
Welcome to Cancer Care of Western New York.

Please arrive 15 minutes prior to your appointment time.

At Cancer Care of Western New York, we are dedicated to providing the highest level of
professionalism and commitment to quality care. Please let either myself or one of our physicians
know if you experience anything that does not exemplify this.

If your insurance company requires a referral, we will attempt to obtain it from your primary care
physician. We may require your assistance in this matter, depending upon your physician's office
policy. Please be sure to have your insurance card with you when you come in to our office.

To make your visit as efficient as possible, please complete the enclosed forms and bring them with you
to your visit. We pride ourselves on getting our patients in quickly, so in the event you receive this
information after your appointment, it is not necessary to fill out and return the forms.

We invite you to visit our website, www.cancercarewny.com, to view the online services we have
available, including a complete video library highlighting our practice, providers, and the conditions
we treat. You can request non-urgent follow-up appointments, ask for prescription refills, submit
non-urgent questions, and complete a patient satisfaction survey to let us know how we are doing.

The online services include:

• New Patient Consult Packet • Established Patient Update Form
• Insurance Referral Waiver • Medical History Form
• Health Care Proxy • Patient Demographic Forms

If you have any questions or concerns, please feel free to contact us at (716) 844-5500. Welcome
to the Cancer Care of Western New York family.

Sincerely,

Jennifer Hendel, R.N, BSN
Administrator



CANCER CARE OF WESTERN NEW YORK
HEALTH CARE PROXY

About the Health Care Proxy

This is an important legal form. Before signing this form, you should understand the following facts:

1. This form gives the person you choose as your agent the authority to make all health care decisions for you, except to the extent you say
otherwise in this form. "Health care" means any treatment, service or procedure to diagnose or treat your physical or mental condition.

2. Unless you say otherwise, your agent will be allowed to make all health care decisions for you, including decisions to remove or
provide life-sustaining treatment.

3. Unless your agent knows your wishes about artificial nutrition and hydration (nourishment and water provided by a feeding tube), he
or she will not be allowed to refuse or consent to those measures for you.

4. Your agent will start making decisions for you when doctors decide that you are not able to make health care decisions for yourself.

You may write on this form any information about treatment that you do not desire and/or those treatments that you want to make
sure you receive. Your agent must follow your instructions (oral and written) when making decisions for you.

If you want to give your agent written instructions, do so right on the form. For example, you could say:

* If I become terminally ill, I do/don't want to receive the following treatments...
* If I am in a coma or unconscious, with no hope of recovery, then I do/don't want...
* If I have brain damage or a brain disease that makes me unable to recognize people or speak and there is no hope that my

condition will improve, I do/don't want...
* I have discussed with my agent my wishes about_________ and I want my agent to make all decisions about these measures.

Examples of medical treatments about which you may wish to give your agent special instructions are listed below. This is not a
complete list of the treatments about which you may leave instructions:

* artificial respiration * psychosurgery
* artificial nutrition and hydration * dialysis

(nourishment provided by feeding tube) * transplantation
* cardiopulmonary resuscitation (CPR) * blood transfusions
* antipsychotic medication * abortion
* electric shock therapy * sterilization
* antibiotics

Talk about choosing an agent with your family and/or close friends. You should discuss this form with a doctor or another health
care professional, such as a nurse or social worker, before you sign it to make sure that you understand the types of decisions that
may be made for you. You may also wish to give your doctor a signed copy. You do not need a lawyer to fill out this form.

You may choose any adult (over 18), including a family member or close friend, to be your agent. If you select a doctor as your
agent, he/she may have to choose between acting as your agent or as your attending doctor; a physician cannot do both at the same
time. Also, if you are a patient or resident of a hospital, nursing home, or mental hygiene facility, there are special restrictions
about naming someone who works for that facility as your agent. You should ask the staff at the facility to explain those
restrictions.

You should tell the person you choose that he/she will be your health care agent. You should discuss your health care wishes and
this form with your agent. Be sure to give him or her a signed copy. Your agent cannot be sued for health care decisions made in
good faith.

Even after you have signed this form, you have the right to make health care decisions for yourself as long as you are able to do
so, and treatment cannot be given to you or stopped if you object. You can cancel the control given to your agent by telling
him/her or your health care provider orally or in writing.

Filling Out the Proxy Form

Item (1) Write your name and the name, home address, and telephone number of the person you select as your agent.
Item (2) If you have special instructions for your agent, you should write them here. Also, if you wish to limit your agent's

authority in any way, you should say so here. If you do not state any limitations, your agent will be allowed to make all
health care decisions that you could have made, including the decision to consent to or refuse life-sustaining treatment.

Item (3) You may write the name, home address, and telephone number of an alternate agent.
Item (4) This form will remain valid indefinitely unless you set an expiration date or condition for its expiration. This section is

optional and should be filled in only if you want the health care proxy to expire.
Item (5) You must date and sign the proxy. If you are unable to sign yourself, you may direct someone else to sign in your

presence. Be sure to include your address.

Two witnesses of at least 18 years of age must sign your proxy. The person who is appointed agent or alternate agent cannot sign
as a witness.



CANCER CARE OF WESTERN NEW YORK
HEALTH CARE PROXY

(1) I, ____________________________________________________________________________________________

hereby appoint ___________________________________________________________
(name, home address, and telephone number)

________________________________________________________________________

as my health care agent to make any and all health care decisions for me, except to the extent that I state
otherwise. This proxy shall take effect when and if I become unable to make my own health care decisions.

(2) Optional instructions: I direct my agent to make health care decisions in accord with my wishes and
limitations as stated below, or as he/she otherwise knows. (Attach additional pages if necessary.)

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

(Unless your agent knows your wishes about artificial nutrition and hydration (feeding tubes), your agent
will not be allowed to make decisions about artificial nutrition and hydration. (See instructions for filling out
the Proxy form.)

(3) Name of substitute or fill-in agent if the person I appoint above is unable, unwilling, or unavailable to
act as my health care agent.

________________________________________________________________________

(name, home address, and telephone number)
________________________________________________________________________

(4) Unless I revoke it, this proxy shall remain in effect indefinitely, or until the date or conditions stated
below. This proxy shall expire (specific date or conditions, if desired):

________________________________________________________________________

(5) Signature _______________________________________________________________

Address ________________________________________________________________

Date ________________________________________________________________

Statement by Witnesses (must be 18 or older)

I declare that the person who signed this document is personally known to me and appears to be of sound mind and acting
of his/her own free will. He/She signed (or asked another to sign for him/her) this
document in my presence.

Witness 1 ___________________________________________________________________

Address ___________________________________________________________________

Witness 2 ___________________________________________________________________

Address ___________________________________________________________________



CANCER CARE OF WESTERN NEW YORK

Patient Bill of Rights

1. The patient has the right to competent medical care delivered without discrimination as to race,
color, religion, sex, national origin, disability, sexual orientation, or source of payment.

2. The patient has the right to dignity, respect, courtesy, responsiveness, and timely attention to
health care needs.

3. The patient has the right to privacy and confidentiality of information and records regarding
their care.

4. The patient has the right to know the names, professional titles, and functions of the physicians,
nurses, and other staff members involved in their care.

5. The patient has the right to considerate and respectful care in a clean and safe environment.

6. The patient has the right to be informed of the risks, benefits, and alternatives to proposed care
and treatment and to consent to care or treatment. The patient has the right to information about the
current diagnosis, treatment, and prognosis. If it is not advisable to give such information to the
patient for health reasons, it should be available to a person designated by that patient or a legally
authorized person.

7. The patient has the right to refuse any diagnostic procedure or treatment, and to be advised of
the likely medical consequences of such refusal.

8. The patient has the right to education to address his or her needs. The education process will
consider the patient's values, abilities, readiness to learn, and patient and family responsibilities in
the care process.

9. The patient has the right to change the practitioner if other qualified practitioners are available.

10. The patient has the right to request and receive information about alternate sources of appropriate
care.

11. The patient has the right to inspect and obtain a copy of his or her medical records. In addition,
the patient has the right to expect a reasonable and timely transfer of information from one
practitioner to another when requested or required. Charges for copies of medical records shall not
exceed the charges provided for by Section 17 of the Public Health Law.

12. The patient has the right to request and receive information concerning the bill for services
regardless of the source of payment.

13. The patient has the right to know about the expectations of the office based practice with regard to
his or her behavior and the consequence of failure to comply with these expectations, including the
right to have reasonable arrangements made for continuation of care as necessary.

14. The patient has the right to help with understanding these rights if they need help.



CANCER CARE OF WESTERN NEW YORK
1 PATIENT INFORMATION

Name _________________________________________________ Primary Physician _________________________
(Last) (First) (M.I.)

Nickname/preferred first name_____________________________OB/GYN Physician _________________________

Address
_________________________________________________________________________________________

Street City Zip
Birth date ____________ SS #: _________________ Sex: M F Marital Status S M W D

Home Phone______________ Work phone _______________ Cell:_____________ E- mail:___________________

Cancer Care of Western New York may use the above contact information to confirm and/or communicate with you.

Student_____ Full Time/Part time Retirement Date _______________ Retired from ______________________

Employer _____________________________________________ Occupation _______________________________

Spouse's name _________________________________________________________ Birth date _________________

Employer _____________________________________________ Occupation _______________________________

Pharmacy Name/Location _________________________________________________________________________

Emergency Contact ____________________________ Address __________________________ Phone __________

Relationship to patient: ___________________________________________________________________________

B. RESPONSIBLE PARTY: _____ (Check if same as patient information and skip to item C.)

Name _________________________________________________________________________________________
(Last) (First) (M.I.)

Address _______________________________________________________________________________________
Street City Zip

Birth date ______________ SS# __________________ Home Phone ______________ Work Phone _____________

_______________________________________________________________________________________________

C. REFERRAL SOURCE: ____ Primary Physician ____ Personal Referral ____Other Physician ______________

____ Internet ____ Talking Phone Book ____ Verizon ____ Other (please specify) _____________________

_______________________________________________________________________________________________

D. INSURANCE INFORMATION

Primary Insurance _________________________ Insurance ID # __________________ Group ________________

Subscriber Name (skip if same as responsible party) ___________________________________________________
Person that holds the policy

Secondary Insurance Name and Address ______________________________________________________________

Subscriber's Name ________________________________________ Date of Birth ___________________________

Subscriber's SS# _________________ Subscriber's Employer ________________________ Plan Name _________



2 CANCER CARE OF WESTERN NEW YORK

MEDICAL HISTORY
HEIGHT: ________ WEIGHT: ______

RACE (Optional): Caucasian_____ African American_____ Hispanic_____ Native American_____ Alaskan Native _____ Asian_____

ALLERGIES: Please list any medicines, foods, or other substances to which you are ALLERGIC:

________________________________________________________________________________________________

________________________________________________________________________________________________

Do you have an allergy to latex? YES NO

CURRENT DAILY MEDICATIONS: Please list any medications, including non-prescription drugs and birth control
pills that you have taken in the last three months.

________________________________________________________________________________________________

________________________________________________________________________________________________

Smoker YES NO Former smoker YES NO
Alcohol YES NO Former alcohol use YES NO
Recreational drugs YES NO Former recreational drug use YES NO

Have you ever been hospitalized for any type of surgery? Please list: YES NO

________________________________________________________________________________________________

Have you ever been hospitalized for any condition that did NOT require surgery? YES NO
Please list:

________________________________________________________________________________________________

Patient mobility/ambulation: No restrictions Limited Walker Wheelchair

Do you have, or have you ever had any of the following conditions or problems?

1. Diabetes YES NO

2. Cancer YES NO
If yes, site of cancer ________________________Year diagnosed _______

Are you currently receiving radiation or chemotherapy treatment? YES NO

3. Are you receiving treatment for any other type of abnormal growth or tumor? YES NO

4. Kidney or bladder problems including stones, infections, etc. ? YES NO

5. Thyroid problems? YES NO

6. Stomach or intestinal problems; including ulcers or colitis? YES NO

7. Blood disorders; including anemia or abnormal bleeding? YES NO

8. Liver problems; including hepatitis, contact with a person with hepatitis,
yellow jaundice, yellow skin or eyes, or cirrhosis? YES NO



3 CANCER CARE OF WESTERN NEW YORK

MEDICAL HISTORY

9. Neurologic problems; seizures, multiple sclerosis, Parkinsons, or problems with your
balance, vision, or hearing? YES NO

If yes, please specify: ___________________________________________________

10. Heart problems; heart murmur, high blood pressure, chest pain, shortness of breath,
heart attack, angina, or rheumatic fever? YES NO

11. Do you have an automatic defibrillator or any other cardiac device? YES NO

If yes, circle type:

Pacemaker Intracardiac defibrillator Biventricular intracardiac defibrillator

12. Lung problems; asthma, emphysema, bronchitis, pneumonia, or exposure to
tuberculosis? YES NO

13. Do you have sleep apnea? YES NO

14. Do you have any medical condition not mentioned above? If so, explain below. YES NO

15. Do you need to premedicate before procedures? YES NO

16. Are you claustrophobic? YES NO

17. Is this visit for a Worker's Compensation claim or a work related injury? YES NO
If yes, please ask receptionist for a Worker's Compensation form.

18. If you are over 50 years of age, have you had a colonoscopy? YES NO
If yes, when was this done?________________________________

19. If you are female, is there any chance you may be pregnant? YES NO

20. Are you nursing at this time? YES NO

21. Have you had a Pap smear in the last year? YES NO

22. If you are female and over 50 years of age, have you had
mammography in the past 27 months? YES NO

23. If you are female and over 60 years of age, have you had a bone scan? YES NO
If yes, when was this done?________________________________

24. Is there a family history of:
YES NO FAMILY MEMBER

Tuberculosis ____ ____ ___________________

Cancer (specify site) ____ ____ ___________________

Diabetes ____ ____ ___________________

High blood pressure ____ ____ ___________________

Heart disease ____ ____ ___________________



4 CANCER CARE OF WESTERN NEW YORK

MEDICAL HISTORY

21. Do you have children? ____ ____ How many? _________

What brings you to our office today?_________________________________________________________________

________________________________________________________________________________________________

Other relevant information and/or concerns you would like the doctor to be aware of, including any questions you
would like answered: ______________________________________________________________________________

________________________________________________________________________________________________



5 CANCER CARE OF WESTERN NEW YORK

MEDICAL HISTORY CONSENT
Please sign in the five areas as indicated.

CONFIRMATION OF MEDICAL HISTORY
I have read the questions on pages 1, 2, and 3 and have completed them truthfully and to the best of my ability.

_________________________________________________________ _________________________________
Required Signature of Patient and/or Responsible Party Date

ASSIGNMENT OF BENEFITS/AUTHORIZATION FOR MEDICARE/INSURANCE BILLING
I request that payment of authorized Medicare and/or other insurance company benefits be made on my behalf for any
services furnished me by Cancer Care of WNY, including physician services. I authorize any holder of medical or
other information about me to release to the Health Care Financing Administration and/or other insurance companies
and their agents any information needed to determine these benefits or benefits for related services.

________________________________________________________ _________________________________
Required Signature of Patient and/or Responsible Party Date

CONSENT FOR USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION FOR
PURPOSES OF TREATMENT, PAYMENT, AND/OR HEALTH CARE OPERATIONS

I hereby consent to the use and disclosure of my Protected Health Information by Cancer Care of WNY for purposes of
treatment, payment and/or healthcare operations. I hereby consent to the use and disclosure of my Protected Health
Information by Cancer Care of WNY to arrange for treatment by another provider or for the referral of another provider
or entity, including a Business Associate of Cancer Care of WNY, and for business operations of Cancer Care of WNY
or its related treatment entities.

I understand that my signature on the consent is required in order for me to receive care from the Physician Practice and
that the Physician Practice may condition my treatment on obtaining my consent for use and disclosure of my Protected
Health Information for its treatment, payment and health care operations.

________________________________________________________ ___________________________
Required Signature of Patient and/or Responsible Party Date

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
I understand that further information on the Physician Practice's uses and disclosures of my Protected Health
Information is included in the Physician Practice's Notice of Privacy Practices. I acknowledge receipt of Cancer Care
of WNY's Notice of Privacy Practices.

________________________________________________________ ___________________________
Required Signature of Patient and/or Responsible Party Date

CONSENT FOR MEDICAL RECORD PHOTOGRAPHY
I hereby consent to having my photograph taken as part of my medical record. The taking of the photography will
assist Cancer Care of WNY, in the identification of patients and will assist in eliminating record misidentification. This
photograph will be part of my medical record and shall remain strictly confidential to the same extent as my patient
records remain confidential under Cancer Care of WNY's policy and New York State Law.

________________________________________________________ ___________________________
Required Signature of Patient and/or Responsible Party Date



CANCER CARE OF WESTERN NEW YORK
Review of Systems

Do you currently have any problems related to the following systems? Circle Yes or No

Constitutional Symptoms Allergies/Immunologic Endocrine
Fever Y N Hay Fever Y N Excessive thirst Y N
Fatigue Y N Drug allergies Y N Thyroid Problem Y N
Weight Change Y N Other____________ Tired/sluggish Y N
Other _________

Eyes Ears/Nose/Throat/Mouth Cardiovascular
Blurred vision Y N Ear infection Y N Palpitations Y N
Double vision Y N Sore throat Y N Varicose veins Y N
Change in Vision Y N Sinus problems Y N High blood pressure Y N
Other__________ Other __________ Other __________

Respiratory Gastrointestinal Genitourinary
Wheezing Y N Diarrhea Y N Burning w/ urination Y N
Frequent cough Y N Nausea/vomiting Y N Weak stream Y N
Short of breath Y N Indigestion/heartburn Y N Get up at night Y N
Other____________ Other __________ Daytime frequency Y N

Retention of urine Y N
Kidney stone pains Y N
Erection problems Y N
Other ______________

Neurological Integumentary Musculoskeletal
Tremors Y N Skin rash Y N Joint pain Y N
Dizzy Spells Y N Persistent itch Y N Neck pain Y N
Numb/tingling Y N Infections Y N Back pain Y N
Other __________ Other __________ Other____________

Hematologic/Lymphatic
Swollen glands Y N
Anemia Y N
Lymph node enlargementY N
Other __________

This form has been completed by the patient. Date ____________



Cancer Care of Western New York

Current Medication List

Medications/Supplements Dose/Frequency Prescribed by Reason for Use
Vitamins, herbal supplements
(Prescribed and over the counter)

_________________________ ____________ ________________ ______________

_________________________ ____________ ________________ ______________

_________________________ ____________ ________________ ______________

_________________________ ____________ ________________ ______________

_________________________ ____________ ________________ ______________

_________________________ ____________ ________________ ______________

_________________________ ____________ ________________ ______________

_________________________ ____________ ________________ ______________

_________________________ ____________ ________________ ______________

_________________________ ____________ ________________ ______________

_________________________ ____________ ________________ ______________

_________________________ ____________ ________________ ______________

_________________________ ____________ ________________ ______________

_________________________ ____________ ________________ ______________

_________________________ ____________ ________________ ______________

_________________________ ____________ ________________ ______________



CANCER CARE OF WESTERN NEW YORK
Medical Records Release Request

NEW YORK STATE DEPARTMENT OF HEALTH

Authorization for Release of Health Information (Including Alcohol/Drug Treatment and Mental Health Information) and Confidential
HIV/AIDS-related information

I, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this formation
I understand that:

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG TREATMENT, MENTAL
HEALTH TREATMENT, and CONFIDENTIAL HIV/AIDS-RELATED INFORMATION only if I place my initials on the
appropriate line in item 8. In the event the health information described below includes any of these types of information, and I
initial the line on the box in Item 8, I specifically authorize release of such information to the person(s) indicated in Item 6.

2. With some exceptions, health information once disclosed may be re-disclosed by the recipient. If I am authorizing the release of
HIV/AIDS-related, alcohol or drug treatment, or mental health treatment information, the recipient is prohibited from re-disclosing
such information or using the disclosed information for any other purpose without my authorization unless permitted to do so under
federal or state law. If I experience discrimination because of the release or disclosure of HIV/AIDS-related information, I may
contact the New York State Division of Human Rights at 1-888-392-3644. This agency is responsible for protecting my rights.

3. I have the right to revoke this authorization at any time by writing to the provider listed below in Item 5. I understand that I may
revoke this authorization except to the extent that action has already been taken based on this authorization.

4. Signing this authorization is voluntary. I understand that generally my treatment, payment, enrollment in a health plan, or eligibility for
benefits will not be conditional upon my authorization of this disclosure. However, I do understand that I may be denied treatment in
some circumstances if I do not sign this consent.

5. Name and Address of Provider or Entity to Release this Information:

_______________________________________________________________________________________________________________

6. Name and Address of Person(s) to Whom this Information Will Be Disclosed: Cancer Care of Western New York, Harlem
Professional Park, 3085 Harlem Road, Ste 200, Cheektowaga, NY 14225

7. Purpose for Release of Information: Medical Records Release

8. Unless previously revoked by me, the specific information below may be disclosed from: _____________until _________________

All health information (written and oral), except:_________________________________________________________________

For the following to be included, indicate the specific
information to be disclosed and initial below. Information to be Disclosed Initials

Records from alcohol/drug treatment programs ___________________________ ________

Clinical records from mental health programs* ___________________________ ________

HIV/AIDs-related Information ___________________________ ________

9. If not the patient, name of person signing form: 10. Authority to sign on behalf of patient:

____________________________________________ _______________________________________________

All items on this form have been completed, my questions about this form have been answered and I have been provided a copy of the
form.
_______________________________________________________________ ____________________________________
Signature of Patient or Representative Authorized by Law Date

Witness Statement/Signature: I have witnessed the execution of this authorization and state that a copy of the signed authorization was
provided to the patient and/or the patient's authorized representative.

____________________________________________ _______________________________________ ____________________
Staff Person's Name & Title Signature Date

This form may be used in place of DOH-2557 and has been approved by the NYS Office of Mental Health and NYS Office of Alcoholism
and Substance Abuse Services to permit release of health information. However, this form does not require health care providers to release
health information. Alcohol/drug treatment-related information or confidential HIV-related information released through this form must be
accompanied by the required statements regarding prohibition of re-disclosure. * Note: Information from mental health clinical records may
be release pursuant to this authorization to the parties identified herein who have a demonstrable need for the information, provided that the
disclosure will not reasonably be expected to be detrimental to the patient or another person. DOH-5032 (4/11)



POLICY WITH RESPECT TO RECORDING PATIENT APPOINTMENTS

Cancer Care of Western New York does not allow any recording of patients consult or visits with our medical
professionals. We understand that there are times where such recordings may be beneficial to you in order to help with
remembering a physician's explanation of diagnosis or treatment options and to share with family members in order to
help them assist with medications or plan of care. We, as a group, discussed recording of appointments in depth and
decided to not allow recordings in our practice, as they are not a legal part of our electronic medical record and do not
want to be responsible for partial recordings that may cause confusion with your diagnosis or treatment. As well, we do
not allow recording so as to prevent any HIPPA breach if a recording did become lost.

We appreciate your understanding on our policy of NO recording of any appointments.

I, Harlem Ccwny, agree that under no circumstance will I or anyone accompanying me to my appointment will record
any office appointment with any of our medical staff.

I agree to the terms of the policy.

_____________________________________ _________________
Patient Signature Date

__________________________________________ _________________
Witness Signature Date










