
 
 

Main Office 
1001 Noyes Street 

Utica, NY 13502 
Phone: 315-624-9470    Fax: 315-624-9481 

 
New Patient Checklist 

(Please complete all required sections and provide necessary 
documents) 

 
Required Documents 
 
(Please check each box once completed or provided.) 
 
☐ Picture ID (e.g. Driver’s License, State ID, Passport) 
 
☐ Insurance Card(s) (Provide copies of all active insurance cards) 
 
☐ Records Release Form (Signed and completed) 
 
☐ RHIO Form (Signed and completed) 
 
☐ Provider list (List of prior Primary Care and prior/current 
Specialty Care providers) 
 
Additional Instructions 
• Please print clearly when filling out all forms. 
• Ensure that all sections of the packet are fully completed. 
• If you have any questions, please ask the front desk for 
assistance. 



Address 

Cell Phone Number 

Home Phone Number 

Emergency Contact Name 

Veteran 

Date of Birth 

Email Address 

Today's Date 
9202024

State 

Date of Birth 

Emergency Contact Number Relationship to Emergency Contact 

Primary Spoken Language 
□ Yes □ No

Interpreter Needed? 
□ Yes □ No

Patient Statistics 
As a Federally Qualified Health Center (FQHC), we are able to offer services to all our patients, including the under-served, as a result of our Federal designation. As 

a FQHC, we are required to gather, on a yearly basis, statistics about the patients we serve. This information is confidential and will be used for statistics purposes 

only. We appreciate you taking the time to fully complete all questions in this section. 

Marital Status Race 

□ Single □ American Indian or Alaska Native
□ Married □ Asian Indian 
□ Divorced □ Black or African American 
□ Separated □ Chinese 
□ Other □ Declined to Specify 

Sexual Orientation 
□ Straight □ Something Else
□ Lesbian or Gay □ Don't know

□ Filipino □ Samoan 
□ Guamanian or Chamorro □ Vietnamese 
□ Japanese □ White 
□ Korean □ Other Asian 
□ Native Hawaiian 
□ Other Pacific Islander

Gender Identity 
□ Male
□ Female
□ Transgender Male (Female to Male)

Ethnicity 

□ Chicano □ Mexican American 
□ Cuban □ Not Hispanic or Latino 

□ Declined to Specify □ Puerto Rican 

□ Hispanic or Latino 
□ Mexican

Oother 
Cfhoose not to disclose 

□ Bisexual □ Choose not to disclose □ Transgender Female (Male to Female)

Living Type (check if applies) 
□Homeless □ Transitional Housing □ Migrant Worker □ Seasonal
Worker

Household Size: (Number of people in household this income 
supports) Adults: __ Children: __ 

Annual Household Income Custody arrangement in place? 
□ <$10,000 □ $10-$20,999 □ $21-$30,999 □ $31-$40,999
□$41-$50,999 □ $51-$60,999 □ over $70,000

□ Yes 0 No Name of Primary: 

Responsible Party (if other than patient) 

First Name Middle Last Name 

Relationship to the Patient 
□ Spouse □ Partner □ Parent □ Child □ Other ___________ _

Date of Birth 

Address City State Zip 

Email Address Preferred Phone Number Alternate Phone Number 

Subscriber Name (Name on Insurance Card) Subscriber DOB 

Plan Carrier (Insurance Company) Subscriber ID# Group# 

ecurity number

1001 Noyes Street, Utica NY 13501 (P) 315-624-9470 (F) 315-624-9481
https://www.upstatefamilyhealth.org



INSURANCE AUTHORIZATION AND ASSIGNMENT 

CONSENT TO TREAT 

________________________________ 
Date 

Date 

____________________________________ 
Patient Signature/Legal Representative 
(Consent to treat and bill) 

__________________________________ 
Authorized individual and relationship to patient 
(Consent to treat and bill)       

 (If Patient is under 18 years old)



Authorization for Verbal Disclosure of Information

Note: This discussion form is not meant to replace or be used instead of SMH/HH 48 Authorization for Release of Medical 
Information Protected info discussion permission. 



Authorization for Access to Patient Information  

Through a Health Information Exchange Organization 

My choice in this form will NOT affect my ability to get medical care. My choice in this form does NOT allow 
health insurers to access my information to decide whether to provide me with health insurance coverage or pay 
my medical bills.

My Consent Choice

1. I GIVE CONSENT 

2. I DENY CONSENT 
even in a medical emergency



Acknowledgment of Forms

I HAVE RECEIVED A COPY OR WAS OFFERED A COPY OF THE FOLLOWING

NOTE: if patient is a child, # 4-6 are not applicable*** 

Before signing…if you have any questions, please discuss them with staff…

Please provide the office with a copy for our records

IF YOU HAVE ANY QUESTIONS, PLEASE FEEL FREE TO ASK YOUR HEALTHCARE PROVIDER



OCA Official Form No.: 960 

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form ha.s been approved by the -ew York State Depa1tment of Health] 

Patient Name Date of Buth Social Security Number 

Patient Address 

I, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form: 
In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 
(HIP AA). I m1derstand that: 
1. This authorization may include disclosure of information relating to ALCOHOL and DR -G ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes. and CONFIDENTIAL HIV* RELATED IN�OR!'1ATION only ifl place my initials 011 

the appropriate line in Item 9(a . In the event the health information described below i.t1cludes any of these types of infonnation. and I 
initial the line on the box in Item 9(a). I specifically authorize release of such information to the person(s indicated in Item 8. 
2. If I am authorizing the release of HIV-related, alcohol or drng treatment. or mental health treatment information, the recipient is
prohibited from redisclosing such mformation without my authorization unless permitted to do so 1111der federal or state law. I 
understand that I have the right to request a list of people who may receive or use my HIV-related information without authorization. If 
I experience discrimination because of the release or disclosure of HIV-related infonnation, I may contact the ew York State Division 
of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212 306-7450. These agencies are 
1·esponsible for protecting my rights.
3. I have the right to revoke this authorization at any time by writing to the health care provider listed below. I understand that I may
revoke this authorization except to the extent that action has already been taken based on this authorization. 
4. I understand that signing t.his authorization is voluntary. My treatment. payment enrollment in a health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure. 
5. Information disclosed under this authorization might be redisclosed by the recipient except as noted above in Item 2). and this
redisclosure may no longer be protected by federal or state law. 
6. TfilS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISC SS MY HEALTH INFORMATIO OR MEDICAL
CARE WITH ANYONE OTHER THA.!" THE ATTORL,'EY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b). 
7. Name and address of health provider or entity to release this information:

8. Name and address ofperson(s) or category of person to whom this mformation will be sent:
UPSTATE FAMILY HEALTH CENTER, INC 1001 NOYES ST UTICA NY 13502 PH: 315-624-9470 FX 315-624-9481 

9(a). Specific information to be released: 
□Medical Record from insert date) to (insert date) 
□Entire Medical Record. includi.t1g patient histories, office notes (except psychotherapy notes), test results. radiology sh1dies, films.

referrals, consults. billing records. insurance records, and records sent to you by other health care providers. 
O0ther: Include: (Indicate b y Inirialing

Alcohol/Drug Treatment 
Mental Health Information 

Authorization to Discuss Health Information HIV-Re la tecl Information 

b) []BY initialing here I authorize 
Initials Name of individual health care provider 

to discuss my health information with my attomey, or a governmental agency. listed here: 

(Attorney/Finn Name or Governmental Agency Name) 
10. Reason for release of infonnation: 11. Date or event on which this authorization will expire:

BAt request of individual
Other: EXPIRES 1 YEAR FROM SIGNED DATE BELOW 

12. If not the patient name of person signing form: 13. Authority to sign on behalf of patient:

All items on this form have been completed and my questions about this form have been answered. In addition, I have been provided a 
copy of the form. 

Date: 
Signattll'e of patient or representative authorized by law. 

* Human Immunodeficiency, irus that causes AIDS. The New York State Public Health Law protects information wWch reasonably could

identify someone as having HIV symptoms or infection and information regarding a person's contacts.





 

 
                

Main Office: 1001 Noyes Street, Utica NY 13502 
(315) 624-9470 Phone (315) 642-9480 Fax 

 
Dear Patient,  
 
Thank you for choosing Upstate Family Health Inc. for your primary care needs.  
 
In order to provide you the best quality of care, it is important that we have a full understanding of your medical history; 
in that regard, we need to obtain your medical records from other practices (your previous primary care provider and 
other specialty practices you obtain care from).  
 
Please list all of your providers below, as indicated: 
 

Practice Name Specialty Address Fax Number 
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