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HIPAA Notice of Privacy Practices 


 
 
 


THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.  


 
 


This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out 
treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also 
describes your rights to access and control your protected health information. “Protected health information” is information 
about you, including demographic information, that may identify you and that relates to your past, present or future physical or 
mental health or condition and related health care services.  
 
1. Uses and Disclosures of Protected Health Information 
 
Uses and Disclosures of Protected Health Information 
Your protected health information may be used and disclosed by your physician, our office staff and others outside of our 
office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health 
care bills, to support the operation of the physician’s practice, and any other use required by law .  
 
Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and 
any related services. This includes the coordination or management of your health care with a third party.  For example, we 
would disclose your protected health information, as necessary, to a home health agency that provides care to you. For 
example, your protected health information may be provided to a physician to whom you have been referred to ensure that the 
physician has the necessary information to diagnose or treat you. 
 
Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For 
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the 
health plan to obtain approval for the hospital admission.  
 
Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business 
activities of your physician’s practice. These activities include, but are not limited to, quality assessment activities, employee 
review activities, training of medical students, licensing, marketing and fundraising activities, and conducting or arranging for 
other business activities. For example, we may disclose your protected health information to medical school students that see 
patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name 
and indicate your physician. We may also call you by name in the waiting room when your physician is ready to see you. We 
may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment. 
 
We may use or disclose your protected health information in the following situations without your authorization. These 
situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight: 
Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral 
Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers’ Compensation: 
Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary 
of the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section 
164.500.  
 
Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity 
to Object unless required by law. 
   
You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s 
practice has taken an action in reliance on the use or disclosure indicated in the authorization.  
 







YOUR RIGHTS 
Following is a statement of your rights with respect to your protected health information.  
 
You have the right to inspect and copy your protected health information. Under federal law, however, you may not 
inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a 
civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits 
access to protected health information.  
 
You have the right to request a restriction of your protected health information. This means you may ask us not to use or 
disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You 
may also request that any part of your protected health information not be disclosed to family members or friends who may be 
involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the 
specific restriction requested and to whom you want the restriction to apply.  
 
Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to 
permit use and disclosure of your protected health information, your protected health information will not be restricted. You 
then have the right to use another Healthcare Professional. 
 
You have the right to request to receive confidential communications from us by alternative means or at an alternative 
location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept 
this notice alternatively i.e. electronically.  
 
You may have the right to have your physician amend your protected health information. If we deny your request for 
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and 
will provide you with a copy of any such rebuttal.  
 
You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health 
information.  
We reserve the right to change the terms of this notice and will inform you by mail of any changes.  You then have the right to 
object or withdraw as provided in this notice.  
 
Concerns or Complaints  
Please tell us about any problems or concerns you have with your privacy rights or how Valley Urologic Associates uses or 
discloses your medical information. If you have a concern, please contact: 
 
   Privacy Officer:      Sherry Wilson  (623) 935-5522 
 
If for some reason Valley Urologic Associates cannot resolve your concern, you may also file a complaint with the federal 
government at the OCR/DHHS regional office.  We will not retaliate against you in any way for filing a complaint.  
 
 
This notice was published and becomes effective on/or before April 14, 2003.  
 
 
 
 
 
 
 
 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
 
We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and 
privacy practices with respect to protected health information. If you have any objections to this form, please ask to 
speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Number.  
 
Signature below is only acknowledgement that you have received this Notice of our Privacy Practices: 
 
Print Name:__________________________  Signature ____________________________Date_________________ 








VALLEY UROLOGIC ASSOCIATES


Patient Registration Form


Patient Information
Last Name First Name MI DOB Age Sex Marital Status


Street Address Social Security Number


City State ZIP Home Phone Work Phone Cell Phone


Employer Name Occupation


Street Address City State ZIP Phone Number


Primary Care Doctor Phone Number


Street Address City State ZIP FAX


Responsible Party
Name Relationship Date of Birth


Street Address Social Security Number


City State ZIP Home Phone Work Phone Cell Phone


Employer Name Street Address City State ZIP Phone Number


Emergency Contact
Name Relationship to Patient Home Phone Cell Phone


Street Address Employer Name


Primary Insurance
Name ID/Policy Number Group Number


Address Insurance Effective Date Copay Amount


City State ZIP Phone Number Policy Holder DOB


Secondary Insurance
Name ID/Policy Number Group Number


Address Insurance Effective Date Copay Amount


City State ZIP Phone Number Policy Holder DOB


Signature Date


I hereby authorize the release of any information required in the course of my assessment or treatment.  I hereby authorize payment of medical benefits directly 
to VUA, LLC d.b.a. Valley Urologic Associates.  I do understand that I am financially responsible for non-covered services, and I am fully responsible should 
insurance coverage not exist.  Further, I understand that I am responsible for all charges incurred in the collection of this account and will pay all fees involved 
should this account be placed with a collection service. 







y 








 
  


Valley Urologic Associates 
(623) 935-5522 


 
 
 


Acknowledgment of Receipt of Privacy Notice 
Original to be maintained in Patient’s permanent medical record. 


 
 
 
I acknowledge that I have received a copy of the office’s Notice of 
Privacy Practices. 
 
 
 
_________________________________  _____________ 
Patient or legally authorized individuals signature   Date 
 
 
____________________________________________  __________________ 
Printed Name        Relationship (Self,  
         Parent, Legal Guardian,  
         Personal Representative,  
         Etc.) 








 
Request for Confidential Communication 


 
 
 
Patient Name: _______________________________________ 
 
Date of Birth: ___________________________ 
 
 
I give my permission to Valley Urologic Associates to leave a detailed voice 
message in the event that communication needs to take place with me. 
 
 
   YES 
 
   NO 
 
 
If the answer is yes, Please give the phone number that the detailed voice 
message can be left. 
 
 
Phone Number: ____________________________________ 
 
 
 
 
 
_______________________________________ ___________________ 
Patient or legally authorized individual Signature               Date 
  








Valley Urologic Associates History and Physical Form Page 1 
 
Patient Name ____________________ DOB ________________    AGE _______ DATE _____________ 
   
PHYSICIAN SIGNATURE ___________________________ 


 NEW PATIENT HISTORY AND PHYSICAL FORM
Date: _______________________________________ 
Name_______________________________________ 
Date of Birth: ____________________Age _________ 
Primary care Pediatrician: _______________________ 
 


 
Past Medical and Surgical History (Please fill out completely) 
 
Does your child have any known drug allergies:     No Known Drug Allergies 
 


  Amoxicillin   Sulfa    Keflex/Cefazolin   Tylenol #3  Ditropan/Oxybutinin   Nitrofurantoin 
 
Other Allergies:  __________________________________________________________________________ 
 
Please detail the child’s prenatal history:  
 
How many pregnancies : _______  Live births: ________  Child’s birth weight: ______  Born at ______ weeks 
 
Problems During Pregnancy  (Mother):    None 
 


 Gestational Diabetes  High Blood Pressure   Preeclampsia  Maternal hydronephrosis  
 Seizures  Pyelonephritis  Hyperthyroidism     Drug abuse    


 
Please list any medical problems that have been treated for your child:      None 
 


 Seizures  ADD/Hyperactivity    Diabetes  Pneumonia/CF  Asthma 
 Gastric Reflux  High blood pressure   Congenital Heart Disease     Adrenal problems    UTIs 
 UPJ obstruction  Vesicoureteral Reflux    Undescended Testes  Hypospadias  Hepatitis 
 Failure to Thrive  Prenatal hydronephrosis   Spina Bifida   Cancer (Type _________________)   


 
 
 
 
 
Please list all the child’s past surgeries :     None 
 


 Appendectomy   Tonsillectomy    Ear Tubes   Hypospadias Repair 
 Circumcision   UPJ Repair   Hernia Location ________   Spinal Surgery 
 Kidney  R   L    Testis Torsion  R  L   Cleft Lip/Palate   Cranial Surgery  
 Orthopedic    Bowel resection   Open Heart Defect Repair   Urologic Reconstruction 


 
 
 
 
 
Please list all of your child’s current medications: (include name, dosage, and how many times a day)  None 
 
 
 
 
 
 







Valley Urologic Associates History and Physical Form Page 2 
 
Patient Name ____________________ DOB ________________    AGE _______ DATE _____________ 
   
PHYSICIAN SIGNATURE ___________________________ 


 
NEW PATIENT HISTORY AND PHYSICAL FORM  
 
Please detail your child’s social history: 
 
Child lives:    At Home    Foster Home   Facility __________________________________________ 
 
Child lives with:    Father       Mother     Guardian/Relative     Siblings/ How many __________ 
 
Child attends school:    Yes     No   What time home from school ______________ 
 
Any Family Medical Problems: ________________________________________________________________________________ 
 
Please detail your family history: (any disease that your parents, grandparents, or siblings have had) 
 


  Vesicoureteral Reflux    UPJ Obstruction    Congenital Heart Disease    Hypospadias 
 
 
Review of systems (please check any new symptoms that you have recently had) 
 
 
Genitourinary 


Urinary Tract Infections    With Fever 
Pain with urination 
Blood in the urine 
Toilet Trained  
Urination at night ; No. _______ of times 
Bedwetting 
Incontinence of urine during the day 


 
Constitutional 


Fever 
Chills 
Headaches 


 
Integumetary 


Frequent rashes 
Boils 
Persistent itch 


 
Gastrointestinal 


Diarrhea 
Nausea/Vomiting 
Constipation 


 


 
Musculoskeletal 


Back pain/surgery 
Muscle disorder 
Joint disorder 


 
Sight/Sound 


Blurred vision/glasses 
Glaucoma 
Loss of hearing 


 
Pulmonary 


Wheezing 
Frequent Cough 
Shortness of breath 


 
Endocrine 


Excessive Thirst 
Hot/Cold 
Excessive urination 


 
Ear/Nose/Throat 


Ear infections 
Sinus infections 
Difficulty Swallowing 


 
Circulatory 


Chest pain 
Turning Blue 
Palpitations 


 
Neurological 


Learning Problems 
Seizures 
Falling a lot 


 
Hematologic/Lymphatic 


Swollen Lymph glands 
Bleeding disorder 
Immune disorder (HIV) 


 
 


 
 







Valley Urologic Associates History and Physical Form Page 3 
 
Patient Name ____________________ DOB ________________    AGE _______ DATE _____________ 
   
PHYSICIAN SIGNATURE ___________________________ 


FOR PHYSICIAN USE ONLY  
 
Chief Complaint:  
 
HPI:   
 
  
 
  
 
  
 
  
 
  
 
  
 
PHYSICAL EXAM 
 
VITALS:   HR _____    TEMP _______  RR ________  BP ________     GENERAL: _______________________________________ 
 
PSYCHIATRIC:    Normal Orientation     Normal Mood    Other     
 
HEAD:  Atraumatic     Normocephalic     EYES:  PERRLA     Other      
 
NECK:    Symmetric      Thyromegaly    Other   
 
LYMPHATIC:  Lyphadenopathy -   Supraclavicular N        Inguinal  N   Neck N    Other   
 
CHEST::    Symmetric         CTA bilaterally       Other      
 
CORONARY:    Regular Rate      Regular Rhythm    Other    
 
EXTREMITIES:  Cyanosis N       Edema  N    Other    
 
ABDOMEN:  Soft         Non-Tender    Other  
 
NEUROLOGICAL:  Grossly Non Focal          Spina Bifida L/S Cutaneous Lesion   
 
GENITOURINARY MALE:  TANNER STAGE   I      II     II-III     III     III-IV     IV-V     V 
 
Penis:   Phimosis     Circumcised   Adhesions Stretched Penile Length _____    Girth ____   Webbed     Buried 
 
Hypospadias _________   Chordee      Epispadias Urethral Meatus Patent Y   N     
 
Testes: Descended R   L      Masses R   L    Retractile  R    L      Scrotum Development   Right   Left 
 
Epididymis: Masses R  L    ____________      Varicoceles:  R  Grade: ____   L  Grade _____     
 
 
GENITOURINARY FEMALE:  TANNER STAGE     I      II     II-III     III     III-IV     IV-V     V 
 
External Genitalia  Female          Urethal Meatus Patent            Prolapsed    Other   
 
Vestibule:   Discharge   Hymen:  Imperforate          Introitus: ______________________________________________________   
 
Vaginal: Mass      Bleeding      Adhesions    Other    
 
 
 
 
 







Valley Urologic Associates History and Physical Form Page 4 
 
Patient Name ____________________ DOB ________________    AGE _______ DATE _____________ 
   
PHYSICIAN SIGNATURE ___________________________ 


FOR PHYSICIAN USE ONLY – PREVIOUS LABS/ IMAGING  
 
LABS: IMAGING: 
 
 
 
 
FOR PHYSICIAN USE ONLY – DIAGNOSIS   
 
Primary Diagnosis :    Quarternary Diagnosis:   
 
Secondary Diagnosis:    Pentanary Diagnosis:   
 
Tertiary Diagnosis:    Sextanary Diagnosis:   
 
 
FOR PHYSICIAN USE ONLY – ORDERS   
 


 BMP  MRI Lumbosacral Spine  Office U/S 


 CBC  VCUG  Urodynamics Studies 


 PT/ INR  KUB  Voiding Diary 


 Urinalysis and Culture  Renal Ultrasound  Timed Voiding Program  


 STD Urine GC/Chlamydia PCR  Scrotal Ultrasound  Neurosurgery Consultation 


  Nuclear DMSA Renal scan  Pediatric Surgery Consultation 


  Nuclear MAG 3 Renal Scan w/ Lasix  Pediatric Nephrology Consultation 


  CT scan without contrast  Other   


  CT scan without and with contrast  Other   


 
 
FOR PHYSICIAN USE ONLY – NOTES   
 
    


    


    


    


    


    


    


    


    


    


    


    


    


    


   







