
Dear Patient, 

Welcome to Community Care Family Practice Colonie. Thank you for choosing us as your healthcare 
provider and Medical Home. We’d like this office to be the first place you think of for all your medical 
needs. Our team is dedicated to the health and wellness of our patients. 

Please complete the following and mail back to us prior to your appointment: 

o Patient Registration Form
o Notice of Privacy Practices
o Permission to Share Form
o HIXNY Form
o No Show Policy
o Medical Record Release of Information
o Specialty Office Form
o FollowMyHealth Portal Form
o Medication List
o Patient Health Questionnaire (PHQ9)

The Authorization for Release of Health Information form needs to be completed by you and sent to your 
previous primary care physician for us to obtain your medical records. 

We ask that you bring your insurance card and photo ID to your appointment. We need to enter this 
information in our system in order to see you. If you are unable to keep this appointment, please cancel 
at least 24 hours in advance. Failure to arrive for your appointment can result in a $50 fee and we will not 
rebook at our office. 

We look forward to seeing you here at Community Care Family Practice Colonie. 

Thank you for giving us the opportunity to serve you. 

Sincerely, 
Community Care Family Practice Colonie 
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Date:  ____________________ Patient ID#: __________________ 
(for office use only)

PATIENT INFORMATION      

Social Security Number ________/_____/________ (Providing your SSN is optional.  However, for patients with certain 

insurances this information may help us determine eligibility for certain health benefits). 

LAST NAME:  ___________________________ FIRST NAME: __________________________ MI:  ______ 

Legal Name: _________________________________  Preferred Name: _________________________________ 

Street Address: ________________________________________________________________________________ 

Mailing Address (if different, i.e. PO Box): _________________________________________________________ 

City: _____________________________ State: ______ Zip: _______ Home Phone #: (      ) _________________ 

Work #: (      ) _____________ Cell #: (     ) ______________ Preferred daytime phone:  □ Home □Work □ Cell 

Date of Birth:  ______/______/_______   Gender:  □ Male    □ Female    □ Other _______________________ 

Marital Status:  □ Single    □ Married    □ Separated    □ Divorced    □ Widowed 

E-mail Address: Would you like to participate in the patient portal? 

□ Yes   □ No
It is known that some medical conditions such as high blood pressure and osteoporosis, tend to have a higher incidence in certain ethnic 

groups. Therefore, we ask that you please provide us with information regarding your race and ethnicity so we can assess if you are at 

increased risk for the development of these conditions. 

Race:         Select one 

□ American Indian/Alaska Native Ethnicity:  Select One     

□ Asian □ Hispanic/Latino

□ Native Hawaiian or other Pacific Islander □ Not Hispanic/Latino

□ Black/African American

□ White Preferred Language: _________________________ 

□ Other

Emergency Contact: _________________________________  Emergency Contact DOB: _____/_____/_____ 

Emergency Phone: (        ) _____________________________   Relationship to Patient:  _____________________ 

Primary Care Physician:  _____________________________  Referring Physician: _______________________ 

In addition to telephone, which other methods of communication are acceptable? Please check all that apply 

□ E-Mail (when available) □ Text □ Office may leave a message at home

Please Complete Page 2 
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MEDICAL INSURANCE INFORMATION 

(The subscriber is the same person as the policy holder) 

Primary Insurance: ____________________________ Subscriber’s Name: ______________________________                                                   

Subscriber’s Date of Birth:         /       /        Relationship to Subscriber: □ Self  □ Spouse  □ Child  □Other ________ 

Co-pay: $_________ Policy ID # ____________________________________ Group #:  _____________________ 

Secondary Insurance: __________________________ Subscriber’s Name: _______________________________ 

Subscriber’s Date of Birth:         /       /        Relationship to Subscriber: □ Self  □ Spouse  □ Child  □Other ________ 

Co-pay: $ ________ Policy ID #: ____________________________________ Group #:  _____________________ 

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN 

I authorize the release of medical or other information necessary to process health insurance claims. I also request 

payment of benefits to myself or to my Provider, when they accept assignment. 

AUTHORIZATION TO RELEASE MEDICAL INFORMATION 

I hereby authorize my Provider, to release any information necessary for my course of treatment. 

/ / 

Signature of Patient / Guardian Date 



Effective Date of Notice:  April 14, 2003   
Revised:  June 1, 2013 

NOTICE OF PRIVACY PRACTICES 
As Required by the Privacy Regulations Created as a Result of the Health Insurance Portability and Accountability Act of 1996 (HIPAA) 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU (AS A PATIENT OF THIS PRACTICE) MAY BE USED AND DISCLOSED, AND HOW 
YOU CAN GET ACCESS TO YOUR INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION. 

PLEASE REVIEW THIS NOTICE CAREFULLY.
A. OUR COMMITMENT TO YOUR PRIVACY

Ou r practice is dedicated to maintaining the privacy of your individually 
identifiable health information (IIHI).  In conducting our business, we
will create records regarding you and the treatment and services we
provide to you.  We are required by law to maintain the confidentiality of 
health information that identifies you.  We also are required by law to
provide you with this notice of our legal duties and the privacy practices 
that we maintain in our practice concerning your IIHI.  By federal and 
state law, we must follow the terms of the notice of privacy practices that 
we have in effect at the time. 
We realize that these laws are complicated, but we must provide you
with the following important information: 
• How we may use and disclose your IIHI 
• Your privacy rights in your IIHI 
• Our obligations concerning the use and disclosure of your IIHI 
The terms of this notice apply to all records containing your IIHI 
that are created or retained by our practice.  We reserve the right to 
revise or amend this Notice of Privacy Practices.  Any revision or 
amendment to this notice will be effective for all of your records that 
our practice has created or maintained in the past, and for any of 
your records that we may create or maintain in the future.  Our 
practice will post a copy of our current Notice in our offices in a 
visible location at all times, and you may request a copy of our most 
current Notice at any time. 

B. IF YOU HAVE QUESTIONS ABOUT THIS NOTICE CONTACT:
Michael O’Connor, Esq.
Privacy Officer, Operations Manager
711 Troy-Schenectady Road Suite 201
Latham, NY 12110 (518) 782-3767

C. WE MAY USE AND DISCLOSE YOUR INDIVIDUALLY 
IDENTIFIABLE HEALTH INFORMATION (IIHI) IN THE FOLLOWING 
WAYS 
The following categories describe the different ways in which we may 
use and disclose your IIHI.  The uses are for Treatment, Payment, and 
Operations (TPO).

1. Treatment.  Our practice may use your IIHI to treat you.  For 
example, we may ask you to have laboratory tests (such as blood 
or urine tests), and we may use the results to help us reach a
diagnosis.  We might use your IIHI in order to write a prescription 
for you, or we might disclose your IIHI to a pharmacy when we 
order a prescription for you. Many of the people who work for our
practice - including, but not limited to, our doctors and nurses - may
use or disclose your IIHI in order to treat you or to assist others in
your treatment. Additionally, we may disclose your IIHI to others 
who may assist in your care, such as your spouse, children or 
parents. 

Finally, we may also disclose your IIHI to other health care 
providers for purposes related to your treatment.

2. Payment.  Our practice may use and disclose your IIHI in order to
bill and collect payment for the services and items you may receive 
from us.  For example, we may contact your health insurer to certify
that you are eligible for benefits (and for what range of benefits), and
we may provide your insurer with details regarding your treatment
to determine if your insurer will cover, or pay for, your treatment.  We 
also may use and disclose your IIHI to obtain payment from third
parties that may be responsible for such costs, such as family 
members.  Also, we may use your IIHI to bill you directly for
services and items.  We may disclose your IIHI to other health 
care providers and entities to assist in their billing and collection 
efforts.

3. Health Care Operations.  Our practice may use and disclose your
IIHI to operate our business.  As examples of the ways in which we 
may use and disclose your information for our operations, our 
practice may use your IIHI to evaluate the quality of care you
received from us, or to conduct cost-management and business
planning activities for our practice.  We may disclose your IIHI 
to other health care providers and entities to assist in their health
care operations.

4. Appointment Reminders.  Our practice may use and disclose your
IIHI to contact you and remind you of an appointment.

5. Treatment Options.  Our practice may use and disclose your IIHI to 
inform you of potential treatment options or alternatives. 

6. Health-Related Benefits and Services.  Our practice may use
and disclose your IIHI to inform you of health-related benefits or
services that may be of interest to you.  We will not sell your data 
to an outside entity, nor will we permit an outside entity 
from accessing your information for purposes of informing you
of health-related benefits or services.

7. Release of Information to Family/Friends.  Our practice may 
release your IIHI to a friend or family member that is involved in 
your care, or who assists in taking care of you in some limited 
circumstances.  For example, a parent or guardian may ask that a
babysitter take their child to the pediatrician’s office for treatment
of a cold.  In this example, the babysitter may have access to this 
child’s medical information.

8. Disclosures Required By Law.  Our practice will use and 
disclose your IIHI when we are required to do so by federal, state or
local law.

D. USE AND DISCLOSURE OF YOUR IIHI IN CERTAIN SPECIAL 
CIRCUMSTANCES 
The following categories describe unique scenarios in which we may use 
or disclose your identifiable health information: 

1. Public Health Risks.  Our practice may disclose your IIHI to
public health authorities that are authorized by law to collect
information for the purpose of:
• Maintaining vital records, such as births and deaths 
• Reporting child abuse or neglect
• Preventing or controlling disease, injury or disability
• Notifying a person regarding potential exposure to a 

communicable disease

• Notifying a person regarding a potential risk for spreading or
contracting a disease or condition

• Reporting reactions to drugs or problems with products
or devices

• Notifying individuals if a product or device they may be using
has been recalled

• Notifying appropriate government agency(ies) and authority(ies) 
regarding the potential abuse or neglect of an adult patient 
(including domestic violence); however, we will only 
disclose this information if the patient agrees or we are 
required or authorized by law to disclose this information 

• Notifying your employer under limited circumstances related
primarily to workplace injury or illness or medical
surveillance.

2. Health Oversight Activities.  Our practice may disclose your IIHI 
to a health oversight agency for activities authorized by law.
Oversight activities can include, for example, investigations, 
inspections, audits, surveys, licensure, and disciplinary actions; civil, 
administrative, and criminal procedures or actions; or other
activities necessary for the government to monitor
government programs, compliance with civil rights laws and the 
health care system in general.

3. Lawsuits and Similar Proceedings.  Our practice may use and 
disclose your IIHI in response to a court or administrative order, if 
you are involved in a lawsuit or similar proceeding.  We also may 
disclose your IIHI in response to a discovery request, subpoena, or
other lawful process by another party involved in the dispute, but 
only if we have made an effort to inform you of the request or to
obtain an order protecting the information the party has 
requested. 

4. Law Enforcement.  We may release IIHI if asked to do so by a
law enforcement official:
• Regarding a crime victim in certain situations, if we are unable

to obtain the person’s agreement
• Concerning a death we believe has resulted from criminal

conduct 
• Regarding criminal conduct at our offices
• In response to a warrant, summons, court order, subpoena or 

similar legal process
• To identify/locate a suspect, material witness, fugitive or 

missing person
• In an emergency, to report a crime (including the location or

victim(s) of the crime, or the description, identity or location
of the perpetrator).

5. Research.  Our practice may use and disclose your IIHI for 
research purposes in certain limited circumstances.  We will 
obtain your written authorization to use your IIHI for research 
purposes except when an IRB or Privacy Board has determined that
the waiver of your authorization satisfies the following: (i) the use
or disclosure involves no more than a minimal risk to the individual’s 
privacy based on the following:  (A) an adequate plan to protect the 
identifiers from improper use and disclosure; (B) an adequate 
plan to destroy the identifiers at the earliest opportunity consistent 
with the research (unless there is a health or research justification 
for retaining the identifiers or such retention is otherwise required 
by law); and (C) adequate written assurances that the PHI will not
be re-used or disclosed to any other person or entity (except as 
required by law) for authorized oversight of the research study, or 
for other research for which the use or disclosure would otherwise
be permitted; (ii) the research could not practicably be conducted 
without the waiver; and (iii) the research could not practicably be 
conducted without access to and use of the PHI.

6. Serious Threats to Health or Safety.  Our practice may use and 
disclose your IIHI when necessary to reduce or prevent a serious 
threat to your health and safety or the health and safety of another
individual or the public. Under these circumstances, we will only 
make disclosures to a person or organization able to help prevent the
threat. 

7. Military.  Our practice may disclose your IIHI if you are a
member of U.S. or foreign military forces (including veterans) and 
if required by the appropriate authorities.

8. National Security.  Our practice may disclose your IIHI to federal 
officials for intelligence and national security activities authorized 
by law.  We also may disclose your IIHI to federal officials in 
order to protect the President, other officials or foreign heads of 
state, or to conduct investigations. 

9. Inmates.  Our practice may disclose your IIHI to correctional
institutions or law enforcement officials if you are an inmate or
under the custody of a law enforcement official.  Disclosure for 
these purposes would be necessary: (a) for the institution to provide
health care services to you, (b) for the safety and security of the
institution, and/or (c) to protect your health and safety or the health
and safety of other individuals.

10. Workers’ Compensation.  Our practice may release your IIHI 
for workers’ compensation and similar programs.

E. YOUR RIGHTS REGARDING YOUR IIHI
Although your health records are the physical property of the health 
care provider who completed it, you have the following rights with 
regard to the information contained therein and the following rights
regarding the IIHI that we maintain about you:

1. Confidential Communications.  You have the right to request that 
our practice communicate with you about your health and related 
issues in a particular manner or at a certain location.  For instance,
you may ask that we contact you at home, rather than work.  In
order to request a type of confidential communication, you
must make a written request to your physician specifying the 
requested method of contact, or the location where you wish to be
contacted.  Our practice will accommodate reasonable 
requests.  You do not need to give a reason for your request.

2. Requesting Restrictions.  You have the right to request a 
restriction in our use or disclosure of your IIHI for treatment, 

payment, or health care operations.  Additionally, you have the 
right to request that we restrict our disclosure of your IIHI to only 
certain individuals involved in your care or the payment for your 
care, such as family members and friends.  We are not required 
to agree to your request; however, if we do agree, we are 
bound by our agreement except when otherwise required by 
law, in emergencies, or when the information is necessary to treat 
you.  

You also have the right to request a restriction in our use or disclosure 
of your IIHI to a health plan where the disclosure is for payment or 
health care operations and pertains to a health care item or service for 
which you have paid out of pocket in full.  In this circumstance, we 
are required to agree to your request, except where we are required 
by law to make a disclosure. 

In order to request a restriction in our use or disclosure of your 
IIHI, you must make your request in writing to your physician.  
Your request must describe in a clear and concise fashion: 

(a) the information you wish restricted; 
(b) whether you are requesting to limit our practice’s use, 

disclosure or both; and
(c) to whom you want the limits to apply.

3. Inspection and Copies.  You have the right to inspect and obtain a 
copy of the IIHI that may be used to make decisions about you, 
including patient medical records and billing records, but not 
including psychotherapy notes.  You must submit your request in 
writing to your physician in order to inspect and/or obtain a copy of
your IIHI.  Our practice may charge a fee for the costs of 
copying, mailing, labor and supplies associated with your request.
Our practice may deny your request to inspect and/or copy in certain 
limited circumstances; however, you may request a review of our 
denial.  Another licensed health care professional chosen by us
will conduct reviews.

4. Amendment.  You may ask us to amend your health information 
if you believe it is incorrect or incomplete, and you may request
an amendment for as long as the information is kept by or for our 
practice.  To request an amendment, your request must be made in 
writing and submitted to your physician.  You must provide us 
with a reason that supports your request for amendment.  Our 
practice will deny your request if you fail to submit your request
(and the reason supporting your request) in writing.  Also, we may
deny your request if you ask us to amend information that is in 
our opinion: (a) accurate and complete; (b) not part of the IIHI
kept by or for the practice; (c) not part of the IIHI which you would 
be permitted to inspect and copy; or (d) not created by our practice,
unless the individual or entity that created the information is not
available to amend the information.

5. Accounting of Disclosures.  All of our patients have the right to 
request an “accounting of disclosures.”  An “accounting of 
disclosures” is a list of certain non-routine disclosures our practice
has made of your IIHI for non- treatment or operations purposes.
Use of your IIHI as part of the routine patient care in our practice 
is not required to be documented.  For example, the doctor sharing
information with the nurse; or the billing department using your
information to file your insurance claim.  In order to obtain an 
accounting of disclosures, you must submit your request in writing 
to your physician.  All requests for an “accounting of
disclosures” must state a time period, which may not be longer 
than six (6) years from the date of disclosure and may not include
dates before April 14, 2003. The first list you request within a
12-month period is free of charge, but our practice may charge 
you for additional lists within the same 12-month period.  Our 
practice will notify you of the costs involved with additional 
requests, and you may withdraw your request before you incur any
costs. 

6. Right to a Paper Copy of This Notice.  You are entitled to 
receive a paper copy of our notice of privacy practices.  You may 
ask us to give you a copy of this notice at any time.  To obtain a
paper copy of this notice, contact Michael O’Connor, Esq. at 
(518) 782-3767. 

7. Right to File a Complaint.  If you believe your privacy rights
have been violated, you may file a complaint with our practice 
or with the Secretary of the Department of Health and Human 
Services.  To file a complaint with our practice, contact 
Michael O’Connor, Esq. at (518) 782-3767.  All complaints
must be submitted in writing.  You will not be penalized for 
filing a complaint.

8. Right to Provide an Authorization for Other Uses and 
Disclosures.  Our practice will obtain your written authorization for
uses and disclosures that are not identified by this notice or
permitted by applicable law.  Types of uses and disclosures
requiring authorization include use or disclosure of
psychotherapy notes (with limited exceptions to include
certain treatment, payment, or healthcare operations); use or
disclosure of IIHI for marketing purposes; and disclosures
that constitute a sale of IIHI.

Any authorization you provide to us regarding the use and
disclosure of your IIHI may be revoked at any time in 
writing.  After you revoke your authorization, we will no
longer use or disclose your IIHI for the reasons described in
the authorization.  Please note, we are required to retain
records of your care.

9. Right to be Notified of a Breach.  You have the right to be
notified in the event that we (or a Business Associate)
discover a breach of your unsecured IIHI.

Again, if you have any questions regarding this notice or our health 
information privacy policies, please contact Michael O’Connor, Esq. 
(518) 782-3767. 



Community Care Physicians

RECEIPT OF NOTICE OF PRIVACY PRACTICES 
WRITTEN ACKNOWLEDGEMENT FORM

I, ___________________________________, have received a copy of Community Care Physicians 
Print Patient Name

Notice of Privacy Practices.

________________________________  ____________   ____________
Signature of Patient or Guardian Date of Birth Date

________________________________  ____________
Witness  Date



PATIENT AUTHORIZATION FOR  USE AND DISCLOSURE 
OF PROTECTED HEALTH INFORMATION 

Patient’s Full Name Patient’s Date of Birth 

By signing this authorization, I authorize Community Care Physicians to use and/or disclose certain protected health 
information (PHI) about me to: 

1.   Person or Entity to Receive the Information 

2. Specific Information to be Released:

 Option 1: Entire medical record from (insert date) ________ to (insert date) ________ (If not specified, all dates.)
PLEASE NOTE: This includes any and all HIV-related information, drug and alcohol treatment, and mental 
health information. If you do not wish to have this information disclosed, please indicate below: 

Do NOT Include:   Alcohol/Drug Treatment    Mental Health Information    HIV-Related Information    

 Option 2: Include only: 
  Prescriptions     Office Notes   Lab Results 
  Billing    Other (Please be specific): ____________________________________________________ 

   Do NOT Include:   Alcohol/Drug Treatment    Mental Health Information    HIV-Related Information 

3. Please Initial:

___________ I understand that this authorization may include disclosure of information relating to ALCOHOL and DRUG 
ABUSE, MENTAL HEALTH TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV- RELATED INFORMATION 
unless I exclude this information above.  In the event my health information includes any of these types of information, I 
specifically authorize release of such information to the person(s) indicated above. 

4. The Reason for Release of Information:     At request of individual     Other: ______________________________

5. Expiration Date:  This authorization will expire on _______________________________________________________
  {Expiration Date or Defined Event} If no date is given, this authorization 
   shall expire one year from the date signed below. 

I understand that Community Care Physicians will not receive payment or other remuneration from a third party in exchange for 
using or disclosing the PHI. 

I do not have to sign this authorization in order to receive treatment from Community Care Physicians.  In fact, I have the right to 
refuse to sign this authorization.  When my information is used or disclosed pursuant to this authorization, it may be subject to 
redisclosure by the recipient and may no longer be protected by the federal HIPAA Privacy Rule.  I have the right to revoke this 
authorization in writing except to the extent that the practice has acted in reliance upon this authorization.  My written revocation 
must be submitted to my personal physician. 

Print Name of Patient or Legal Guardian Signature of Patient or Legal Guardian 
Date:    Relationship to Patient:      

Please list other medical 
providers, family, friends, etc. 
who, with your permission, may 
receive your medical information. 
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HIXNY ELECTRONIC DATA ACCESS CONSENT FORM 

Community Care Physicians

In this Consent Form, you can choose whether to allow Community Care Physicians to obtain access to your

medical records through a computer network operated by the Healthcare Information Xchange of New York, Inc., doing 

business as Hixny (“Hixny”), which is part of a statewide computer network. This can help collect the medical records 

you have in different places where you get health care, and make them available electronically to our office.  

You may use this Consent Form to decide whether or not to allow Community Care Physicians to see and obtain access

to your electronic health records in this way. You can give consent or deny consent, and this form may be filled out now 

or at a later date. Your choice will not affect your ability to get medical care or health insurance coverage. Your 

choice to give or to deny consent may not be the basis for denial of health services.  

If you check the “I GIVE CONSENT” box below, you are saying “Yes, Community Care Physicians’ staff involved in

my care may see and get access to all of my medical records through Hixny.”  

If you check the “I DENY CONSENT” box below, you are saying “No, Community Care Physicians may not be

given access to my medical records through Hixny for any purpose.”  

Hixny is a not-for-profit organization. It shares information about people’s health electronically and securely to improve 

the quality of health care services. This kind of sharing is called ehealth or health information technology (health IT). To 

learn more about Hixny and ehealth in New York State, read the brochure, “Your Health Information – Always at Your 

Doctor’s Fingertips.” You can ask Community Care Physicians for it, or go to the website www.hixny.org.

Please carefully read the information on the back of this form before making your decision. 

Your Consent Choices. You can fill out this form now or in the future. You have two choices.  

o I GIVE CONSENT for Community Care Physicians to access ALL of my electronic health
information through Hixny in connection with providing me any health care services, including
emergency care.

o I DENY CONSENT for Community Care Physicians to access my electronic health information
through Hixny for any purpose, even in a medical emergency.

NOTE: UNLESS YOU CHECK THIS BOX, New York State law allows the people treating you in an 

emergency to get access to your medical records, including records that are available through Hixny.  

______________________________ ________________________________________

Print Name of Patient  Date of Birth  

___________________________________________ ______________________________ 

Signature of Patient or Patient’s Legal Representative Date  

___________________________________________ ______________________________  

Print Name of Legal Representative (if applicable)  Relationship of Legal Representative to Patient (if 

applicable)  
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Details about patient information in Hixny and the consent process: 

1. How Your Information Will be Used. Your electronic health information will be used by Community Care Physicians only to:

• Provide you with medical treatment and related services

• Check whether you have health insurance and what it covers

• Evaluate and improve the quality of medical care provided to all patients.

NOTE: The choice you make in this Consent Form does NOT allow health insurers to have access to your information for 

the purpose of deciding whether to give you health insurance or pay your bills. You can make that choice in a separate 

Consent Form that health insurers must use.  

2. What Types of Information about You Are Included. If you give consent, Community Care Physicians may access ALL of

your electronic health information available through Hixny. This includes information created before and after the date of this

Consent Form. Your health records may include a history of illnesses or injuries you have had (like diabetes or a broken bone),

test results (like X-rays or blood tests), and lists of medicines you have taken. This information may relate to sensitive health

conditions, including but not limited to:

• Alcohol or drug use problems

• Birth control and abortion (family planning)

• Genetic (inherited) diseases or tests

• HIV/AIDS

• Mental health conditions

• Sexually transmitted diseases

3. Where Health Information About You Comes From. Information about you comes from places that have provided you with

medical care or health insurance (“Information Sources”). These may include hospitals, physicians, pharmacies, clinical

laboratories, health insurers, the Medicaid program, and other ehealth organizations that exchange health information 

electronically. A complete list of current Information Sources is available from Community Care Physicians . You can obtain an

updated list of Information Sources at any time by checking the Hixny website: www.hixny.org.  

4. Who May Access Information About You, If You Give Consent. Only these people may access information about you: doctors

and other health care providers who serve on Community Care Physicians' medical staff who are involved in your medical

care; health care providers who are covering or on call for Community Care Physicians' doctors; and staff members who carry

out activities permitted by this Consent Form as described above in paragraph one.

5. Penalties for Improper Access to or Use of Your Information. There are penalties for inappropriate access to or use of your

electronic health information. If at any time you suspect that someone who should not have seen or gotten access to information

about you has done so, call Community Care Physicians at: (518) 452-1337; or call Hixny at (518) 783-0518; or call the 
NYS Department of Health at (877) 690-2211.  

6. Re-disclosure of Information. Any electronic health information about you may be re-disclosed by Community Care Physicians
to others only to the extent permitted by state and federal laws and regulations. This is also true for health information about you

that exists in a paper form. Some state and federal laws provide special protections for some kinds of sensitive health information, 

including HIV/AIDS and drug and alcohol treatment. Their special requirements must be followed whenever people receive these 

kinds of sensitive health information. Hixny and persons who access this information through the Hixny must comply with these 

requirements. 

7. Effective Period. This Consent Form will remain in effect until the day you withdraw your consent or until such time Hixny ceases
operation.

8. Withdrawing Your Consent. You can withdraw your consent at any time by signing a Withdrawal of Consent Form and giving it
to Community Care Physicians. You can also change your consent choices by signing a new Consent Form at any time. You

can get these forms from any Hixny provider, from the Hixny website at www.hixny.org, or by calling (518) 783-0518. Note: 

Organizations that access your health information through Hixny while your consent is in effect may copy or include your 

information in their own medical records. Even if you later decide to withdraw your consent, they are not required to 

return it or remove it from their records.  

9. Copy of Form. You are entitled to get a copy of this Consent Form after you sign it.



CO-PAY/NO SHOW POLICY 

_______________________ ________________________ 

NAME DATE OF BIRTH 

I acknowledge that I have been informed of and understand that if I do not pay the co-payment at the time of 

service I will be charged an additional fee of $15.00. 

I acknowledge that I have been informed of and understand the no show policies of Community Care Family 

Practice Colonie, a division of Community Care Physicians, P.C, and I will be charged a fee of $50.00. 

SIGNATURE_____________________________________ DATE ____/____/____ 



Specialty Offices 

PLEASE LIST ANY SPECIALISTS THAT YOU SEE: 

SPECIALTY NAME OF OFFICE NAME OF DOCTOR PHONE NUMBER 



Manage Your Health Online with

FollowMyHealth Adult Patient Portal Proxy Consent
This form must be filled out entirely and signed and dated

Patient’s Full Name: ____________________________________ Date of Birth: ____/ ____/ ____

I hereby authorize Community Care Physicians to allow the following individuals to access all information in my Community Care 
Physicians FollowMyHealth Patient Portal Account for the purpose of assisting with coordination of my medical care.

Name of Proxy Email Relationship to 
Patient

Proxy address City State/Zip Phone

1.I understand that I may inspect or obtain a copy of the protected health information described by this authorization.
2.I understand that Community Care Physicians will not condition treatment on my providing authorization for the
requested use or disclosure AND THAT I MAY REFUSE TO SIGN THIS AUTHORIZATION.
3.I understand that I may revoke this authorization in writing at any time by sending such written revocation to
Community Care Physicians. I also understand that such revocation will not be effective as to the disclosure of
information whose release I have previously authorized, or where other action has been taken in reliance on an
authorization I have signed.
4.I understand that information used or disclosed pursuant to this authorization could be subject to re-disclosure by the
recipient and, if so, may not be subject to federal or state law protecting its confidentiality.

EXPIRATION EVENT: This authorization will expire upon revocation by me.

COPY PROVIDED: Community Care Physicians shall provide a copy of this signed authorization to you upon your 
request. 

New York state law requires an individual or the individual’s authorized legal representative to give specific consent for 
the release of protected health information related to certain disease conditions.  
By signing this form, I authorize release of the following medical information that may be held by Community Care 
Physicians: information pertaining to HIV disease, records of mental health care and treatment, records of care and 
treatment for sexually transmitted diseases and records of substance abuse care and treatment. 
___/___/___    _______________________________________  ___________________________________
Date            Signature of individual patient or representative     If not the patient, what is your authority or 

relationship to the patient? If legal guardian,
documentation of guardianship is required for release  
of records. 

FOR OFFICE USE:

MRN: _____________________



Family Practice Colonie
Patient Health Questionnaire 

(PHQ-9) 

Name:  Date of Birth:  Today’s Date: 

Part of routine screening for your health includes reviewing mood and emotional concerns. 

During the past two weeks, have you been bothered by any of the following problems? 

Little interest or pleasure in doing things  YES  NO 

Feeling down, depressed, or hopeless   YES  NO 

If you answered “Yes” to either question above, please answer all questions below.  

During the past two weeks, how often have you been bothered by any of the following problems? 

Not at 

all 

Several 

days 

More 

than half 

the days 

Nearly 

every 

day 

1. Little interest or pleasure in doing things 0 1 2 3 

2. Feeling down, depressed or hopeless 0 1 2 3 

3. Trouble falling or staying asleep or sleeping too

much
0 1 2 3 

4. Poor appetite, weight loss, or overeating 0 1 2 3 

5. Feeling tired or having little energy 0 1 2 3 

6. Feeling bad about yourself – or feeling that you are

a failure, or have let yourself of your family down
0 1 2 3 

7. Trouble concentrating on things, like reading the

newspaper or watching television
0 1 2 3 

8. Moving or speaking so slowly that other people

could have noticed? Or the opposite - being so

fidgety or restless that you have been moving

around a lot more than usual

0 1 2 3 

9. Thoughts that you would be better off dead, or of

hurting yourself
0 1 2 3 

If you checked off any problems, how difficult have these problems made it for you to do your 

work, take care of things at home, or get along with other people? 

 Not difficult at all   Somewhat difficult   Very difficult   Extremely difficult 

For office use only: Total Score 



0 

Brief Health Screen 

We ask all of our patients ages 12 and older about substance use and mood because these factors can affect your 

health. Please ask your doctor if you have any questions. Your answers on this form will remain confidential. 

Name: Date of Birth:   Date: 

Alcohol 

For reference, examples of one drink include: 

• 12 oz beer
• 5 oz wine
• 1.5 oz (one shot) liquor

Drugs 

Recreational drugs include methamphetamines (speed, crystal), marijuana (non-medical), inhalants 
(paint,thinner, aerosol, glue), tranquilizers, barbiturates, cocaine, ecstasy, hallucinogens (LSD, 
mushrooms), or narcotics (heroin). 

            None      1 or more 

How many times in the past year have you used a 

recreational drug or used a prescription medication 0 
for non-medical purposes? 

Males: How many times in the past 
year have you had 5 or more drinks 
in one day? 

None  1 or more 

Females: How many times in the 
past year have you had 4 or more 
drinks in oney day? 

None  1 or more 



Date ______________ 

Please fill out this form (or have your caregiver complete it) and discuss it with your medical provider. Thank you! 

Patient Name ______________________________________________ Date of Birth _____________________________ 
Home Phone ______________________ Cell Phone ______________________ Work Phone ______________________ 
Address _____________________________________City ________________________ State _____ Zip _________  
Email Address ______________________________________________________________________________________ 
Emergency Contact ____________________________ Relationship __________________ Phone ________________ 
Pharmacy ______________________________ Address/City _____________________________________________ 
Mail Order Pharmacy ______________________________ Phone _________________________________________ 

Race:   American Indian or Alaska Native     Asian or Pacific Islander     Black     Hispanic     White     Declined     Unknown 

Ethnicity:   Hispanic    Non-Hispanic      Declined  Unknown Preferred Language: 

How would you like to receive your healthcare Reminders:  CELL PHONE   HOME PHONE   WORKPHONE   MAIL  DECLINE 
Reminders will be in your Patient Portal account if/when you sign up as well 

Allergies	
Name of Substance (drug or food) Type of Reaction 
c Check if none 

Current	Medications	
Prescription Drugs 
(such as Lipitor, eye drops, creams) 

Strength 
(such as 50 mg) 

Directions (such as 2 tablets in the am) 
Check box if taken only as needed. 

Prescribed by 
(such as John Doe, MD) 

c Check if none c

c

c

c

c

c

c

c

c

Over-the-Counter Medications (such as Aspirin) Strength Directions (such as for headaches, when needed) 

c Check if none 

Herbs, Vitamins, Minerals, Etc. (such as St. John’s Wort) Strength Directions (such as one tablet each day) 
c Check if none 



PATIENT AUTHORIZATION FOR USE AND DISCLOSURE 

OF PROTECTED HEALTH INFORMATION  

By signing this authorization, I authorize ___________________________________ 

   (Previous Physician’s Name) 

    ____________________________________ 

        (Previous Address) 

    ____________________________________ 

 (Previous Phone Number/Fax Number) 

to use and/or disclose certain protected health information (PHI) about me to: 

Dr. Jessica Berman, Dr. Carolyn Eaton, Dr. Stephen Fishel, Laura Arenz, FNP-BC, Alexis Hargrave, PA-C

Community Care Family Practice Colonie
501 New Karner Road

Albany,  NY 12205
Phone 518-393-0391/Fax 518-372-3281 (we do not accept medical records on discs)

This authorization permits the entity above to use and/or disclose the following individually identifiable health information about me 

(specifically describe the information to be used or disclosed, such as date(s) of service, level of detail to be released, origin of 

information, etc.):  

All Medical Records 

The information will be used or disclosed for the following purpose: _________________________________________ 

At the request of the physician 
If requested by the patient, purpose may be listed as “at the request of the individual.” 

The purpose(s) is/are provided so that I can make an informed decision whether to allow release of the information. This authorization 

shall expire one year from the date below.  

___________________________ 

(Expiration date) 

The Practice will not receive payment or other remuneration from a third party in exchange for using or disclosing the PHI. 

I do not have to sign this authorization in order to receive treatment. In fact, I have the right to refuse to sign this authorization. When my information is used or 
disclosed pursuant to this authorization, it may be subject to redisclosure by the recipient and may no longer be protected by the federal HIPAA Privacy Rule. I have the 

right to revoke this authorization in writing except to the extent that the practice has acted in reliance upon this authorization. My written revocation must be submitted 

to my personal physician.  

_____________________________       ______________________________________ 

Print name of patient            Signature of patient/ legal guardian 

_____________________________________  ___________________________________ 

  Address of Patient       Relationship to Patient 

________________________________________ 

____________________________________________________ 

Patient Date of Birth  Patient Phone Number 

         ____________________________________ 

         Date Signed 



Family Practice Colonie 

Prescription Refills and Renewals Guidelines 

Medication refills are best addressed at the time of your appointment with your provider. This 

allows the physician to plan any necessary changes to your medication or arrange necessary lab 

testing. We understand however, that sometimes this is not possible therefore, your 

cooperation with this procedure allows us to provide you with quality clinical care. 

Phone Requests: 

If your prescription bottle indicates you have refills left, you can call the pharmacy directly to 

request the refill. 

If you do not have any refills left, please notify us three business days before your prescription 

runs out. 

In order to provide the highest clinical service to you, we will review your medical records to 

determine if a follow up visit for medication adjustment is needed before refilling the 

prescription at the pharmacy of your choice. 

Please have the following information available at the time of the refill request: 

 Your name and DOB

 The name and spelling of the medication

 The dosage of your medication and how often you take it

 The name and phone number of your preferred pharmacy

 Do you require a 90 day supply?

 Your best contact number

Prescriptions will be electronically sent to the pharmacy within 48-72 hours of the 

receipt of your call. If there are questions or there is a need for a follow up 

appointment, this may cause a delay. 

Please call during normal business hours for routine refill requests. Any requests 

received after hours will not be processed until the next business day. 
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