The Urological Institute of Northeastern New York

23 Hackett Boulevard, Albany NY 12208    713 Troy-Schenectady Road, Latham NY 12110

Tel (518) 262-3341    Fax (518) 262-6660

Dear New and Returning Patient,

Welcome to the Urological Institute of Northeastern New York. I look forward to meeting you at our first appointment.

Forms
In order to accomplish as much as possible during this visit, I request that you fill out the enclosed paperwork ahead of time. This is important even if you have seen another urologist in our office. It serves two purposes for your benefit:

1) We will best be able to address your needs in the first visit.

2) We will provide safer, more comprehensive care with your accurate information.

Be assured that although much of the information is private, your confidentiality is optimally protected in our office.

Medical Records
If you have seen other doctors for treatment, surgeries, or diagnostics related to your visit, copies of those records will be very useful. Due to privacy laws, your other doctors will require that you sign a release of medical records. This paperwork is inconvenient for everyone, but is designed for your protection. Your referring physician will need to fax your records to our office (Fax # 262-6660).

Important to Remember
Bring with you:

· Your co-pay is due at time of visit. If you do not have your co-pay you will be asked to
 reschedule your appointment.  We accept cash, check, or credit/debit card.  An ATM is available
 in our main lobby for your convenience.

· Completed Patient History and Registration Form

· Actual images or relevant X-rays you have had, plus written reports

· Your insurance card and drivers license 
· A book in case there is a wait

To avoid inconvenience, please note the following:

· Please plan to arrive early, allow at least 15 minutes prior to appointment time for parking and registration.

· If you are a member of an HMO, you will need a referral form that is generated by your primary care physician and can be faxed to our office prior to you appointment at 518-262-6660. If you arrive at your appointment and we do not have a referral, the office staff will ask you to sign a waiver. 
Questions
If you have any questions, please call 518-262-3341 and ask for my secretary.

Thank you for your time. We will use this information to the best of our ability to server your needs.

Sincerely,

Elise De, MD

PLEASE BRING THIS FORM WITH YOU THE DAY OF YOUR APPOINTMENT

PATIENT REGISTRATION FORM

NAME:__________________________________________________________________________________



(Last)



   

(First)




(MI)

MAIDEN NAME:_________________________________________________________________________

ADDRESS:
___________________________________________________________________________



___________________________________________________________________________




City




State 


Zip Code

HOME PHONE: (______) ______-___________WORK PHONE: (_____) ______-___________Ext.________
CELL PHONE: (______) ______-___________
SS#:__________-______-__________
DOB: _______/_______/_______
SEX:  M____  F____

NEXT OF KIN (will be called if we cannot reach you as back up for abnormal lab results etc)
NAME:____________________________________ RELATIONSHIP TO PATIENT:______________________ 
ADDRESS:
_______________________________________________________________________________
HOME PHONE: (_______) ______-___________   WORK PHONE: (_______) ______-___________Ext,______
2nd EMERGENCY CONTACT NAME AND PHONE (will be called as back up for abnormal lab results etc): 

NAME/RELATION: __________________________________         PHONE:      (______) ______-___________

OCCUPATION:_____________________________________________________________________

EMPLOYER: _______________________________________________________________________
GUARANTOR: (Person responsible for payment.  This is usually the patient if 18 years of age or older.)

NAME:___________________________________________________
DATE OF BIRTH:_________________

ADDRESS:
______________________________________________________________________________


______________________________________________________________________________
HOME PHONE: (_______) ______-___________   WORK PHONE: (_______) ______-___________Ext,_____

RELATIONSHIP TO PATIENT:_________________________________________________________________
INSURANCE INFORMATION: (Will take copy of insurance card)

PRIMARY (FIRST TO BE BILLED)

Insurance Company Name:_____________________________________________________________________

Address: ___________________________________________________________________________________

Phone Number: (_______) _______-_____________

Subscriber Name:_____________________________________________ SS#__________-______-__________
Subscriber Date of Birth: ________/________/________

SECONDARY INSURANCE

Insurance Company Name:____________________________________________________________________
Address: ___________________________________________________________________________________

Phone Number: (_______) _______-_____________

Subscriber Name:_____________________________________________ SS#__________-______-__________
Subscriber Date of Birth: ________/________/________
PRIMARY CARE PHYSICIAN:

NAME OF PHYSICIAN:________________________________________________________________________

SPECIALTY:_________________________________________________________________________________

ADDRESS:
_______________________________________________________________________________
PHONE: (_______) ______-___________   FAX: (_______) ______-___________
REFERRING PHYSICIAN INFORMATION: (If not the same as Primary Care Physician)

NAME OF PHYSICIAN:________________________________________________________________________

SPECIALTY:_________________________________________________________________________________

ADDRESS:
_______________________________________________________________________________

PHONE: (_______) ______-___________   FAX: (_______) ______-___________
History Form – Initial Visit
NAME: (Mr./Mrs./Ms./Dr.)_____________________________________              Date of Birth: __________

CHIEF COMPLAINT (reason for visit):
Referring Doctor:_________ __________________________ Other doctors to receive copy of notes: _____________________________________

Address, phone, and fax: _____________________________  Address phone and fax: _________________________________________________

________________________________________________________________________________________________________________________
1) How long have you had the problem? __________________ 2) What other symptoms are related to this problem?____________________________

________________________________________________________________________________________________________________________
3) How bad is it?                                               0        1      2      3       4       5       6
   7       8       9       10

                                                       Not bad-------------------------------------------------------(Worst imaginable

________________________________________________________________________________________________________________________
4) How much does it affect your daily life?        0    1      2      3       4       5       6    7       8       9       10

                                                                     No bother-------------------------------(Can’t function at all
________________________________________________________________________________________________________________________

5) Does it affect one area or move about (radiate?) 
 ____________________________________

6) Do you already have a diagnosis for the problem? □ Yes (Please Indicate) □ No  _______________________________________________________

7) What do YOU worry the problem might be?
 _______________________________________________________________________________

8) What have you or other doctors/urologists done so far? (Records will help):
Urination:
□ No problems 

□ Frequency every ___ hours while awake 
□ Nightime voids   ___ times per night

□ Urgency 

□ Straining 




□ Incomplete emptying 


□ Urinary retention
□ Post-void dribbling 



□ Difficulty starting stream 


□ Pain during void (describe):

□ Stopping and starting 


□ Slow stream

Leakage: 
□ No

Leak Frequency:
□ Constant 
□ 3+/day 
         □1x/d 
□3x/wk 
       □1x/wk 
□1x/mo       
□ Never wet



Cause:

□ Coughing/Sneezing  
□ Sit to standing position  
□ Lifting





□ Urge rushing to BR  
□ Temperature change  
□ Key in door





□ Delayed emptying  
□ Only at night  

□ Only in day





□ I am not sure I am just wet  


□ Cannot get to bathroom-mobility



Amount per leak:
□ 1 drop 
 
□ 1 tablespoon  
□ 1 cup  

□ Entire Bladder



Management:
□ Pads (# per day: __________, Type:______________) 
□ Change clothes/bed sheets  
□ Other: _____________

Blood in the urine:

□ Yes □ No

Urinary tract infection:
□ Yes □ No
□ How many in the past year?: ___   
□ Did you have lab cultures? □ Yes (records useful) □ No 
How are you managing your urine:
□ Normal voiding
□ With a tube in all the time 
□ Intermittent Catheterization
_____ 
times per day

□ Usual amount obtained: 
_____ 
□ ml or □ ounces
□ Problems: ____________________________________
Bowels: 
□ Constipation managed by: ______________________  
□ Irritable Bowel Syndrome        □ Ulcerative Colitis      
□ Crohn’s Disease

□ Neurogenic Bowel managed by:  
□ Digital Stimulation  
□ Suppository 



□ Enema

□ Fecal Incontinence:   

□ Small Stain  

□ Large amount requiring change of clothes  
□ No control

For Women, Pelvic Organ Prolapse:  □ Sensation of bulge coming out of the vagina? 
□Yes □ No  
□Details:___________________
Sexual Symptoms: 
□ No problems
□ Not sexually active 
□ Lack of desire
□ Poor arousal
□ Poor orgasm

□ Men: 

□ Unsatisfactory erections 
□ Bend  
□ Pain  
□ Prior treatments:  ____________________________________________
□ Women: 

□ Dryness 
□ Surface Pain 
□ Pain deep inside

□ Birth control method: ________________________

□ I DO want treatment for sexual issues □ I DO NOT want treatment 
□ Relationship issues are a major factor
Do you worry you might be at risk for a sexually transmitted disease? □ Yes □ No    If yes, why? ________________________________________

Reproductive Health
□ # of children:  ____.  # biological children: ___ (If none: □ I chose not to have children      □ I could not have children
□ I have not decided)
□ # of pregnancies: ____
# of live deliveries: ____  Outcome of other pregnancies: ________________________
Mode of delivery (check all that apply):   □ Natural (vaginal)   
□ Forceps    □ C-section         Major tears or problems: ___________________________

□ Pre-menopausal 
□ Peri-menopausal

□ Post-menopausal
Kidney (upper urinary tracts):

□ No problems

□ Pain I think is related to my kidney

□ Current kidney stone
□ Past kidney stone (Details: ____________________________)
□ Current or past kidney cancer (Details: _____________________________________________)

□ Renal insufficiency    
□ Renal failure (on dialysis) 

□ Prior kidney transplant

Pelvic Pain (area between hip bones):

□ I do not have pelvic pain       □ I have had pelvic pain for_____ years   □ Prior treatments or diagnostic tests (records useful):________________________

PAST MEDICAL HISTORY:

Please list ALL of your medical problems, past and present. 

□ Absolutely no medical problems

□ Heart disease: 
□ Heart attack 
□ Stent 
□ Heart Surgery 
□ Valve/murmur problems (Any special antibiotics?_____________________)
□ Lung disease (describe): ___________________
□ Liver disease 
□ Kidney disease 

□ Intestinal disease   (see first page: __________)
□ Diabetes 

□ High blood pressure 
□ High cholesterol 
□ Poor leg arterial flow
□ Blood clots in the leg veins 
□ Sexually transmitted disease 
□ Tuberculosis

□ Neurological disease:
□ Slipped disk   
□ Stroke  
 □ Spinal cord injury   □ Head injury  
□ Multiple Sclerosis    □ Parkinson’s Disease  



□ Details: _____________________________________________

□ Other medical problems:
________________________________________________________________________________________________
__________________________________________________________________________________________________________________________
Height:
________□ Feet/inches
□ Meter/cm
Weight:
____________□ Pounds       
□ Kilograms
Smoking

□ Never
□ Current
   
□ Prior:  (Age quit: ___)
□ # years smoking: ____ 
□ # Packs per day: _____

Alcohol: 
Average drinks per week: ____
Type: Beer____ 
Wine ____ 
Liquor ___ (#oz per drink:____)

Ever have “trouble” with alcohol? 

□ Yes □ No

Have you quit in the past?


□ Yes □ No    Year quit:_____

Have you ever felt you should cut down on your drinking?  
□ Yes □ No 

Have people annoyed you by criticizing your drinking?       
□ Yes □ No


Have you ever felt bad or guilty about your drinking?
□ Yes □ No 

Have you ever had a drink first thing in the morning to steady your nerves or get rid of a hangover (eye opener)?   
□ Yes □ No

Drugs: Have you ever had trouble with other drugs?
□Yes □ No     Currently?  □ Yes □ No (Year quit:_______) Details: _________________________
Health maintenance: When was your last:
□ Colonoscopy / sigmoidoscopy  ________


□ Men:

□ PSA test ________  
□ Rectal exam  _______ 
□ Testicular self exam  _________

□ Women:

□ PAP smear _______ 
□ Mammogram_______
Have any of the above ever been abnormal?   □ No □ Yes (Details):____________________________________________________________________
PAST SURGICAL HISTORY:  Please list ALL prior surgeries, including childhood surgery. 

Please provide written records of any prostate, kidney, urethra or bladder surgery as well as hysterectomy or bladder suspension.
Operation type


Year


Comments (e.g. problems)
     Surgeon/Hospital if Known
_________________________________
_______________________
_______________________
     ________________________
_________________________________
_______________________
_______________________
     ________________________
_________________________________
_______________________
_______________________
     ________________________
_________________________________
_______________________
_______________________
     ________________________
_________________________________
_______________________
_______________________
     ________________________
_________________________________
_______________________
_______________________
     ________________________
_________________________________
_______________________
_______________________
     ________________________

Medications:  Please include aspirin, motrin, coumadin (warfarin) and herbal medications. Try to give exact doses, frequency and reason taken:
Medication              Each Tablet Dose     # Tablets Taken Each Time       Times taken per day
 
Reason Taken___
1)_____________________________________________________________________________________   ___________________



2)_____________________________________________________________________________________   ___________________

3)_____________________________________________________________________________________   ___________________

4)_____________________________________________________________________________________   ___________________

5)_____________________________________________________________________________________   ___________________

6)_____________________________________________________________________________________   ___________________

7)_____________________________________________________________________________________   ___________________

8)_____________________________________________________________________________________   ___________________

Allergies:
Medication
                                                          Reaction (e.g. hives, rash, vomiting, anaphylaxis_____________
1)__________________________________________________________________________________________________________
2)__________________________________________________________________________________________________________

Allergy to Latex ?


□ Yes 
□ No       

Allergy to IV Xray dye?     
    
□ Yes 
□ No
Family History:   Please list any medical problems in parents, siblings, or children, or any diseases that affect many members of your family:

Disease:



Family Relation(s) 

Age 1st Diagnosis:

□ Heart attack


________________________ 
____________________
□ Stroke



________________________
____________________
□ Cancer


________________________ 
____________________ 
□ Organ type: ________

________________________ 
____________________
□ Organ type: ________
□ Deep venous thrombosis (clot deep in leg)  ______________________ 
____________________ 

□ Pulmonary embolus
(clot traveling to lung) _____________________ 
____________________
□ Leakage of urine


________________________ 
____________________
□ Prolapse female organs

________________________ 
____________________
□ Other:________________________________________________________________________________

Social History:

Who lives with you, and what is their relation to you: _______________________________________________________________________________
□ Married  
□ Separated    □ Divorced  
□ Widow
    □ Completely Single    □ Live-in for ____ yrs  
□ Dating one    □ Dating many

Sexual orientation: 

□ Straight (heterosexual)  
□ Gay /Lesbian (homosexual)

Occupation, Present or Prior: 

______________________________
Education: 
________________________________________
Currently working: 


□ Yes (including homemaker) 
□ No:    □ Retired 
□ Unemployed     □ Disabled

Safety: Please tell us if you would like referral to a therapist. The 24 hour National Domestic Violence Hotline is: 1-800-799-SAFE (7233) 
Have you ever been hit, hurt, threatened or abused? 

□ Yes □ No
Currently? 


□ Yes □ No 

Have you ever been sexually abused?


□ Yes □ No
Please alert us to your concerns regarding physical exam or testing. 
Race/Ethnicity:
□ White (European Caucasian)
□ African American           □ Asian non-Indian                □ Asian-Indian / Middle Eastern

□ Latino Caucasian 

□ Latino of Native American Origin

□ Native American Tribe: __________ 
□ Other: ____________________
Review of Systems: CIRCLE if  you have had any of these symptoms in the last FOUR MONTHS:

General: 
Recent Illness (e.g. ER visit): ______________________________________________________________________________________
General:
Fever


Chills



Itchiness


Rashes



Breast lump

Skin lesions


Allergies


Immunity problems


Heart:
Chest pain, pressure 
Shortness of breath with exertion 
Ankle swelling

Pain in calves with exertion 
Needed >1 pillow to sleep 
Awoke breathless at night  

Noticed heart racing

Lungs: 
Cough: sputum, blood 
Shortness of breath

Wheeze  


Snored loudly

Recent chest X-ray (describe results): _________________________

GI:

Abdominal pain 

Weight gain > 10 lbs 

Weight Loss > 10 lbs  
Bloating, distention

Nausea


Vomiting


Blood in stool 

Diarrhea



Neuro:
Change in vision

Change in hearing


Change in speech

Headaches

Balance Trouble

Fainting



Dizziness


Tremors
Weakness

Numbness


Concentration

Seizures

Memory 


Sleep disturbances


Blackouts

Psych:
Depression

Anxiety



Other: _________________

Endocrine:
Intolerance hot weather 
Intolerance to cold weather

Sweating 

Fatigue 


Neck swelling 

Hair changes 


Voice changes

Thirst

Heme:
Difficulty stopping bleeds 
Lumps under arms, neck, loin 
History of clots in legs, lungs

Rheum:
Joints: pain, stiffness
Fingers painful/ blue in cold 
Dry mouth

Dry eyes 



Back pain

Neck pain


Prior work-up for back pain: ______________________________ 

RECENT PRIOR TESTING (records if possible): 


Approximate Date/ Result/ Doctor/ Hospital:
LABS:



PSA



____________________________________________
Creatinine


____________________________________________

Urinalysis and Culture

____________________________________________

XRAYS (actual images please):
CT scan of the abdomen

____________________________________________

IVP / VCUG


____________________________________________

Ultrasound of the kidneys

____________________________________________

DIAGNOSTIC TESTING:

Cystoscopy


____________________________________________





Urodynamics


____________________________________________

OTHER:



____________________________________________________________________________

I have filled out this form to the best of my knowledge. 
Signed,

Your Name
________________________________________________________

Date 
________________________________________________________

Thank you very much for providing this information.  We will do our absolute best to take care of your health care needs.

             American Urological Association Symptom Score (AUASS)
For Both Men and Women
	NAME: _________________________________

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

	Incomplete emptying
Over the past month, how often have you had a sensation of not emptying your bladder completely after you finish urinating?
	0
	1
	2
	3
	4
	5
	

	Frequency

Over the past month, how often have you had to urinate again less than two hours after you finished urinating?
	0
	1
	2
	3
	4
	5
	

	Intermittency

Over the past month, how often have you found you stopped and started again several times when you urinated?
	0
	1
	2
	3
	4
	5
	

	Urgency

Over the last month, how difficult have you found it to postpone urination?
	0
	1
	2
	3
	4
	5
	

	Weak stream

Over the past month, how often have you had a weak urinary stream?
	0
	1
	2
	3
	4
	5
	

	Straining

Over the past month, how often have you had to push or strain to begin urination?
	0
	1
	2
	3
	4
	5
	


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

	Nocturia
Over the past month, many times did you most typically get up to urinate from the time you went to bed until the time you got up in the morning?
	0
	1
	2
	3
	4
	5
	


	Total IPSS score – This calculated score will ‘measure’ the degree of symptoms for any given patient at any given moment in time.  It is extremely useful for following the progress of the disorder and the progress of treatment.


	Please total above here:




Total score: 0-7 Mildly symptomatic; 8-19 moderately symptomatic; 20-35 severely symptomatic.

	Quality of life due to urinary symptoms


	Delighted
	Pleased
	Mostly satisfied
	Mixed – about equally satisfied and dissatisfied
	Mostly dissatisfied
	Unhappy
	Terrible

	If you were to spend the rest of your life with your urinary condition the way it is now, how would you feel about that?
	0
	1
	2
	3
	4
	5
	6


Lower Urinary Tract Symptoms Questionnaire

NAME: ______________________________ DATE: _____________

Instructions: Please mark only one answer for each question and do not handwrite any answers. Most symptoms vary from day to day. We understand that if you check off more than one you feel that you will be providing more information about your condition. Please do not do this. Just check the box that best describes you. You will have the opportunity to discuss your symptoms in more detail with your doctor.

1.   How often do you usually urinate during the day?*

___
no more often than once in 4 hours

___
about every 3 – 4 hours

___
about every 2 – 3 hours

___
about every 1 – 2 hours

___
at least once an hour

2.   How many times do you usually urinate during the day?*

___
8 or less times

___
9 – 10  times

___
11 – 12 times

___
13 – 14 times

___
15 or more times

3. How often do you usually urinate during the night?*

___
never

___
about every 3 – 4 hours

___
about every 2 – 3 hours

___
about every 1 – 2 hours

___
at least once an hour
4. How many times do you usually urinate at night (from the time you go to bed until the time you wake up for the day)?*

___
0-1 times

___
2 times

___
3 times

___
4 times

___
5 or more times
5.  What is the reason that you usually urinate?

___
out of convenience (no urge or desire)#
___
because I have a mild urge or desire (but can delay urination for over an hour if I have to)
___
because I have a moderate urge or desire (but can delay urination for more than 10 but less than 60 minutes if I have to)
___
because I have a severe urge or desire (but can delay urination for less than 10 minutes)
___
because I have desperate urge or desire (must stop what I am doing and go immediately)

6.    Once you get the urge or desire to urinate, how long can you usually postpone it comfortably?

___
More than 60 minutes

___
About 30 – 60 minutes

___
About 10 – 30 minutes

___
A few minutes (less than 10 minutes)

___
Must go immediately

7. How often do you get a sudden urge or desire to urinate that makes you want to stop what you are doing and rush to the bathroom?

___
Never (Go to question 11)

___
Rarely (Go to question 9)

___
A few times a month (Go to question 9)

___
A few times a week (Go to question 9)

___
At least once a day (Go to question 8)

8.  How often do you get a sudden urge or desire to urinate that makes you want to stop what you are doing and rush to the bathroom?

___     Once  a day

___     Twice a day

___     Three times a day

___     Four times a day

___     Five or more times a day

9. How often do you get a sudden urge or desire to urinate that makes you want to stop what you are doing and rush to the bathroom but you don’t get there in time (ie you leak urine or wet pads)?

___
Never (go to question 11)

___
Rarely (go to question 11)

___
A few times a month (go to question 11)

___
A few times a week (go to question 11)

___
At least once a day (go to question 10)

10. How often do you get a sudden urge or desire to urinate that makes you want to stop what you are doing and rush to the bathroom but you don’t get there in time (ie you leak urine or wet pads)?

___   Once  a day

___   Twice a day

___   Three times a day

___   Four times a day

___   Five or more times a day

11. How often do you experience urine leakage when you sneeze?

___  Never (go to question 16)

___  Rarely (go to question 16)

___  A few times a month (go to question 16)

___  A few times a week (go to question 16)

___  At least once a day (go to question 12)

12. How often do you experience urine leakage when you cough?

___  Never (go to question 16)

___  Rarely (go to question 16)

___  A few times a month (go to question 16)

___  A few times a week (go to question 16)

___  At least once a day (go to question 13)

13. How often do you experience urine leakage when you lifting &bending?

___  Never (go to question 16)

___  Rarely (go to question 16)

___  A few times a month (go to question 16)

___  A few times a week (go to question 16)

___  At least once a day (go to question 14)

14. How often do you experience urine leakage when you changing positions?

___  Never (go to question 16)

___  Rarely (go to question 16)

___  A few times a month (go to question 16)

___  A few times a week (go to question 16)

___  At least once a day (go to question 15)

15. How often do you experience urine leakage related to physical activity (lifting, bending, and changing positions, coughing or sneezing) ?

___  Once  a day

___  Twice a day

___  Three times a day

___   Four times a day

___   Five or more times a day

16. How often do you wet yourself, your pads or your clothes without any awareness of how or 
       when it happened.

___
Never

___
Rarely

___
A few times a month

___
A few times a week

___
At least once a day


17. In your opinion how good is your bladder control?


 ___
 Perfect control

 ___      
Very good

 ___
Good

 ___
Poor

 ___
No control at all

18) How often do you have a sensation of not emptying your bladder

completely after you finish urinating?

___
Never

___
Rarely

___
A few times a month

___
A few times a week

___
At least once a day

19) How often do you stop and start during urination?


___
Never

___
Rarely

___
A few times a month

___
A few times a week

___
At least once a day

20) How often do you have a weak urinary stream?


___
Never

___
Rarely

___
A few times a month

___
A few times a week

___
At least once a day

21) How often do you push or strain to begin urination?

___
Never

___
Rarely

___
A few times a month

___
A few times a week

___
At least once a day

22) How bothered are you by your bladder symptoms?

___
Not at all

___
A little bit

___
Somewhat

___
A lot

___
I find it intolerable

Answer the next question only if you have begun treatment for your bladder condition

23). Compared to the way you were before your treatment with _________,

do you consider yourself to be:

___
Cured

___
Very much improved

___
A little bit improved

___
About the same

___
Worse

2-DAY VOIDING DIARY
Name:__________________________________________Date:___________________

	MARK TIME UP FOR DAY & BEDTIME
	TIME
	VOIDED 

VOLUME

oz/mL/cc
	FAILED VOID
	VOLUME LIQUIDS

DRUNK

oz/mL/cc
	If leak:

WET
	If cathing:

CATH

VOLUME
	If meds:

DIURETICS

	“Awake”

“In Bed”
	
	Each void

e.g.

30cc/145cc
	Mark if tried and unable
	Record type: e.g. coffee
	Yes or No
	Amount Catheterized
	Mark Water Pills if Taken

	
	5-7      am
	
	
	
	
	
	

	
	7-9      am
	
	
	
	
	
	

	
	9-11    am
	
	
	
	
	
	

	
	11a-1  pm
	
	
	
	
	
	

	
	1-3      pm
	
	
	
	
	
	

	
	3-5      pm
	
	
	
	
	
	

	
	5-7      pm
	
	
	
	
	
	

	
	7-9      pm
	
	
	
	
	
	

	
	9-11    pm
	
	
	
	
	
	

	
	11p-1  am
	
	
	
	
	
	

	
	1-3      am
	
	
	
	
	
	

	
	3-5      am
	
	
	
	
	
	

	
	5-7      am
	
	
	
	
	
	

	
	7-9      am
	
	
	
	
	
	

	
	9-11    am
	
	
	
	
	
	

	
	11a-1  pm
	
	
	
	
	
	

	
	1-3      pm
	
	
	
	
	
	

	
	3-5      pm
	
	
	
	
	
	

	
	5-7      pm
	
	
	
	
	
	

	
	7-9      pm
	
	
	
	
	
	

	
	9-11    pm
	
	
	
	
	
	

	
	11p-1  am
	
	
	
	
	
	

	
	1-3      am
	
	
	
	
	
	

	
	3-5      am
	
	
	
	
	
	

	
	5-7      am
	
	
	
	
	
	

	
	7-9      am
	
	
	
	
	
	

	
	9-11    am
	
	
	
	
	
	


Instructions: Please record ALL urine for 2 days including nighttime voids.

NIGHTTIME VOIDS: circle all voids AFTER falling asleep including 1st AM VOID

TOTAL Day #1: 
24 hour voided volume:

__________




    
Nighttime voided volume:

__________

TOTAL Day #2: 
24 hour voided volume:

__________





Nighttime voided volume:

__________ 

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

(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/CD’s FILMS 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. 

