




Flagstaff Surgical Associates 77 
W Forest Ave., Ste. 201 

Flagstaff, AZ 86001 
Patient Consent for Use/Disclosure of 

Protected Health Information 

Patient's Name: _____________________ Date ofBirth ___________ _ 

Social Security#: _____________ Previous Name (if applicable): ___________ _ 

I understand that my/the patient's health information is private and confidential. I understand that Flagstaff Surgical 
Associates work hard to protect my/the patient's privacy and preserve the confidentiality of my/the patient's health 
information. I understand that Flagstaff Surgical Associates may use and disclose my/the patient's health information to provide 
treatment to me/the patient, to handle billing and payment, and to take care of other healthcare operations. In general, there 
will be no other uses and disclosures of this information unless I permit it. I understand that sometimes the law may require 
the release of this information without my permission. These situations are very unusual. One example would be if a patient 
threatened to hurt someone. 

Flagstaff Surgical Associates has a detailed document called the "Notice of Privacy Practices". It contains more detailed 
information about how we may use and disclose patient health information. I understand that I have a legal right to read 
the "Notice" before I sign this consent. 

Flagstaff Surgical Associates may update the "Notice of Privacy Practices". Ifl ask, Flagstaff Surgical Associates will provide 
me with the most current "Notice of Privacy Practices". 

Under the terms of this consent, I can ask Flagstaff Surgical Associates to restrict how my/the patient health information 
is used or disclosed to carry out treatment, pay ment, or healthcare operations. I understand that Flagstaff Surgical 
Associates does not have to agree to my/the patient's request. 

I may cancel this consent at any time by writing, signing and dating a letter to Flagstaff Surgical Associates. If I write a 
letter, it must say that I want to revoke my/the patient's consent to authorize the use and disclosure of my/the patient's 
health information for treatment, payment, and healthcare operations. 
If I revoke the consent, Flagstaff Surgical Associates does not have to provide any further healthcare services to me/ the 
patient. 

I authorize the release of my/the patient's health information including the diagnosis, records; examination rendered to 
me and claims information to the following: 

Name and Phone# _____________________ �_elationship ________ _ 

Name and Phone # _______________________ elationship ________ _ 

Name and Phone# _______________________ elationship _________ _ 

My signature below indicates that I have read and reviewed a current copy of Flagstaff Surgical Associates "Notice of 
Privacy Practices". My signature means that I agree and consent to allow Flagstaff Surgical Associates to use and disclose 
my/the patient's protected health information to carry out treatment, payment and healthcare operations. 

Signature of Patient or Responsible Party if a Minor Date 



Patient History Form 
Note: This is a confidential record and will be kept in your doctor’s office.  Information contained here will not be released to anyone without your 
authorization to do so. 

Date:(MM/DD/YYYY) ______ Name: Date of Birth(MM/DD/YYYY):    Age:  
Describe the main reason for your visit todŀȅΥ

Past Medical History  Past Surgical History 
(List any medical conditions that you have (List any prior surgeries) Date (estimate) 
such as diabetes, high blood pressure, etc.) 

Family History (Other than you) Relation Social History 
Prostate Cancer   Y     N    Any history of tobacco use?         Y            N
Kidney Cancer        Y            N Years of active smoking: 
Bladder Cancer             Y            N Packs per day:  
Kidney Stones     Y            N   Quit?         Y            N          Date: 
Diabetes    Y            N Alcoholic drinks per day:        
Heart Attack                Y            N Recreational drug use?           Y         N            
Stroke     Y            N         Occupation: 
Cancer                             Y             N   Marital Status:      Single        Married       hǘƘŜǊ 
Bleeding Disorders      Y            N             Age and sex of children: 

Current Medications and Supplements 

Allergies: Medication and Reaction 



 
Review of Systems 

Do you have any problems now or have you had any related to the follow systems? Please circle Yes or No 
 
Constitutional Symptoms                          (Comments) Genitourinary                                          (Comments) 
Recent weight change               ¸        b
Fever                                              ¸        b 
Chills                                               ¸        b 
Other                                             ¸        b

Stream is smaller 
Nocturia (get up at night) 
Urinary frequency 
Burning during urination 
Other 

 Y        N 
 Y        N 
 Y        N 
 Y        N 
 Y        N 

Eyes Musculoskeletal 
Blurry vision                                 ¸        b
Other                                             ¸        b

Muscle weakness 
Joint pain 
Other 

 Y        N 
 Y        N  
 Y        N 
 

Cardiovascular Neurologic 
Chest pain                                      ¸        b 
Irregular heartbeat                    ¸        b 
Swelling in ankles                       ¸        b 
Other                                             ¸        b

 
Tremors 
Dizziness 
Numbness 
Other 

 Y        N 
 Y        N 
 Y        N 
 Y        N 
 

  
Psychiatric Respiratory 
Anxiety                                          ¸        b
Depression                                     ¸        b 
Other                                             ¸        b 

Difficulty breathing 
Cough 
Wheezing 
Other 

 Y        N 
 Y        N 
 Y        N 
 Y        N 

Endocrine Gastrointestinal 
Excessive thirst                             ¸        b 
Too hot/cold                                ¸        b
Other                                             ¸        b

 
 

Heartburn 
Nausea 
Vomiting 
Abdominal pain 
Constipation 
Other 

 Y        N 
 Y        N 
 Y        N 
 Y        N 
 Y        N 
 Y        N 

Hematologic/Lymphatic Allergic/Immunologic  
Easy bleeding                               ¸        b
Easy bruising                                ¸        b
Swollen glands (groin)                ¸        b 
Other                                             ¸        b

 

Seasonal Allergies 
 

 Y        N 
 

 
 
Form completed by:                                                    .  Date:                                           . 
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