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Authorization To Use And Disclose Health Information 
(Note: This form can not be used to authorize a release of HIV- related information) 

Patient Name: 

Last First Middle 

Home Address: 

Specify Information And Recipient To Be Disclosed: 

By my signature below, I herby authorize the practice to use or disclose to the recipient my 
health information for the term of this Authorization for the following specific purpose(s)YAt the 
request of the patient" is sufficient if the patient is initiating this 
Authorization): 

I understand that once the practice discloses my health information to the recipient in 
accordance with the terms and conditions of this Authorization, the practice cannot guarantee that 
the recipient will not redisclose my health information to a third party. Any such third party may 
not be required to abide by this Authorization or applicable federal and state law governing the 
use and disclosure of my health information 

I understand that the practice will directly or indirectly, receive remuneration from a third party in 
connection with the use or disclosure of my health information. 

I understand that I may refuse to sign ormay revoke (at anytime) this Authorization for any 
reason and that such refusal or revocation will not affect the commencement, continuation or 
quality of the practice's treatment of me; except, however, if my treatment at the practice is for the 
sole purpose of crating PHI for disclosure to the recipient identifed in this Authorization, in which 
case the practice may refuse to treat me if I do not sign this Authorization. If my treatment is 
related to my participation in a research study, I understand that the practice may refuse to treat 
me if I do not sign this Authorization," and (2) the patient would be permitted to designate an 
expiration datelevent of "none. 

I understand my Authorization will remain in effect until the term of Authoriiation expires or I 
prove a written notice of revocation to the practice's Office Manager at the address listed below. 
The revocation will be effective immediately upon the Practice's receipt of my written notice. 
except that the revocation will not have any effect on any action taken by the practice in reliance 
of this Authorization before it received my written notice of revocation. 

The address of the practice's Ofice Manager is: 372 Post Ave. Westbury NY 11590 
and I may contact the Office Manager by telephone at: 516-334-8400 

I have read and understand the terms of this Authorization and I have had an opportunity to ask 
questions about the use and disclosure of my health information: I herby, knowingly and 
voluntarily, authorize the practice to use or disclose my health information in the manner 
described above. 

Signature of Date 



PATIENT HISTORY FORM 
TcUafs Oate / / oate of Birth I / 

Last Name First Name Middle 

Chief Cornpiairit What is the reason for your visit today 7 (Describe your problem) 

History of Present Illness 
Location d problem 
Abdomen BaWK~dney Bladder Genitals Urine Infertility 
Other 

On a Soale of 1-10. with 10 being the m m  revere. cirde the 
number that best describes the problem? 

1 2 3 4 5 6 7 8 9 1 0  

When did wu first nofice the problem? 
2 days ago 2 weeks ago 1 morrth ago 
Other 

Dws anything help or make the problem WOE? 
Moving around LifD'ng/ Strain~ng Eabng/ Drinking 

i Mher 

I List any pzst Surgeries and when they murred 

How long d ~ e s  the problem last? 
30 minutes 1 hour ftis always there 

Ls anything else mun ing  at the same time? Yes No 
Nausea /Vomiting Fever / Chills Diarrhea 
Other 

k there pain? Yes No (if yes. please describe) 
Dull Sharp Comes and goes Always there 
Other 

Does the pmblem interfere with y ~ u r  nomd functims? 
Ye8 No (ifp, please explain) 

Past Medical History 

Do you have any allergies? Yes No (If yes, please explain) 

Lit all past w present medical pmblems 

Social Histcry & Family History 
Do you smoke? Yes No L i i  all the medical problems in your immed~tefarnily 
lf yes, how much? How long7 Family history of Prostate Cancer 

List any medication, herbs or suppkmenm p u  take 

I I 0 Family history of Kidney Cancer 
Do you Drink? Y e  No 0 Family history of Kidney Stones 
If ye5 How Much? 0 Family history of Breast Cancer 

1 Are you on a special diet? Yes No (If yes. please explain) 1 I) Family history of Colon Cancer 



Joint pain 
Muscle pain 
Mher 

Neurologic 
Dizzy Spells 
seizures 
Weakness 
Other 

Endocrine 
Appetite changes 
Excessive thirst 
Appetite changes 
Other 

HematUlOgical/Lymphati~ 
Blood clotting problems 
Swollen glands 
Excessive bleeding 
Other 

Review of Systems 
Dd you now or have you had any problems related to the following systems? Please check boxn 

Yw may explain anypasitive answers in  the space p h d d  

U& n n o  
oyes u r n  

O y e s  O M  
D yes 0 no 
n yes o na 

n yes o no 
n yes u no 
Dyes n n a  

o yes o no 
n p  o n 0  
q yes no 

Cowtitutional Symploms 
Chills q yes q no 
Fever q yes no 
Fatgue o y e s  O M  
Other 

skin 
Bruising q yes no 
Penistent itch O yes O no 
Skin rash q yes 0 no 
Other 

Head/Ear/Eye/NosePmt 
Headache yes 0 no 
Ringing in the ear Uyes Dno 
Nasal congestion u yes 0 no 
Other 

Respiratot~ 
Frequent cough O y e s  1 3 ~  
wheezing n yes fl no 
Shortness of breath q yes D no 
Mher 

Cardiovascular 
C h d  w i n  U y e s  Dno 
High blood pressure q yes O no 
Mher 

Gastrointestinal 
Abdominal pain D y e s  O m  
constipation 0 y e s  n n o  
Nausea/vomiting 
Other 

ys . 

MfficulOskeletaI 
Back uain C yes no 

I a is possible that I am pregnant 

Male GU History 
q HrmahPia 

Change in mhuy stream 
u ~ a i k f u ~  urination 
q flank Pain 
0 Urinary frequency 
0 Urinary hesltency 
0 Erection problem 
n incomplete bladder emm-ng 
13 Urinary incontinence (Loss of Urine) 
o Penile lesions 

Tffiticular mass 
0 Testicular pain 

Urethral (Penile) discharge 
u Urinary urgency 
O urination at night 
0 I P S  score 

Other 

Female GU H i  
Absence of Menstruation 

0 Bload in urine 
n Change in bladder habbits 

Flank pain 
D Frequent urination 
n rncQmp1ete bladder emptying 

~ncontinence (loss of Urine) 
q painful intercoutsc 
3 Urinary urgency 
O Urination at night 

L I 
If you need t o  add additional information please do so below: 


