Warren J. Streisand, MD, PA
    
     
     Scott D. Streisand, MD
7421 North University Drive, Suite #106





  Tel: (954) 722-0150

Tamarac, FL 33321







 Fax: (954) 722-0188

INFORMATION FOR PATIENTS

If you have any problems or questions, day or night, please call us. This includes weekends and holidays. If we are unavailable, our answering service will put you in touch with the doctor who is covering for us.

We find it upsetting if we find out on a Monday or after a holiday that you had a question or problem and that you did not call us because you didn’t want to bother us. As a result, you have delayed care and your condition may have worsened. Some conditions, if treated promptly, can prevent complications including hospitalizations and/or surgeries.

Our staff is in the office on Monday, Tuesday, Thursday, and Friday from

9 am to 4 pm, and on Wednesday from 9 am to noon. During office hours, our phone will always be answered by a real person.

All emergency calls will be answered quickly if you tell our staff or answering service that it is an emergency. If you do not hear from us within a reasonable amount of time and you are having an emergency, please call our service again. All non-emergency calls will be returned later that day or in the evening.

Unless otherwise directed, all antibiotics are prescribed for a specific amount of doses and ALL prescribed antibiotics should be taken. It is very important that you continue taking the antibiotics even after the symptoms are gone and you are feeling better. DO NOT STOP taking the antibiotics because you are feeling better. You should have no antibiotics left over after you have been treated for a urinary tract infection. If you are uncertain about how to take your antibiotics, please call our office.

NEVER take an antibiotic on your own because you feel an infection is beginning. Call us if you think that you are getting an infection. If you take an antibiotic without talking to us first, it is much more difficult to diagnose and treat your condition properly.

If you have any questions or problems, please call us. We are here to help you.

Warren J. Streisand, MD, PA
    
     
     Scott D. Streisand, MD
7421 North University Drive, Suite #106





  Tel: (954) 722-0150

Tamarac, FL 33321







 Fax: (954) 722-0188

PLEASE COMPLETE ALL INFORMATION BELOW:
NAME:______________________________     PHONE:____________________

DATE:___________________

REFERRED BY:__________________

DATE OF BIRTH:____________ AGE:_______ SOC.SEC#________________

FAMILY PHYSICIAN:_______________________________________________

KNOWN ALLERGIES:______________________________________________

MARITAL STATUS:  ( ) MARRIED  ( ) SINGLE  ( ) DIVORCED  ( ) WIDOWED
ADDRESS:_______________________________________________________

CITY, STATE, ZIP:_________________________________________________

DO YOU LIVE UP NORTH FOR PART OF THE YEAR?  ( ) Y  ( )  N

IF SO, WHAT IS YOUR OTHER ADDRESS:__________________________________________

EMPLOYER:______________________WORK PHONE:___________________

SPOUSE’S NAME:_________________________________________________

PRIMARY INSURANCE:____________________________________________

POLICY NUMBER:___________________GROUP NUMBER:______________

SECONDARY INSURANCE:_________________________________________

POLICY NUMBER:___________________GROUP NUMBER:_______________

Treatment and Financial Agreement:  I and/or my spouse, family, or estate hereby apply for treatment by Dr. Warren Streisand and Dr. Scott Streisand. Such treatment may include ultrasounds, injections and such other office procedures as they deem necessary. I and/or my spouse, family, or estate accept full responsibility for any charges incurred for services rendered to me. In the event that payment remains uncollected, I and/or my spouse, family, or estate will be responsible for expenses associated with collection, including reasonable attorney’s fees and court costs.

INSURANCE ASSIGNMENT:  This will authorize the filing of any insurance in force and the direct payment to Dr. Warren Streisand or Dr. Scott Streisand of any amounts due on my claim under the above stated insurance policy or policies. I and/or my spouse, family or estate understand that I and/or my spouse, family, or estate are financially responsible for charges not covered by benefits due under this authorization. Release of information necessary for completion of insurance forms is authorized.
SIGNATURE_____________________________________ DATE:________________________

Warren J. Streisand, MD, PA
    
     
     Scott D. Streisand, MD
7421 North University Drive, Suite #106
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Name:________________________

Date:____________________

What is the reason for today’s visit?_________________________________________

______________________________________________________________________

______________________________________________________________________

HISTORY

Do you have any of the following?  Please circle yes or no.

Painful Urination

Y
N
Blood in the Urine
Y
N

Hesitancy to Start Stream
Y
N
Urgency to Urinate
Y
N

Frequent Urination

Y
N
How Often?  ______________________

How many times do you get up at night to urinate?  ______________________________

Is your force of stream (circle one):
 Good         Fair
         Poor

Do you feel that you empty your bladder completely?
Y
N

Do you have involuntary leakage of urine?

Y
N

If yes, does this occur while (circle all that apply):

        Coughing       Straining
      Walking         Upon Standing
   In Bed at Night

When you have to urinate, do you leak before you reach the toilet?
Y
N

Do you use pads or liners?

Y
N

Have you ever had kidney stones?
Y
N


Do you have a history of urinary tract infections (cystitis)?
Y
N

Do you have a history of Diabetes?
Y
N

High Blood Pressure?

Y
N

Have you had a Heart Attack?

Y
N          Stroke?
Y
N

Please List your Medications:  ________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Please List any Surgeries that you have had:  ___________________________________

________________________________________________________________________

________________________________________________________________________

Please List any Drug Allergies:  ______________________________________________

________________________________________________________________________

Please List any Family History of Cancer:  ______________________________________

________________________________________________________________________

Warren J. Streisand, MD, PA
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Do you have any problems related to the following?  Please circle yes or no.






Constitutional Symptoms


Integumentary





Fever
Y
N

Skin Rash
Y
N




Chills
Y
N

Boils
Y
N




Headache
Y
N

Persistent Itch
Y
N


Weight loss
Y
N

Other________________


Other________________






Musculoskeletal
Eyes




Back Pain
Y
N

Blurred Vision
Y
N

Joint Pain
Y
N

Double Vision
Y
N

Neck Pain
Y
N

Pain
Y
N

Other________________

Other________________




Ear/Nose/Throat/Mouth
Allergies



Sinus Problems
Y
N


Hay Fever
Y
N

Ear Infection
Y
N


Drug Allergies
Y
N

Sore Throat
Y
N
            






Other________________

Neurological






Tremors
Y
N
Respiratory



Dizzy Spells
Y
N

Shortness of Breath
Y
N
       



Numbness  
Y
N

Wheezing
Y
N
          



Other________________


Frequent Cough
Y
N







Other________________

Endocrine






Excessive Thirst
Y
N
Hematologic/Lymphatic






Too Hot/Cold
Y
N

Blood clotting problem
Y
N




Tired/Sluggish
Y
N

Swollen Glands
Y
N




Other________________


Other________________


Gastrointestinal


Cardiovascular







Abdominal Pain
Y
N

Chest Pain
Y
N


Nausea/Vomiting
Y
N

Varicose Veins
Y
N




Indigestion
Y
N

High Blood pressure
Y
N




Constipation
Y
N

Other________________


Diarrhea
Y
N


Other________________




Psychological




Are you dissatisfied with your life?    
Y
N


Do you feel severely depressed?
Y
N


Have you considered suicide?
Y
N
Warren J. Streisand, MD, PA
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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
Our 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 office in a visible location.  You may request a copy of our most current Notice at any time.
B.  IF YOU HAVE QUESTIONS ABOUT THIS NOTICE, PLEASE CONTACT:
Scott Streisand, MD  (954) 722-0150, 7421 N. University Drive #106, Tamarac, FL 33321
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. 

Treatment.  Our practice may use your IIHI to treat you.  For example, we may order 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 office staff – 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.

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.
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.
Appointment Reminders.  Our practice may use and disclose your IIHI to contact you and remind you of an appointment.  We may leave messages on your answering machine reminding you of a scheduled appointment.

Test Results.  We may leave test results on your answering machine unless you inform us that you do not want us to do so.

Treatment Options.  Our practice may use and disclose your IIHI to inform you of potential treatment options or alternatives.  
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.
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.  
Disclosures Required By Law.  Our practice will use and disclose your IIHI when we are required 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:
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 agencies and authorities 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. 
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.
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.  

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) 

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.  
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. 
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.  

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

E.  YOUR RIGHTS REGARDING YOUR IIHI
You have the following rights regarding the IIHI that we maintain about you:

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 Scott Streisand, MD 954 722 0150 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.

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.  In order to request a restriction in our use or disclosure of your IIHI, you must make your request in writing to Scott Streisand, MD at 954 722 0150.  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.

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 Scott Streisand, MD at 954 722 0150 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.

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 Scott Streisand, MD at 954 722 0150.  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. 

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, non-payment or non-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 Scott Streisand, MD at 954 722 0150. 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.  

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 Scott Streisand, MD at 954 722 0150.  
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 Scott Streisand, MD at 954 722 0150. All complaints must be submitted in writing.  You will not be penalized for filing a complaint.
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.  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. Again, if you have any questions regarding this notice or our health information privacy policies, please contact Scott Streisand MD at 954 722 0150.

RECEIPT OF NOTICE OF PRIVACY PRACTICES

WRITTEN ACKNOWLEDGEMENT FORM

I have received a copy of Streisand Urology’s Notice of Privacy Practices.

_________________________________

Print Name

_________________________________

Signature

_________________________________

Date

Please provide us with a list of family members or friends with whom we can discuss your diagnosis and treatment.

_________________________________                                  _________________________________

                     Name




        Relationship

_________________________________                                  _________________________________

                     Name




        Relationship
_________________________________                                  _________________________________

                     Name




        Relationship

_________________________________                                  _________________________________

                     Name




        Relationship

_________________________________                                  _________________________________

                     Name




        Relationship

08/29/2006

Warren J. Streisand, MD, PA
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September, 2006

We regret to inform you that we no longer carry malpractice insurance. This unfortunate circumstance has been forced upon us due to many factors; insurance companies have left the state, insurance has become unavailable or unaffordable, and many awards have been unrealistically excessive, practically bankrupting the system.

States like California, where there are limits on “non-economic damages” have maintained affordable insurance for their doctors. However, many states (like Florida), which have no limits on awards, are in trouble. As a result of these problems, many doctors will not move to Florida to practice, some physicians are retiring early, and others are leaving the state to practice elsewhere.

Practicing medicine in this environment is very unsettling to us, but we have decided to continue to practice, and we will continue to serve our patients with the highest standard of medical care. 

Sincerely,

Warren J. Streisand, MD

Scott D. Streisand, MD

Patient Name____________________
Patient Signature__________________


