known as impotence, is one type of very common medical condition affecting sexual health. 
Fortunately, there are many different treatment options for erectile dysfunction. This questionnaire is designed 
to help you and your doctor identify if you may be experiencing erectile dysfunction. If you are, you may 
choose do discuss treatment options with your doctor.

Each question has several possible responses. Circle the number of the response that best describes your own 
situation. Please be sure that you select only one response for each questions.

Over the past 6 months:

1.	 How	do	you	rate	your	confidence	that	you	could	get	and	keep	an	erection?
  Very Low Low Moderate High Very High
  1 2  3 4 5

2.	 When	you	had	erections	with	sexual	stimulation	how	often	were	your	erections	hard	enough	for	
penetration	(entering	your	partner)?

  No sexual Almost never A few times Sometimes Most times Almost
  activity or never (much less than (about half (much more than always or
    half the time) the time) half the time) always

  0 1 2 3 4 5

3.	 During	sexual	intercourse,	how	often	were	you	able	to	maintain	your	erection	after	you	had	
penetrated	(entered)	your	partner?

  Did not Almost never A few times Sometimes Most times Almost
  attempt or never (much less than (about half (much more than always
  intercourse  half the time) the time) half the time) or always

  0 1 2 3 4 5

4.	 During	sexual	intercourse,	how	difficult	was	it	to	maintain	your	erection	to	completion	of	
intercourse?

  Did not Extremely Very Difficult Slightly Not
  attempt difficult difficult  difficult difficult
  intercourse     

  0 1 2 3 4 5

5.	 During	sexual	intercourse,	how	difficult	was	it	to	maintain	your	erection	to	completion	of	
intercourse?

  Did not Almost never A few times Sometimes Most times Almost
  attempt or never (much less than (about half (much more than always
  intercourse  half the time) the time) half the time) or always

  0 1 2 3 4 5

SCORE: ________
Add the numbers corresponding to questions 1-5. If your score is 21 or less, you may want to speak with your doctor.


