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

Information Sheet for New Patients 

Thank you for your interest in becoming a patient at Upstate Family Health Center. We truly appreciate your patience as 
we work to provide high-quality, accessible care to everyone in our community. 

At this time, you have been placed on our waiting list to become an established patient. 

To move forward with the new patient process, please complete the following steps: 

1. Complete the enclosed New Patient Packet, which includes:
o A request to release your previous primary care and/or specialty care medical records.
o RHIO (Regional Health Information Organization) consent form.

Please note: Submitting the New Patient Packet does not automatically make you an active patient at our clinic. 

2. Once we receive and review your medical records, a member of our team will contact you to:
o Schedule your new patient appointment.
o Discuss any additional care plans that may be necessary.

Included in this packet are the following documents: 

• New Patient Checklist
• New Patient Application
• Consent and Authorization Forms (including NYSIIS)
• Patient Release of Information
• Patient Intake Form
• Patient Expectations Information Sheet
• Medication Refill Information and Acknowledgment

Form
• Form Completion Guidelines

Additionally, please submit: 

• Proof of Insurance
• Picture ID

Please return the completed forms by mail or drop them off at our front desk during business hours (Monday–Friday, 8:00 
AM – 6:00 PM). 

If you have any questions or need assistance with the forms, we’re here to help. Contact us at 315.624.9470 or 
admin@ufhcinc.org. 

Thank you again for choosing Upstate Family Health Center. We look forward to welcoming you and supporting your 
health journey. 

Warm regards, 

Upstate Family Health Center Inc. 



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

New Patient Checklist 

Required Documents (Please check each box once completed or provided): 

� Picture ID (e.g. Driver’s License, State ID, Passport etc) 
� Insurance Card(s) (Provide copies of all active insurance cards) 
� Patient Application Packet 

o Authorization for Verbal Disclosure of Information
o Authorization for Access to Patient Information (RHIO Form - signed and

completed)
o Authorization for Release of Health Information Form (Signed and completed)
o Patient Intake Form
o Patient Expectations Information Sheet
o Medication Refill Information and Acknowledgement/Controlled Medication

Information Sheet
o Patient Information Sheet: Form Completion Guidelines
o Acknowledgment of Forms

Additional Instructions 
• Please print clearly when filling out all forms
• Ensure that all sections of the packet are fully completed

We are here to help! Please ask any of our team members for assistance if needed! 



NEW PATIENT APPLICATION 

Patient Information 
Last Name 
 

First Name (Legal) Middle 
 

Address 
 

PO Box Apt City State  Zip 

Cell Phone Number 
 

 Social Security Number 
 

Home Phone Number 
 

Email Address Date of Birth 
 

Emergency Contact Name Emergency Contact Number Relationship to Emergency Contact 
 

Veteran  
☐ Yes              ☐ No 

Primary Spoken Language Interpreter Needed? 
☐ Yes              ☐ No 

Patient Demographics 
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 an 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 Ethnicity 
☐ Single 
☐ Married 
☐ Divorced 
☐ Separated 
☐ Other 

☐ American Indian or 
Alaska Native 

☐ Asian Indian 
☐ Black or African 

American 
☐ Chinese 
☐ Declined to Specify 

☐ Filipino 
☐ Guamanian or 

Chamorro 
☐ Japanese 
☐ Korean 
☐ Native Hawaiian 
☐ Other Pacific 

Islander 

☐ Samoan 
☐ Vietnamese 
☐ White 
☐ Other Asian 

☐ Chicano 
☐ Cuban 
☐ Declined to Specify 
☐ Hispanic or Latino 
☐ Mexican 
☐ Mexican American 
☐ Not Hispanic or Latino 
☐ Puerto Rican 

Sexual Orientation Gender Identity 
☐ Straight 
☐ Lesbian or Gay 
☐ Bisexual 

☐ Something Else 
☐ Don’t Know 
☐ Choose not to Disclose 

☐ Male 
☐ Female 
☐ Transgender Male (Female to Male) 

Transgender Female (Male to Female) 

☐ Other 
☐ Choose not to 

Disclose 

Living Type (check if applicable) Household Size (Number of people in household this income supports): 

☐ Homeless              ☐    Transitional Housing      
☐ Migrant Worker    ☐    Seasonal Worker 

 

 
Adults: _______                        Children: _______ 

 
Annual Household Income 
☐ <$10,000                      ☐ $10,000 - $20,999    
☐ $21,000 - $30,999    ☐ $31,000 - $40,999     
☐ $41,000 - $50,999    ☐ $51,000 - $60,999     
☐ $61,000 – 69,999      ☐ Over $70,000 
 

Custody Arrangement in Place? 
 
☐ Yes       ☐ No       Name of Primary (if Applicable):  
                                 
                                     _______________________________________________ 

Responsible Party (if other than the patient) 
First Name Middle Last Name 

 
Relationship to Patient 
☐ Self   ☐ Spouse   ☐ Parent   ☐ Child   ☐ Other _________________________________________________ 
Address: City State Zip 

Email Address Preferred Phone Number 
 

Alternate Phone Number 

Primary Insurance Information 

Subscriber Name (Name on Insurance Card) 
 

Subscriber DOB 

Plan Carrier (Insurance Company) 
 

Subscriber ID # Group # 

   

1001 Noyes Street ∙Utica NY 13502 
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Patient Name 
 

Patient DOB Today’s Date 

Secondary Insurance Information 
Subscriber Name (Name on Insurance Card) 
 

Subscriber DOB 

Plan Carrier (Insurance Company) 
 

Subscriber ID # Group # 

If patient is under 18 years old, please list additional Parent/Guardian (if applicable) 

First Name 
 

Last Name Guardian DOB 

Relationship to Patient: 
☐ Parent   ☐ Guardian   ☐ Other _________________________ 

Guardian Phone Number 

Pharmacy Information 
Primary Pharmacy: 
 

Primary Pharmacy Address: Primary Pharmacy Phone: 

Mail Order Pharmacy: 
 

Mail Order Pharmacy Address: Mail Order Pharmacy Phone: 

I UNDERSTAND THAT MY MEDICATION HISTORY MAY BE OBTAINED UTILIZING AN ELECTRONIC INFORMATION EXCHANGE AND THAT THIS 
PROTECTED HELATH INFORMATION MAY BE VALUABLE INFORMATION FOR MY HEALTH CARE PROVIDER. 
I hereby authorize Upstate Family Health Center, Inc. to access my medication history without limitation or exclusion as is required and/or reasonably 
advisable to disclose, process, retrieve, transmit, and view for the purpose of the transmission of an electronic prescription issued by a provider 
authorized by law to prescribe, as necessary for my care and treatment. 
Signature of Patient, Parent, or  Guardian 
 
 

Appointment Reminders/Patient Portal Access 

How would you like to receive appointment reminders and 
care notifications via?  
☐ Text    ☐ Phone Call   ☐ Email 

Would you like to access our patient portal? 
 
☐  Yes     ☐  No  (If yes, please provide your email address) 

 

INSURANCE AUTHORIZATION AND ASSIGNMENT 

ASSIGNMENT AND RELEASE: I hereby authorize any and all insurances on file for my account to be paid directly to the agency and 
acknowledge that I am financially responsible for any unpaid balance. I also authorized the Agency to release any information required 
by my insurance company including medical, surgical, drug, alcohol, and psychiatric information. Release of HIV/AIDS information may 
require further authorization. I understand that if I am pending Medicaid that I will be billed for the full amount for services until accepted 
by Medicaid. 

CONSENT TO TREAT 

I hereby give consent for treatment or therapeutic intervention, which may include evaluations, routine diagnostic procedures, and tests 
as the health care professionals at Upstate Family Health Center, Inc. consider necessary. I acknowledge that this consent form has been 
explained to me and I have had my questions answered, and the explanation that I received is sufficient for me to give consent for treatment. 

 
 
 _______________________________________  _____________________________________ 

Patient Signature/Legal Representative     Date 
(Consent to treat and bill) 
 
 
 
 
____________________________________________  __________________________________________  

 

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











Patient Intake Form 

Name: _____________________ DOB: ________ Date:__________________ 

Address: _____________________________________________________________________ 

Phone No: ___________________  Email:  ____________________________________ 

1. Have you had any primary care before?
☐ Yes  ☐ No

If yes, please provide the name and address of your previous primary care provider: 
Name: ___________________________________________ 
Address: _________________________________________ 

2. When was the last time you saw your primary care provider?
Date: ______________________

3. Do you work with a Case Manager?
☐ Yes  ☐ No

If yes, please provide the name and phone number of your Case Manager: 
Name: ___________________________________________ 
Address: _________________________________________ 

4. Have you seen any specialists in the last 6 months?
☐ Yes  ☐ No

If yes, please list the name and address of each specialist: 
Name: ___________________________________________ 
Specialty: ________________________________________ 
Address: _________________________________________ 

Name: ___________________________________________ 
Specialty: ________________________________________ 
Address: _________________________________________ 

5. What is the reason you want to establish care with us?

6. Please list all medications you are currently taking (include dosage and frequency if
known):

• 
• 
•



Patient Name: DOB: Date: 

Patient Expectations Information Sheet 

Dear Patient, 

At Upstate Family Health Center, we are committed to providing high-quality care in a safe, respectful 
environment. To help us achieve this, we ask all patients to follow the expectations below:

1. Respectful Communication

• Treat staff and other patients with courtesy at all times.
• Aggressive or abusive language or behavior is not acceptable.
• If you have concerns about your care, please share them respectfully and through the appropriate

channels.

2. Follow Your Treatment Plan

• Take your medications exactly as prescribed.
• Let your provider know right away if you have side effects or problems with your medications.
• Follow the treatment plan discussed with your healthcare provider.
• Be an active participant in your care.

3. Appointment Attendance and Punctuality

• Arrive on time for your appointments. Not more than 15 mins before your appt
• If you can’t make it, please give at least 24 hours' notice.
• Being late may require us to reschedule your visit.
• Existing patients: missing three or more appointments without notice may result in dismissal

from our practice (we will consider special circumstances).
• New Patients: missing your new patient establishing appointment without notice will result in

our inability to establish you as a new patient. We cannot complete the Medicaid Transportation
Form (Form 2015) until you are seen by our provider. This is a New York State rule that requires
care to be established first. What You can do to get a ride to your first visit, contact: Medical
Answering Services (MAS) 1-844-666-6270. They may be able to help you schedule
transportation without a form for your first visit.

4. Respect Our Facility

• Please take care of our property and equipment.
• Damage may result in financial responsibility or removal from the practice.



Patient Name:  DOB: Date: 
 

 

5. Respect Privacy 

• Your medical records are private and confidential. 
• Please also respect the privacy of other patients while in our care. 

 

6. Follow Office Policies 

• Comply with our office guidelines related to appointments, payments, and privacy. 

 

Important: 
Not following these expectations may lead to a review of your care at our practice and could result in 
being discharged from Upstate Family Health Center. 

 

Acknowledgment 
By signing below, you confirm that you have read, understood, and agree to follow these expectations. 

Patient Signature: _____________________________________________________ 
Print Name: ______________________________ DOB: __________________ 
Date: ____________________________________ 

Thank you for helping us maintain a positive and respectful care environment. 

Sincerely, 
Upstate Family Health Center 

 

 



New Patient Medication Refill Information and Acknowledgment Form 

We are glad you have decided to join Upstate Family Health Center as your healthcare provider. Our 
team is committed to delivering the high-quality care you deserve, with your safety as our top priority. 

During your first visit, our providers will perform a comprehensive evaluation of your overall health and 
medications. Based on this evaluation, they may: 

• Continue your current medications,
• Discontinue certain medications, or
• Adjust or switch you to alternative medications as clinically appropriate.

Important Information About Controlled Medications: 

Please be aware of our policy regarding controlled substances: 

• Our providers do not prescribe or refill any controlled medications related to pain
management or mental health conditions.

• If you are currently taking such medications, we will refer you to an appropriate specialist to
manage these needs.

• Establishing care with a specialist may take approximately 2–3 months.
• You must arrange for your current prescriber to continue your controlled medications until

you are fully established with the referred specialist.

A list of local mental health care providers is attached to help you begin this process. 

Patient Acknowledgment 

Please read and confirm the following statements by checking each box: 

☐ I understand that Upstate Family Health Center does not refill controlled substances for pain or
mental health conditions.
☐ I agree to follow up with the referred specialist for continued management of my controlled
medications.
☐ I understand that it is my responsibility to ensure my current prescriber continues these medications
until I am under the care of a specialist.

Patient Name (Print): _________________________________________ 
Date of Birth: ___________________ 

Patient Signature: ___________________________________ Date: ___________________ 

Provider/Witness Signature (optional): _________________  Date: ___________________ 



Patient Name: DOB: Date: 

Patient Information Sheet: Form Completion Guidelines 

At UFHC, your care is our priority. In order to support you while maintaining high standards and 
compliance, please carefully review our guidelines for form completion. 

✅ What You Need to Know

1. What types of forms are covered?
Requests such as the following fall outside routine medical care and are not included in a
standard visit. We will schedule a dedicated appointment.

• School or camp forms

• FMLA paperwork

• Long-term care or life insurance forms

• Veterans Affairs documents

• Disability forms

• Employment-related forms (e.g., return-to-work or work restrictions)

2. Who is eligible for form completion?
To be eligible, you must:

• Be a UFHC patient for at least one year, or have had six or more visits,
AND

• Have been seen within the last 6 months.

���� Note: Based on your condition, your provider may determine that a specialist should 
complete your form. We can provide a list of trusted referral providers for disability-related 
matters. 

3. Disability and Work-Related Forms

UFHC providers do not provide legal disability determination. 
If your form requests: 

• A decision about your ability to work

• Functional assessments



Patient Name: DOB: Date: 

� You will be referred to an appropriate specialist (e.g., physiatry, occupational medicine, 
physical medicine). 

��������������� Form Completion Process 

STEP 1: Schedule a dedicated office visit. 
We do not accept walk-in or drop-off forms. This dedicated scheduled visit ensures your 
provider can review and discuss the form properly. If your provider has sufficient information 
and decides to complete the form, it will be done within 10 days of your visit." 

STEP 2: Bring your form to the visit. 

• Obtain the form from your employer, insurance, or agency.

• Complete the patient portion before your appointment.

• Please sign any required Release of Information allowing us to release medical
information per HIPAA regulations.

STEP 3: Pay applicable charges. 

If the service is not covered by insurance, you will be responsible for the charge directly. 
Standard visit charges and clinic policies apply. 

������ After Your Form Is Completed 

• A copy will be kept in your permanent medical record.

• If you need another copy:

o Contact the Medical Records Department

o Or use the Patient Portal to access your records electronically.

���� Providers cannot release records directly. Please do not contact them for copies. 

❗ Important Reminders

• Providers are legally responsible for any information they sign. Forms will be filled out
with care to avoid errors that may affect your case.



Patient Name: DOB: Date: 

• Providers have full discretion to refuse to fill out or sign forms requested.

• Do not leave forms at the front desk or with your provider without an appointment. We
cannot accept responsibility for lost or incomplete paperwork.

Patient Acknowledgment & Signature 

I have read and understood the UFHC Form Completion Guidelines. I acknowledge that: 

• I must schedule a dedicated visit for form completion.

• I am responsible for any charges not covered by insurance.

• I must complete my portion of the form prior to submission.

• Copies of forms can only be obtained through the Medical Records Department or the
Patient Portal.

I agree to follow the process outlined above and understand that failure to do so may delay form 
completion. 

Patient Name (Printed): ____________________________________________ 
Date of Birth: ______________________ 
Signature: _______________________________________ 
Date: ______________________ 





The New York State Immunization Information System (NYSIIS) is a confidential, computerized system that contains 
immunization records and allows authorized users access to a person’s shot record. Strict federal and state laws protect the 
privacy of your personal information in the system. The benefits of participating in NYSIIS include:

• Your health care provider can use NYSIIS to be sure that you receive the needed immunizations, and proper medical 
treatment is received when needed.

• There will be a permanent and easily accessible record of your immunizations.

Participation in NYSIIS for people 19 years of age and older is voluntary, so your consent is needed. If you want to 
participate, please carefully read the consent below and sign in the space provided. For additional information about this 
consent, please call (518) 473-2839.

I give my consent for _________________________ (name of doctor or organization) to release my immunization(s) 
and identifying information to the New York State Immunization Information System (NYSIIS). I understand the purpose 
of NYSIIS is to assist in my medical care and to record the immunizations that I have had or will receive in the future. My 
immunization information may potentially be used by the Department of Health for quality improvement purposes, 
epidemiologic research, and disease control purposes. Information used for quality improvement or any research 
purposes will have my personal identifying information removed.

The immunization information in NYSIIS may be released to the following: myself, my health insurance plan, the state 
and local health departments, the school that I am registered to attend, and authorized medical providers that deliver my 
medical care.

I understand that there will be no effect on my treatment, payment, or enrollment for benefits if I choose not to enroll in 
NYSIIS. This consent may be withdrawn at any time by using the form provided. Information about immunizations 
received by NYSIIS with my consent will remain in NYSIIS if I later choose to withdraw my consent. However, future 
immunizations will not be recorded in NYSIIS.

NEW YORK STATE DEPARTMENT OF HEALTH
Bureau of Immunization
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Print Name

Signature

Date of Birth

Date

Consent For Participation in NYSIIS
for Individuals 19 Years of Age or Older




