
Southeast Urology 

Michael Saltzman, MD 

3225 Hospital Dr Ste 102 

Juneau, AK 99801 

(907) 500-9920 / (907) 500-9932 (fax) 

 

Date: ______________________ 

Patient Name: _____________________________   Date of Birth: __________________    

Sex: Male / Female   

Mailing Address:____________________________________________________________ 

City:________________________________ State:___________________ Zip:_______________   

Home Phone: _________________________ Work Phone: ________________________   

Cell phone: __________________________   Email:   _______________________________ 

Patient Social Security #: ________________________________  

Best phone number to reach you: __________________________ 

Employer: __________________________________________________ 

Whom may we contact in case of an emergency? ______________________________________ 

Contact Number: ______________________ Relationship to Patient: ______________________ 

Is the patient a minor? Yes No   If yes, please provide information for parent or guardian:  

Name: ____________________________________________ 

Social Security #: ____________________ Date of Birth: ___________________________________ 

Address same as patient? Yes No   If no, please provide address for parent or guardian: 

_________________________________________________________________________________ 

Insurance Information (Please provide insurance card(s) to receptionist)  

Primary Insurance Company Name: ________________________________________________ 

Insurance holder if other than patient: ______________________ Date of Birth: ________________ 

Relationship to patient: _____________________ Employer: _______________________________ 

Secondary Insurance Company Name: ______________________________________________ 

Insurance holder if other than patient: ______________________ Date of Birth: _________________ 

Relationship to patient: _____________________ Employer: ________________________________ 

 

Pharmacy Name: ______________________________  

Primary Care Provider / Doctor: ________________________________ 

Signature of patient or Legal Guardian: ________________________ 



Southeast Urology 

 

Patient Health History 

 

Name: ____________________________________  DOB : _______________ Date : _____________ 

 

Current Problem 

 

What is the main reason for your visit today? Describe your symptoms in detail: 

___________________________________________________________________________________ 

 

___________________________________________________________________________________ 

 

Allergies (Include reaction to the allergy) 
 

____________________  _____________________  ________________________ 

 

Medications (Please include strength and how often they are taken) 
____________________  ______________________  ________________________ 

____________________  ______________________  ________________________ 

____________________  ______________________  ________________________ 

 

Past Surgical History (Please list any surgeries you had in the past) 
___________________________________________________________________________________ 

 

___________________________________________________________________________________ 

 

Past Medical History 
 

Please circle if you have had any of the following: 

 

Diabetes High Blood Pressure  Heart Disease  Asthma COPD 

 

Acid Reflux (GERD)    High Cholesterol  Colonoscopy             Pneumococcal vaccine 

 

Other: ____________________ 

Urologic History 
 

Have you ever had any of the following illnesses? Please check/circle all that apply: 

 
____ Stones of the kidney, ureter, urinary bladder?   ____ Painful Urination? 
____ Cancer of the kidney, bladder, testicle, prostate, cervix or uterus? 

____ Infection of the prostate, testicle, bladder or kidney?  ____ Blood in urine? 

____ Trauma to the kidney, groin, testicle, bladder or urethra?  ____ Straining to urinate? 

____ Herpes, genital warts or gonorrhea?    ____ Post urination dribbling? 

____ Erectile Dysfunction?       ____ Feeling that the bladder is not 

emptying? 

____ Urinary leakage: with cough, with urgency?    ____ Frequent urination: # of times 



_____ 

____ Difficulty starting stream / slow stream? 

 

  

Family Medical Illness History (For example: heart disease, cancer or stroke) 

 

Father : _______________________________        Mother : ________________________________ 

Brother : ______________________________  Sister : __________________________________ 

Grandfather : __________________________  Grandmother : ____________________________ 

 

Social History 
Race & Ethnicity 

___ American Indian or Alaskan Native    ___ Asian      ___  Black or African American 

___ Native Hawaiian or other Pacific Islander  ___ Caucasian or White  ____Hispanic or Latino 

Other (specify) ______________________ 

Marital Status: ___ Married   ___ Single  ___ Divorced  __ Other (specify)_______________________ 

What is your occupation: _____________________________ No of children: ____________________ 

Do you drink alcohol? __ Yes  __ No   If yes:  __ Beer  __ Wine __ Liquor 

How much?  __  /day   ___ /week  __ /month   __/year      Caffeine drinks per day? ______________ 

Do you currently smoke? ________ How much? ______ In the past? ______ Date you quit? ________ 

Do you use Recreational Drug?   ____ Yes      ___ No 

 

Review of Systems (Circle all that apply) 

 

Constitutional : Chills   Fever  Weight Loss 

 

Respiratory :  Asthma  Shortness of Breath         Wheezing      Productive Cough 

 

Allergic :   Hay Fever   Hives  Persistent Infections 

 

Endocrine :   Diabetes  Thyroid Disease Other Hormone Problems 

__________ 

 

Musculoskeletal:  Chronic Back Pain     Chronic Neck Pain        Sore Muscles 

 

Ear, Nose and Throat :  Hearing Loss     Nasal Stuffiness     Sore Throat 

 

Skin :    Chronic Sores             Rash  Persistent Itching      Skin Cancer 

History 

 

Gastrointestinal :  Abdominal Pain Nausea/Vomiting Change in Bowel Habits 

 

Cardiovascular :  Chest Pains  Swollen Ankles Irregular Heartbeat 

 

Eyes :    Blurry Vision   Double Vision  Cataracts Glaucoma 

 

Hematologic / Bleeding Disorders  Anemia    Abnormal Bruising    Enlarged lymph nodes 

Lymphatic :    



 

Neurological :  Numbness  Tingling Dizziness     Memory Loss 

 

Genitourinary :  Incontinence   Painful Urination Blood in Urine 

 



SOUTHEAST UROLOGY 

MICHAEL SALTZMAN, M.D. 

3225 Hospital Dr. Suite 102 

Juneau, AK 99801 

Phone: (907) 500-9920  Fax: (907) 500-9932 

 

 

NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION MAY BE USED AND 

DISCLOSE AND HOW YOU CAN ACCESS THIS INFORMATION. 

 

 

PLEASE REVIEW CAREFULLY 

 

This notice of Privacy Practices describes how we may use and disclose your protected health 

information to carry out treatment, payment or healthcare operation, and for other purposes that are 

permitted and required by law. It also describes your rights to access and control your protected 

healthcare information. “Protected health care information” is information about you, including 

demographic information, which may identify you and may relate to your past, present and future 

physical or mental condition and related health care services.  

 

Uses and disclosure 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 healthcare services to you, to provide information 

needed by insurance plans to process claims, to support the operation of the physician’s practice and 

any other use required by the law. 

 

Treatment: We will use and disclose your protected health information to provide, coordinate, or 

manage your healthcare and any related services. This includes the coordination or management of 

your healthcare 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, employee review, training of medical staff, licensing, and conducting or 

arranging for other business activities. For example, we may disclose your protected health to medical 

school students that see patients in our office. We may also call you by name in the waiting room when 

the 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: 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, organ donation, research, criminal activity, military activity, 

national security, worker’s compensation and inmates.  

 

Required uses and disclosure: 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, 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 indication in the 

authorization. 

 

Your rights: You have the right to inspect and copy your protected health information. Under federal 

law, you may not inspect or copy the following records: psychotherapy notes, information compiled in 

reasonable anticipation of, or use in, civil, criminal, administrative actions or proceedings, or protected 

health information that is subject to laws that prohibits access to such 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 any part of your protected health information for the purpose of treatment, payment or 

healthcare operations. You may also request that any part of your protected health information not to 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 restrictions to apply. Your physician is not required to agree to a 

restriction that you may request.  If a physician believes it is in your best interest to permit use and 

disclosure of 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 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 agreed to accept this notice alternatively i.e. electronically. 

 

You have the right to have the 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 such rebuttal. You have the 

right to receive an account of certain disclosures we have made, if any, of your protected health 

information. 

 

Complaints: You may complain to us or the Secretary of Health and Human Services if you believe 

your privacy practices have been violated by us. You may file a complaint with us by notifying our 

HIPPA Compliance Officer of your complaint. We will not retaliate against you for filling a 

complaint. 

 

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 unprotected health information. If you have any questions 

with this form, please ask to speak to our HIPPA Compliance Officer in person or by phone. We reserve 

the right to change the terms of this notice. You then have the right to object or withdraw as provided in 

this notice. 

 

I acknowledge that I have received a copy of Southeast Urology’s Notice of Privacy Practices that 

describes how my health information is used and shared. I understand that Southeast Urology has the 

right to change this notice at any time. I may obtain a current copy by contacting the Southeast Urology 



Office.  

 

 My signature below constitutes my acknowledgement that I have received a copy of the  

Notice of Privacy Practices. 

 

 

 
Signature of Patient or Legal Representative                                                      Date 

 

 

 
If signed by legal representative, what is your relationship to patient? 

 

 

 
Signature of Southeast Urology employee/witness 

 



PHYSICIAN FEES  

  

Please note that insurance companies do not typically cover 100% of physician charges. As a courtesy 

to you, we will submit all claims to your insurance company.  Your insurance policy is a contract 

between you and your insurance company. We cannot guarantee payment of your claim, nor can we 

influence their decision.  

 

Charges from physician may exceed what insurance companies deem “usual and customary” and the 

remaining balance is the responsibility of the patient. It is your responsibility to pay all deductibles, co-

insurance or any other balance not paid by your insurance company.  

 

Your copay is due at the time of the visit.   

 

We recognize the need for understanding regarding financial arrangements for medical care. All 

balances are due within 30 days of receipt of the statement, unless specific arrangements have been 

made with the billing company. Please let us know if you are having financial difficulties which cause 

your medical expenses to be a burden, so that payment arrangements can be made. 

 

We encourage you to contact your insurance provider prior to your appointment should you have any 

concerns regarding insurance coverage for your appointment. 

 

 

I understand that my insurance may not cover all of the services rendered. 

In the event that the charges are not covered, I will be responsible for payment in full for all charges 

incurred. 

 

 

 

 

________________________________________   ________________ 

 

Signature over Printed Name of Patient/Guarantor     Date 

 

 

 



Southeast Urology 

Michael Saltzman, MD 

3225 Hospital Dr Ste 102 

Juneau, AK 99801 

Phone: (907) 500 - 9920 / Fax: (907) 500 – 9932  

 

YOUR RIGHT TO PRIVACY 

 
Patient name: _____________________________________ DOB: _____________________ 

 

  

 We respect your right to privacy regarding medical information. Please list the names of 

 your spouse, family members and / or contact persons with whom we may share 

 information without additional consent. 

 

 

If so, their name(s), relationship and phone number: 

 

____________________________________________________________________________ 

 

____________________________________________________________________________ 

 

 

 

List name(s) of any person(s) you DO NOT WANT us to share your medical information with: 

 

____________________________________________________________________________ 

 
___________________________________________________________________________________ 

 

 

 

Please list the phone number(s) where we can leave a message confirming your appointments: 

 
__________________________________________________________________________________ 

 

___________________________________________________________________________________ 

 

 

 

 

It’s the patient's responsibility to inform this office regarding any changes in this form. 

 

Patient's signature ______________________________________ Date ________________ 


