
Date 
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TEXAS t"4. UROLOGY

SPECIALISTS 

Michael Wierschem, M.D. • Huong Hegde, M.D. • Ashley Ross, M.D. 

Mitchell Moskowitz, M.D. 

(Please Fill Out Completely) 

-----------

Home Phone# ___________ _ 

Cell Phone# ___________ _ 

Work Phone# ___________ _ 

E-mail _____________ _

Date of Birth _________ Age ___ _ Marital Status: M S D W Male Female 

Last Name ____________ First __________ Middle ______ _ 

Address: _________________________________ _ 

City ____________________ State ____ ZIP ________ _ 

Patient Employer _______________ Occupation ___________ _ 

Spouse Name _____________ Ok to release Medical Information to spouse? Ye s No 

Emergency Contact ________________ Phone ___________ _ 

Pharmacy Name/ Location _____________ Phone ___________ _ 

Primary Care Doctor _______________ Phone ___________ _ 







�'\r. TEXAS�� UROLOGY 
SPECIALISTS 

AUTHORIZATION FOR RELEASE OF INFORMATION 

DATE: 
--------

I, _________________ , give my permission for Texas Urology 
Specialists' physicians and/or staff to discuss my medical treatment, account information, 
and/or any test results with the following: 

Individual's Name Relationship Phone Number 

*****Note to patient: We are not able to release records or discuss your care with your spouse 

or family without a written release.***** 

THIS AUTHORIZATION WILL REMAIN IN EFFECT UNTIL REVOKED BY ME IN WRITING. 

(Signature of Patient or Responsible Party) (Patient Date of Birth) 

Michael Wierschem, M.D . •  Huong Hegde, M.D •  Ashley Ross, M.D • Mitchell Moskowitz, M.D. 

5425 W. Spring Creek Pkwy, Suite 150 • Plano, TX 75024 • T: 972-403-5425 

5236 W. University Dr, Suite 4500. McKinney, TX 75071 • T: 972-596-6733 

7777 Forest Lane, Bldg C724. Dallas, TX 75230 • T: 972-566-5400 

www.TexasUrologySpecialists.com 



�� TEXAS t,� UROLOGY 
SPECIALISTS 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

Texas Urology Specialists is committed to protecting your privacy and ensuring that your health 

information is used and disclosed appropriately. This Notice of Privacy Practices identifies all 
potential uses and disclosures of your health information by our practice and outlines your 
rights with regard to your health information. Please sign the form below to acknowledge that 
you have received our Notice of Privacy Practices. 

I acknowledge that 1 have received a copy of the Notice of Privacy Practices of 
Texas Urology Specialists. 

Print Name: 

Signature: 

Name of Personal Representative (if appropriate): _____________ _ 

Signature of Personal Representative (if appropriate): ____________ _ 

Date: 
----------

------------------------------------------------------------------------------
-------------------------

----

(TUS) Use Only 

Date acknowledgement received: ------- by: ____________ _

-OR-

Reason not obtained: 

Michael Wierschem, M.D . •  Huong Hegde, M.D • Ashley Ross, M.D • Mitchell Moskowitz, M.D. 

5425 W. Spring Creek Pkwy, Suite 150 • Plano, TX 75024 • T: 972-403-5425 

5236 W. University Dr, Suite 4500. McKinney, TX 75071 • T: 972-596-6733 

7777 Forest Lane, Bldg C724. Dallas, TX 75230 • T: 972-566-5400 

www.TexasUrologySpecialists.com 








