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	Dear Patient:

Welcome to The Urological Institute of Northeastern New York.  In order to provide quality 
care, we ask that you take the time to review the following:

1. Please complete the enclosed Personal History Form and bring it with you to your appointment. 

2. Bring all old records.  Most important are those related to your current problem.  It would be preferable to have your physician fax or mail this information to us prior to your appointment.  Our fax number is (518) 262-6660.

3. Bring all pertinent X-rays, CAT scans, MRI’s, or Biopsy Slides that have been done.

4. Bring a list of all your current medications and dosages.  We have enclosed a card for your pharmacy information.
5. Please bring your insurance card with you.  Payment or co-Payments are due at the time of check in.  If you do not have your co-payment you will be asked to reschedule your appointment.  We accept cash, checks, and credit/debit cards.  There is an ATM in our lobby for your convenience. If you are a member of an HMO, you will need a referral that is generated by your primary care physician and can be faxed to our office prior to your appointment.     If you arrive at your appointment and we do not have a referral you will be asked to sign a waiver.  
6. Please plan to arrive at least 15 minutes prior to your appointment time for parking and registration.

7. Although we do our best to be prompt, please be patient if we occasionally fall behind. Emergencies do arise and can sometimes lead to delays. We respect your time and will warn you as much as possible in advance about delays. This is however, not always possible. We do encourage and advise you to bring reading material or your laptop if you wish. We look forward to helping in your care.

We look forward to helping in your care! 
Sincerely,

The Urological Institute of Northeastern New York
23 Hackett Boulevard, Albany NY 12208                                          5 Southside Dr., Clifton Park, NY,12065                              Albany IVF: 399 Albany-Shaker Rd., Loudonville, NY 12211            250 Delaware Ave, Delmar, NY 12054
713 Troy-Schenectady Rd., Latham, NY 12110                                       5 Hemphill Place, Malta, NY, 12020                                          81 Miller RD, Schodack, NY, 12033                                                              2001 Fifth Ave, Troy, NY 12180



UROLOGICAL INSTITUTE OF NORTHEASTERN NEW YORK

HISTORY FORM

NAME:_____________________________________________________TODAY’S DATE:____________________

AGE:_________________
DATE OF BIRTH:________________  HEIGHT:___________  WEIGHT:__________

FAMILY PHYSICIAN OR INTERNIST:_____________________________________________________________ 

EMAIL ADDRESS: ______________________________________________________________________________
ALLERGIES:   
1.



4.

2. 5.

3. 6.                     
MEDICATIONS: (please include dosages and times)
                    1.                                                        4.

                           2.                                              
5.

                    3.                                           
6.


REVIEW OF SYSTEMS (do you have any of the following).  Please circle all that apply
	1.  CONSTITUTIONAL m   ‘’’ SYMPTOMS
	
	
	
	8. INTEGUMENTARY
	
	

	     Fever
	YES
	NO
	
	      Skin problems
	YES  
	NO

	     Chills
	YES
	NO
	
	     Breast problems
	YES
	NO

	     Headaches
	YES  
	NO
	
	     Rashes
	YES
	NO

	2.  EYES
	
	
	
	     Hives
	YES
	NO

	     Poor vision
	YES
	NO
	
	9. NEUROLOGICAL
	
	

	     Double vision
	YES
	NO
	
	     Dizziness
	YES
	NO

	     Glaucoma
	YES
	NO
	
	     Tremors
	YES
	NO

	     Cataracts
	YES
	NO
	
	     Memory loss
	YES
	NO

	3.  EARS, NOSE, THROAT
	
	
	
	     Seizures
	YES
	NO

	     Hearing loss
	YES
	NO
	
	10. PSYCHIATRIC
	YES
	NO

	     Sore throat
	YES
	NO
	
	     Depression
	YES
	NO

	     Vertigo
	YES
	NO
	
	     Schizophrenia
	YES
	NO

	4.  CARDIOVASCULAR
	
	
	
	     Anxiety
	YES
	NO

	     Chest pain
	YES
	NO
	
	     Sleep disorder
	YES
	NO

	     Angina  
	YES
	NO
	
	11. ENDOCRINE
	
	

	     High blood pressure
	YES
	NO
	
	     Thyroid problem
	YES
	NO

	     Heart failure
	YES
	NO
	
	     Excessive weight
	YES
	NO

	5.  RESPIRATORY
	
	
	
	     Tired/sluggish
	YES
	NO

	     Shortness of breath
	YES
	NO
	
	      Sugar
	YES
	NO

	     Cough
	YES
	NO
	
	12.HEMATOLOGIC/LYMPHATIC
	
	

	     Emphysema
	YES
	NO
	
	     Enlarged glands
	YES
	NO

	     Asthma
	YES
	NO
	
	     Easy bruising/bleeding
	YES
	NO

	6.  GASTROINTESTINAL 
	
	
	
	     Anemia
	YES
	NO

	     Bloody               xxxstool/hemorrhoids
	YES
	NO
	
	     Cancer
	YES
	NO

	     Ulcers
	YES
	NO
	
	13.ALLERGIC/IMMUNOLOGIC
	
	

	     Colitis/irritable bowel
	YES
	NO
	
	     Allergies
	YES
	NO

	7.  MUSCULOSKELETAL
	
	
	
	     Hay fever
	YES
	NO

	     Arthritis
	YES
	NO
	
	
	
	

	     Joint problems
	YES
	NO
	
	
	
	

	     Gout
	YES
	NO
	
	
	
	

	     Osteoporosis
	YES
	NO
	
	
	
	


PAST MEDICAL HISTORY

1. PREVIOUS ILLNESS: (circle all that apply and write in anything not listed)
AIDS



Constipation   

Parkinson Disease

Anemia


Diabetes

Prostate Disease

Asthma


Diarrhea

Rheumatic Fever

Back Problems

Heart Attack

Stroke




Bleeding Problems

Heart Murmur

Ulcers

Bowel Problems

Hepatitis

Other___________________

Breast Cancer


High Blood Pressure
________________________

Bronchitis





________________________

Cancer

2. OPERATIONS:  (circle all that apply and write in anything not listed)
Appendix


Gallbladder

Prostate Surgery

Back/Disc Surgery

Heart Value

Stone Removal

Bladder Surgery

Hemorrhoids

Testicle Surgery

Bowel Surgery

Hernia


Tonsils

Breast Surgery


Hysterectomy

Ulcer Surgery

Circumcision    

Kidney Surgery
Vasectomy 

Cystoscopy

List any not covered above:___________________________________________
3. INJURIES:__________________________________________________________
4. TREATMENTS:  (list all previous hospitalizations and any long term treatments)
______________________________________________________________________ 

5. OBSTETRIC:  #  of pregnancies________________ # of live births__________

                     # of vaginal deliveries_____________# of cesarean sections______

Any complications:

Age menstruation began:

6. FAMILY HISTORY:  (list all diseases that run in your family)

Kidney disease               Heart disease          Prostate cancer

Alcoholism                     Diabetes                 Father

Anemias                         Stroke                     Brother

7.   SOCIAL HISTORY:

      Your occupation:__________________________________________________ 
       If you are retired, please list what your occupation was when you were working:   

Tobacco use:  packs per day            started at age:     quit at age:

Alcohol use:   none                          occasional           1-2 drinks per day

Drug use (in past)  marijuana           opium           cocaine           other:

Drug use (present) marijuana           opium           cocaine           other        



 

The Urological Institute of Northeastern New York

South Clinical Campus

23 Hackett Boulevard

Albany, New York 12208

Tel.: (518) 262-3341 ● Fax: (518) 262-6660

Patient name _________________________________________



                      (Please Print)

Patient date of birth____________________________________
Please list pharmacy name_______________________________ 

telephone #___________________and fax # ________________
of pharmacy that is used for most refills.   

Sincerely,

Medical Providers 

The Urological Institute of Northeastern New York
AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION

For The Urology Research Database

EXPLANATION AND BACKGROUND

The Urological Institute of Northeastern New York, an affiliate of Community Care Physicians, P.C. and The Capital Region Medical Research Foundation, with the XXXX Foundation has a clinical research department that conducts research trials for new medications and procedures that you may not be able to get otherwise.  Patient If you sign this consent your chart will be s are reviewed to see if you are eligible to participate in any of the ongoing trials.  This information is then kept in a database for future reference trials.  The database will be updated with new information as necessary.  If you are eligible and entered intofor one of our a research trials, we will contact you to explain the study in detail and to see if you are interested in participating.  If you then choose to participate in one of our studies, you will be asked at that time to sign a Research Authorization that is specific for that study which will indicate what information will be used and who will be allowed to access your information.

This form provides information about how your medical records and health information (together, your “records”) will be used and disclosed in the clinical study (“Urology Research Database”) referenced above.  Your records may include information about your blood samples, physical examinations, medical history, radiology reports, surgery reports, medication history, and any other data collected that may be useful to determine if you are eligible for a particular study.

This Signing this form allows the doctors of The Urological Institute of Northeastern New York and the study staff to review your records and put your information into a database.  This may include information about your medical history, physical examinations, blood test reports, radiology reports, surgery reports, medication history, and any similar data that may be useful to determine if you are eligible for a particular study.  

Federal and state laws require that we protect the privacy of your records.  However, absolute confidentiality cannot be guaranteed.   Although we do not anticipate this, you should be aware that legally all of your records and this form also might be reviewed or copied by the U.S. Food and Drug Administration (FDA), by the Albany Medical Center Institutional Review board (IRB) or by other regulatory agencies in this country or in other countries.  These agencies might review your records to check how the study was conductedyour medical information was used or for other uses allowed by law.  If you do not sign this form, your information will not be kept in the database. 

All of your records and this form also might be reviewed or copied by the U.S. Food and Drug Administration (FDA), by the Albany Medical Center Institutional Review board (IRB) or by other regulatory agencies in this country or in other countries.  These agencies might review your records to check how the study was conducted or for other uses allowed by law.    Federal and state laws require the study doctor to protect the privacy of your records.  However, absolute confidentiality cannot be guaranteed because of the need to disclose information as described above.  In addition, after the study doctor discloses your records to others, then the law may no longer protect the privacy of the information. If you would like to know how the Albany Medical College IRB will protect the privacy of your records, you can contact the IRB at the telephone number listed in the consent form.You have the right to see and copy your records related to the study database for as long as the study doctor has this information in his or her possession.  However, if you later agree to participate in a specific study by signing this form you agree that you might not be able to review some of your records related to the that study until after the study has been completed, at which time your right of access will be restored.

This authorization does not have an expiration date.  If you do not cancel this authoriza tion, then it will remain in effect indefinitely..  However, yYou can cancel this authorization at any time by giving usa written notice to the study doctor. 

 If you cancel this authorization, then you no longer will be able to participate in the study.  If you cancel this authorization, then the study doctor will no longer use or disclose your records unless the study doctor needs to do so in order to preserve the scientific integrity of the study.   

AUTHORIZATION

I authorize the use release of my medical records and health information related to this studyfor the research database , including my signed consent form and this addendum, to the sponsor and its representatives, the FDA, The Albany Medical College IRB and other regulatory agencies as described above.  By signing this form, I have not given up any of my legal rights.  I understand that I will may receive a signed copy of this authorization for my records.

_____I will allow my/ my child’s information to be entered into the database

____ I do not want my / my child’s information placed in the database

_____________________________________________________                                     _______________________      Printed Name of Participant or Minor Child                                         Date of birth
_____________________________________________________


_______________________
Signature of Participant/Guardian  

 


Date
I certify that under state law I am the legally authorized representative of the Participant named above (please enter child’s name above) and that I am authorized to sign this form to release the Participant’s medical records and health information as described above.  

_____________________________________________________




   Printed Name of Legal Representative 


_____________________________________________________

                 ______________________            
Signature of Legal Representative



              tive 




Date
The Urological Institute of Northeastern New York

23 Hackett Boulevard

Albany, New York 12208
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(518) 262-3341      (518) 262-6660

THE FOLLOWING ARE HELPFUL GUIDELINES AND INFORMATION THAT WILL ALLOW US TO BETTER ASSIST OUR PATIENTS

PLEASE READ CAREFULLY!

MEDICATION REFILLS

Please let us know at the time of your visit if you need any medication refills.  When requesting medication refills via phone please call 518-262-3341.  Please leave your name, date of birth, telephone number you can be reached at, name and phone number of your pharmacy, and the name, dosage, and quantity of the medication you need refilled.  WE REQUIRE TWO (2) BUSINESS DAYS (Monday thru Friday) TO PROCESS AND COMPLETE YOUR REFILL REQUEST.

TEST RESULTS

· Test results are NOT given out over the phone by any member of our office or nursing staff
· Results of any procedures done in our office will be discussed at your next scheduled office visit
· Results of any tests or blood work ordered by your provider will be discussed at your next scheduled office visit
EMERGENCY ROOM OR HOSPITAL ADMISSIONS

If you are seen in the ER of any hospital or are admitted to any hospital prior to your scheduled visit please let our office know so that appropriate records can be requested by our medical records staff.

IMAGING DONE AT OUTSIDE FACILITIES

If imaging is done at any facility other than Albany Medical Center, Albany Medical Center South Clinical Campus, or ImageCare please bring your films or disks with you to your scheduled office visit.

IMAGING AND BLOOD WORK 

If you receive prescriptions for tests and/or blood work please keep them in a safe place so that you have them when needed.  Prescriptions must be brought with you to the facility the day of your test or when blood work is done.

REFERRAL REQUESTS

Referrals should be faxed to our office before your scheduled appointment.  Referrals should be faxed to 

518-262-1370.  

We require active referrals for all of our patients.  It is the patient’s responsibility to obtain the referral prior to each visit to ensure coverage of your visit by your HMO insurance.  If a referral is not on file, or one is not presented at the time of service, you will be required to sign a waiver valid for only that day.  Co-payments are required at the time of check-in.  

LETTERS/FORMS

· There may be a $20 fee for completing any forms (i.e. insurance or disability forms)

· Please hand any insurance or disability forms to nursing staff when brought into examination room 

· Please request letters and/or excuses from work or school from your provider at the time of your visit  

· Please be specific and provide exact and detailed information when necessary  

RECORDS RELEASE

Medical record releases must be made in writing and signed by the patient or legal guardian of the patient.  If you are requesting medical records be mailed a return address must be provided.  If you are requesting medical records be faxed a fax number must be provided.  Medical records may also be picked up in our office.  Please allow 7-10 days from the time your request is received by our office for your request to be processed and completed.

CANCELLATION POLICY

Appointment cancellations must be made at least 24 hours in advance or you will be subject to a $25.00 fee.
WELCOME TO THE UROLOGICAL INSTITUE
OF NORTHEASTERN NEW YORK

IMPORTANT INFORMATION FOR ALL PATIENTS
We are pleased you have selected our practice for your treatment.  The Urological Institute of Northeastern New York is dedicated to be the leading provider of urological care in the Capital Region.  Whether you are new to our practice or a returning patient, the following information is important for you to know in order for you to receive the best possible care.

PHYSICIANS:  We have several faculty physicians in our practice.  Five of them provide care in general urology.  They also have expertise in specific areas of urology. Drs. Hugh Fisher, Ronald Kaufman and Badar Mian specialize in treating patients with urological cancers.  Dr. Mark White specializes in patients with kidney stones.  Dr. Barry Kogan and Dr Jean Hollowell provide care in pediatric urology.  Dr. Elise De specializes in female urology.  Dr. Donald Rivard sees our general urology patients.  Dr Andrew McCullough specializes in infertility and general urology.
OTHER PROVIDERS:  
Carl Diaz-Parker, PA works in our practice with many of our physicians.  He has trained with our physicians and he is extremely knowledgeable and very personable.  Under the guidance of the physicians, he will often see our patients for follow-up visits.  His work is always reviewed and discussed with our physicians.  

Emily Feauve, PA works in our practice with many of our physicians.  She has trained with our physicians and she is extremely knowledgeable and very personable.  Under the guidance of the physicians, she will often see our patients for follow-up visits and specializes in female incontinence.  Her work is always reviewed and discussed with our physicians.  

Karla Giramonti is a Nurse Practitioner who specializes in Pediatric Urology and General Urology focusing on treatment of kidney stones.  She sees new patient’s and follow-ups in these areas.  She also works closely with many of our other Physicians.

RESIDENT PHYSICIANS:  Because we are an academic medical center, one of our missions is to provide educational opportunities to the next generation of health care providers.  The students and young physicians we work with are just beginning their careers.  They tend to be polite and eager.  Their questions and input often lead up to provide better patient care.  They are always supervised by our faculty physicians.

PHONE CALLS:  Good communication is important to good patient care.  If at any time you have questions about your treatment or condition, feel free to call our office at (518) 262-3341.  Our regular office hours are 8:30am-4:30pm, Monday through Friday.  Please note that competent trained medical personnel assist each physician in our office.  In most cases, these trained nurses/assistants will be able to answer your medical questions.  If not, they have ready access to 

our providers.  If you leave a message you can expect to receive a return call within 24 hours.  If you believe that your call is urgent, please let the receptionist know this at the time of your call and your call will be returned with one (1) hour.  Some of our providers will be happy to accept and respond to questions on e-mail.  This can save the hassle of “telephone tag” and works well for some patients.  If you are interested in this, ask your provider.

REFERALS AND CO-PAYS:  We strive to provide the best service possible to our patients.  Be aware that many insurance companies require a referral before we can see you.  If your insurance requires a referral to cover the cost of your Visit.  PLEASE BRING YOUR REFERRAL AND INSURANCE CARD WITH YOU THE DAY OF YOUR APPOINTMENT or have your primary care office fax a copy to us at (518) 262-6660.  If we do not have a referral, we may not be able to see you.  Many insurance plans also require a co-pay that we must collect at the time you check in.  It is illegal for us not to collect a co-pay if that is required by your insurance.
WALK-IN APPOINTMENTS:  In order to provide the best care for all our patients, appointments must be scheduled in advance.  If you feel you need to be seen immediately, please call our office and ask to speak to a nurse/medical assistant. 
APPOINTMENT CANCELLATION/RESCHEDULING:  We realize your time is valuable and ask for the same recognition in return.  If you are unable to keep this appointment, please call our office as soon as possible at (518) 262-3341 to reschedule.  If our office is made aware far enough in advance, we may be able to give your appointment slot to another patient. 

PRESCRIPTIONS:  When you visit us in the office, we will want to review all your medications.  As part of your course of treatment, your physician may prescribe medication for you.  When you get low, we are happy to telephone in prescription renewals, but please give us a minimum of 48 hours advance notice.  This will give adequate time for us to review your medical record and fill out the required forms.  Also, please be aware that some prescriptions need insurance pre-authorization (for example, Viagra and Flomax).  This process often takes 72

hours.  When you phone in for a refill, be sure to have the pharmacy name and phone number    handy.

SCHEDULING OF SURGERIES OR TESTS:  Your treatment here may involve further testing, biopsy or even surgery.  Most insurance companies require approval before scheduling a test or surgery.  We will often schedule a follow-up visit 1-2 weeks after your test for you to discuss the results with your physician.  If your test has been performed outside Albany Medical Center.
PLEASE BRING THE REPORTS, PATHOLOGY SLIDES AND ANY X- RAY FILMS/CD’s WITH YOU TO YOUR APPOINTMENT.
NOTE: Please be aware that some insurance requires processing of blood work and other specimens at a facility other than a Community Care Facility.  We try to catch this, but ultimately no one knows your insurance better than you and it is your responsibility to let us know.  You will be responsible for charges not covered by insurance.  

COPIES OF MEDICAL RECORDS:  You may have a need for us to send copies of your medical records to another physician.  The law requires that we have a signed authorization form in order to release any copies of your records.  For those patients under the age of 18, a parent or legal guardian must sign the authorization.  Please allow 2-3 weeks turnaround.

FORMS:  Disability forms, Social Security forms, insurance forms, etc., are very complex.  In order for us to fill them out correctly, please allow 1-2 weeks turnaround.  There is a $20.00 fee for form completions.

Thank you for your understanding, and cooperation with these issues.  In our effort to ensure quality care for our patients, we welcome your opinions and suggestions.  If you would like to comment or have concerns, please feel free to call the Practice Manager, Linda Hall at (518) 262-3341. 


