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Notice of Privacy Practices L

Effective Date: September 23, 2013

NORTH SHORE-LI] HEALTH SYSTEM -

This Notice describes how protected health information
about you may be used and disclosed and how you can get
access to this information. Please review it carefully.

What is the Notice of Privacy Practices?

The Notice explains how we fulfill our commitment to respect the privacy and conﬁdentlahty of

your protected health information. This Notice tells you about the ways we may use and share youzr
protected health information, as well as the legal obligations we have regarding your protected heaith
information. The Notice also tells you about your rights under federal and state laws. The Notice
applies to all records held by the North Shore-L1J facilities and programs listed at the end of this Notice,
regérdless of whether the record is written, computerized or in any other form. We are required by

1AW T0 TaKe SUre That InforHALon that J0enties You B Kept piivate and to make (s Notce available
to you. In this Notice, when we use the term “protected health information” we are refemng to

individually identifizble information about you, which may inchude:
E Information about your health condition (such as medical conditions and test results you may have);

% Information about health care services you have received or may receive in the furure
(sach as a surgical procedure);

E Trformation about your health care benefits under an insurance plan
(such as whether a prescription is covered): '

& Geographic information (such as where you live or work);
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ADDRESSOGRAPH

NORTH SHORE-LIJ HEALTH SYSTEM

ACKNOWLEDGEMENT OF RECEIPT |

| have received a copy of the Provider's Notice of Privacy Practices.

Patient/Agant/Relative/Guardian® (Signature) Date / Time Print Name Relatlenship If other than patient

Telephonic Interproter's D #
OR

Signature: Interpreter Print: Interprater's Name and Relationship 1o Patient

Witness to signature (Signature) Date / Time Print Name

PROVIDER USE ONLY

Patient or patient representative refused to sign/accept Notice of Privacy Practices

Patient unable to sign

Signature Date Time

* The signatura of the patlent must be obtalned unless the patlent Is an unemancipated minor under the age of 18 or Is otharwise incapable of signing,

SYSHIPAA (8/23/13)



Gregory B Haber, MD, FRCP
David H Robbins,M.D,M.Sc
Director, Division of Gastroenterology
Center for Advanced Therapeutic Endoscopy
100 East 77" Street
New York, N.Y, 10021
Phone: 212-434-6279
Fax: 212-434-2446

Authorization To Release Healthcare Information

Paticnt’s Name:
Date Of Birth: Social Security#
Previous Name:

I request and aunthorize to
Release healtheare information of the patient named above to:

Name:
Address:
City: State: Zip code:

This request and authorization applies to:

( Healthcare information relating to the following treatment, condition, or dates:

() All healthcare information:
( Other:

Patient or
Representative
Signature: Date Signed:




Patlent Name

HEALTH HISTORY

Confidential

Age.. ... Birthdale

What is your reason for visit?

Date of last physical examination

Today's Date

SYMPTOMS Chack (v) symptarms you currently have or have had in the past year.

. GENERAL
[} Chills

[J bepression

O Dizzlness

{1 Fainting

{1 Fever

{1 Forgstiulness

{1 Headachs

(7 Loss of sleap

7 L.oss of weight

£ Mervousness

£ Numbness

GENITO-URINARY
[ Blood in urlne
[ Fraquent urination
] Lack of bladder controt
O Painful urnation

[ sweats
MUSCLE/JOINT/BONE

Pain, weaknsass, numbness in:

[ Ares Ol Hips

{3 Back CJLegs

{1 Feet 3 Neck

[ Hands 3 Shouldars

GASTROINTESTINAL

1 Appellte poor
[ Bloating

T Bowel changes
{73 Constipation
3 Diarrhes

[} Excessive hunger
3 Excessive thirst
0 Gas

[ ] Hemorrhoids
O mdigestion

[J Nausea

] Rectal bleeding
L] Stomach pain
2 vomiting

[ Vomiting biood

CARDIOVASCULAR
[ Chest pain
O High blood presstire
[ Irregular heart beat
{3 Low blood pressure
[ Paor clreulation
[ Rapid heart beat
[ swelling of ankles
[ varicose veins

EYE, EAR, NOSE, THROAT
[ Bleeding gums
{1 Blurred vision
11 Crossed eyes
{3 Difticulty swallowing
] Double vision
{1 Earache
{1 Ear dischargs
[ Hay fever
[ Hoarseness
[ Loss of hearing
{1 Nosebleeds
{1 Persistent cough
{1 Ringing in ears
{1 Sinus problems
O Vision — Flashes

{3 Vision — Halos
SKIN

O Bruise easily

[7] Hives

O Rehing

{1 Change in meoles

{1 Rash

1 scars

[ sore that won't heal

MEN only
(1 Breast lump
[} Erection difficullies
[ Lump in testicles
[} Penis discharge
[} Sore on penis
£ Other

WOMEN only
[ Abnormal Pap Smear
[ Bleeding between periods
[ Breast lump
[} Extreme menstrual pain
[J Hot fiashes
[} Nipple discharge
[ Painful intarcourse
1 Vaginal discharge
] Other
Date of fast
manstrual period
Date of last
Pap Smear

Havs you had
a mammogram?

Are you pregnant?
Mumber of children

CONDITIONS Check () conditions you have or have had in the past.

1AIDS

[ Alcoholism
] Anemia

1 Anorexia

1 Appendicitis
[ Arthrlfls

£ Asthma

L1 Bieeding Disorders
{1 Braast Lump
[ Bronchitis
1 Bulimia

] Cancer

[ Calaracts

[ Ghemical Dependency
[ Chicken Pax
1 Diabetes

] Emphysema
O Epilepsy

[ Glaucoma

O Goiter

[ Gonorrhea

[ Gout

[ Heart Dissase
[ Hepatitls

(1 Hernia

{1 Herpes

{1 High Cholesterol
O HiV Posliive

[ Kidney Disease
[ Liver Disease

[ Measles

[] Migraline Headaches
[ Migcarriage

[ Mononucleosis
[ Mutliple Sclerosts
] Mumps

O Pacemaker

] Pneumonia

{1 Polio

[ Prostate Problem
[ Psyshiatric Care
O Rheumatic Fever
[T Scariet Fever

[} Stroke

[J Suicide Attempt
O Thyrold Problems
1 Tonsillitis

£1 Tuberculosls

[ Typhoid Fever

] Ulcers

1 Vaginal infections
1 Venersal Disease

MEDICATIONS List rhedications you are currently laking. -

'A!.

!.tERGlES To miadications or'éuﬁstgncés e

Pharmacy Namse

Phone




All informatlon Is strlctly conﬂdanlia!

FAMILY HISTOHY Flil In health information about yaur Immediate family, -

Check (V) T, your biosd TeTatives Fiad 2y of The Tollowing:

Relation | Age Sgg;eugf %gegt?f Cause of Death Dlsease Relationship to you
Father Arthritis, Gout
Mother Asthma, Hay Fever
Brothers Cancer
Chemical Depandency
Digbetes
Hoart Diseass, Sirokes
Sisters High Blood Pressure
Kidney Disease
Tuberculosls

Other

: HOSPiTALIZATIONS £

spitalization andl Outcome ..

PHEGNANCY HISTORY.

Nerof | Lgmxof -, ?-CGmpiications ifany i

mUCh Yot use, - 5 h: e, n

Caffeine

If yes, plaase give approximate dates,

Have you ever had a bioad transfusion? [Yas

M No Tobacco

"HEALTH HABITS Chetk () which -,
-ubstances you usg, and dascriba how Sl

Street Drugs

SERIOUS ILLNESS/INJYRIES -

T oATe

Other

i TOUTCOME -

OCCUPATIONAL CONCERNS i &,
Check v} i your work exposes yuu to o

“the following:

Stress

Hazardous Substances

Heavy Lifling

Other

Your occupation:

7o the bes! of my knowledge, tha abovs information is complate and corect, § understand that It is my responsibility to Inform my doctor it 1, or my minar child, ever have a

change [n health,

Signalure of Patlant, Parent, Guardian or Parsonal Represantaliva Date
Please print name of Pallent, Parent, Guardian or Parsonal Representalive Ralationship to Patient
Date

Reviswad By




