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Stony Brook
Medicine
Stony Brook, NY 11794

AD2C679
Healthix
Authorization for Access to Patient Information
New York State Department of Health Through a Health Information Exchange Organization
Patient Name Date of Birth Patient Identification Number
Patient Address

| request that health information regarding my care and treatment be accessed as set forth on this form. | can choose
whether or not to allow members of the Stony Brook Organized Health Care Arrangement (listed on Exhibit A) (referred
to as the “SBOHCA” or “Provider Organization”) to obtain access to my medical records through the Statewide Health
Information Network of New York (SHIN-NY) via Healthix. If | give consent, my medical records from different places where
| get health care can be accessed using a statewide computer network. Healthix is a not-for-profit Health Information
Exchange (HIE) organization, certified by the NYSDOH, that shares information about people’s health electronically to
improve the quality of healthcare and meets the privacy and security standards of HIPAA, the requirements of the federal
confidentiality laws, 42 CFR Part2 and New York State Law. To learn more visit Healthix’'s website at www.healthix.org.

My information may be accessed in the event of an emergency, unless | complete this form and check box #3, which
states that | deny consent even in a medical emergency.

The choice | make in this form will NOT affect my ability to get medical care. The choice | make in this form does
NOT allow health insurers to have access to my information for the purpose of deciding whether to provide me
with health insurance coverage or pay my medical bills.

My Consent Choice. ONE box is checked to the left of my choice.
| can fill out this form now or in the future.
| can also change my decision at any time by completing a new form.

1. | GIVE CONSENT for the SBOHCA to access ALL of my electronic health information
through Healthix to provide health care services (including emergency care).

2. I DENY CONSENT EXCEPT IN A MEDICAL EMERGENCY for SBOHCA to access my
electronic health information through Healthix.

3.1 DENY CONSENT for SBOHCA to access my electronic health information through
Healthix for any purpose, even in a medical emergency.

If  want to deny consent for all Provider Organizations and Health Plans participating in Healthix to access my electronic
health information through Healthix, | may do so by visiting Healthix’s website at www.healthix.org or calling Healthix at
877-695-4749.

My questions about this form have been answered and | have been provided a copy of this form.

Signature of Patient or Patient’s Legal Representative Date
X
Print Name of Legal Representative (if applicable) Relationship of Legal Representative to Patient (if applicable)

English | Stony Brook OHCA Emergency Services SIDE1OF 3 AD2C679 (9/21)
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00010 Stony Brook PATIENT LABEL
Southampton Hospital

A Location of Stony Brook University Hospital

240 Meeting House Lane Southampton, NY 11968

General Consent and Agreements for Hospital Ambulatory Services

Patient Consent to the Release of Records for NYS External Appeal

The patient, the patient’s designee and the patient’s provider have a right to an external appeal of certain
adverse determination made by health plans. In the event an external appeal is filed, consent to the release
of medical records signed and dated by the patient is necessary. An external appeal agent, assigned by
the New York State Department of Financial Services, will use this consent to obtain medical information
from the patient’s health plan and health care providers. The name and address of the external appeal
agent will be provided with the request for medical information.

| authorize my health plan and providers to release relevant medical or treatment records related to the
external appeal including any HIV-related information, mental health treatment information or alcohol /
substance abuse treatment information to the external appeals agent. | understand the external appeal
agent will use this information solely to make a decision on the appeal and the information will be kept
confidential and not released to anyone else.

This release is valid for one year. | may revoke my consent at any time, except to the extent that action has
been taken in reliance on it, by contacting the New York State Department of Financial Services in writing.
| understand that my health plan cannot condition treatment, enroliment, eligibility or payment on whether
| sign this form. | acknowledge that the decision of the external appeal agent is binding.

| agree not to commence a legal proceeding against the external appeal agent to review the agent’s
decision; provided, however, this shall not limit my right to bring an action against the external appeal agent
for damages for bad faith or gross negligence or to bring an action against my health plan.

Patient’s Health Plan ID #

X

Signature of Patient (or representative) Time Date

| have read this entire document and | understand it.
| have been given the chance to ask questions and understand
that | may ask additional questions at any time.

| also understand | may refuse to sign this form and that my health care treatment will not be affected or
interrupted and payment will not be affected. The facility, its employees, officers and physicians are hereby
released from any legal responsibility or liability for disclosure of the above information to the extent indicated
and authorized herein. | may request a copy of this form after signing.

X

Signature of Patient (or representative) Relationship (if other than patient) Time Date
Print Name of Witness Title or Relationship to Patient

X

Signature of Witness Time Date

Form #0922E (03/20) Page 4 of 5
(Rev. 03/20)
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\ Stony Brook Southampton Hospital

Department of Rehabilitation

Name: Age: DOB: Date:
Occupation: Marital Status: SCOMO DOWO
Emergency contact info: Name: Number: Relationship:
May we speak to significant other regarding your/pt progress? Yes[_INo[]

Do you have a health care proxy? Yes[LINo[_JName: Number:

Allergies: List any medication (s) or food that you are allergic to:

Are you latex sensitive? Yes[] No[]
Are you currently pregnant or think you may be pregnant? Yes[INo[]
Do you have a pacemaker or defibrillator? Yes[_INo[]
Please check (V) any of the following whose care you’re under:
Medical Doctor (MD) || Physiatrist Psychologist / Social Worker
Osteopath Doctor (DO) Physical Therapist Occupational / Speech Therapist
| | Dentist 1| Chiropractor Other:

If you have seen any of the above during the past 3 months, please describe for what reason (illness, injury,
physical, etc.):

If you have pain, please indicate on the 0-10 scale below what level your pain is:

o] 1] 2] 30 4[] 5[] &l ] O sl | al ] 1o ]
folo Slo] Slo) (Glc) ©E
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Please indicate on the diagram(s) below where your symptoms are:
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What is the reason you are here today?
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Have you ever been diagnosed as having any of the following conditions?

Yes INo[d Cancer If yes, what kind? YesCINoI Epilepsy
YesCONo[J High blood pressure YedONo[ Osteoarthritis ; where;
YesCINo[1 Heart Disease / Problems ; list; YesTONo CIRheumatoid Arthritis
YesCINo[] Circulation Problems YesTONo [ Other Arthritic Conditions:
Yes[No[ Stroke : date; YesCINo[d Multiple Sclerosis
YesCONo[J Asthma YesCINo[d Emphysema / Chronic Bronchitis
YesCINo[J Chemical Dependency YesNo[ Lyme Disease
YesCNo[ Thyroid Problems YesCONo[Liver Disease
YesCONo [ Diabetes YesCINo[Cd Tuberculosis
YesCONo [ Kidney disease Other:
YesCONo 0 Anemia
Please list any surgeries or other conditions for which you have been hospitalized.

Reason Date
1.
2.
3.

Please list any significant injuries that you have been treated for?
Reason Date

Please list any prescription medications you are currently taking, dosage and frequency:

1. Dosage: Freq.: 2. Dosage: Freq:
3. Dosage: Freq.: 4, Dosage: Freq.:
5. Dosage: Freq.: 6. Dosage: Freq.:

Which of the following over-the counter medications have you taken in the last two weeks?

Yes[[]  No[_JAspirin Yes [ No[JAntihistamine

Yes [] No[ITylenol Yes[] No[CIDecongestants

Yes L] No[_JAdvil / Motrin / Ibuprofen Yes[] No[JAntacids

Yes L No[JLaxative Yes [] No[[]Vitamins / Minerals/ Supplements
Other:

Have you recently noted:

Yes[] No[J Weight loss/gain Yes[1 No[CJ Weakness : where?

Yes[T] No[] Nausea Yes[] No[] Fever/Chills/ Sweats

Yes[] No[d Fatigue Yes[] No[[] Numbness/ Tingling: where?

I acknowledge and understand that | have been referred for evaluation and treatment of pelvic floor dysfunction, which include
but are not limited to, urinary or fecal incontinence, difficulty with bowel, bladder or sexual functions, painful scars after
childbirth or surgery, persistent sacroiliac or low back pain, or pelvic conditions.

I understand that to evaluate/treat my condition it may be necessary, initially and periodically, to have my therapist perform an
internal pelvic floor muscle examination. This examination/treatment is performed by observing and/or palpating the perineal
region, including vaginal and/or rectum. This evaluation and/or treatment will assess skin condition, reflexes, muscle tone, length,
strength and endurance, scar mobility and function of the pelvic floor region. Such evaluation/treatment may include vaginal or
rectal sensors for muscle biofeedback.

Signature: Date:
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PFDI- 20 Instructions: Please answer all of the questions in the following survey.
These questions will ask you if you have certain bowel, bladder, or pelvic symptoms and,
if you do, how much they bother you. Answer these by circling the appropriate number.

While answering these questions, please consider your symptoms over the last

3 months.

The PFDI-20 has 20 items and 3 scales of your symptoms.
All items use the following format with a response scale from 0 to 4.

Symptoms Present = YES, scale of bother: 1 =notatall
2 = somewhat
3 = moderately
4 = quite a bit
Symptoms Not Present = NO 0 = not present

Pelvic Organ Prolapse Distress Inventory 6 (POPDI-6)

Do you ... No Yes
1. Usually experience pressure in the lower abdomen? 00| 12 BwWO
2. Usually experience heaviness or dullness in the pelvic area? 00| 1O2kwO
3. Usually have a bulge or something falling out that you can see or feel in your vaginal area? 00| 1m0
4. Ever have to push on the vagina or around the rectum to have or complete a bowel movement? od| A0
5. Usually experience a feeling of incomplete bladder emptying? od| 1k
6. Ever have to push up on a bulge in the vaginal area with your fingers to start or complete od| 1O uO
urination?
Colorectal-Anal Distress Inventory 8 (CRAD-8):
Do you ... No Yes
7. Feel you need to strain too hard to have a bowel movement? 00| 1O
8. Feel you have not completely emptied your bowels at the end of a bowel movement? 00| 1rmkO
9. Usually lose stool beyond your control if your stool is well formed? o] 1OpkO
10.  Usually lose stool beyond your control if your stool is loose? 00| 10prd
11.  Usually lose gas from the rectum beyond your control? 00| 1O Pr¥Od
12.  Usually have pain when you pass your stool? od| 1RO
13.  Experience a strong sense of urgency and have to rush to the bathroom to have a bowel od| 1OekO
movement?
14.  Does part of your bowel ever pass through the rectum and bulge outside during or after a bowel o (HzEcH/N
movement?
Urinary Distress Inventory 6 (UDI-6):
Do you ... No Yes
15.  Usually experience frequent urination? 00| 1A mRrO
16. Usually experience urine leakage associated with a feeling of urgency, that is, a strong sensation od| OO
of needing to go to the bathroom?
17.  Usually experience urine leakage related to coughing, sneezing, or laughing? od| 1O
18.  Usually experience small amounts of urine leakage (that is, drops)? 00| 1T wMO
19. Usually experience difficulty emptying your bladder? o] 1D\ kO
20. Usually experience pain or discomfort in the lower abdomen or genital region? o] 1Pk

Scoring the PFDI-20:

Scale Scores: Obtain the mean value of all of the answered items within the corresponding scale (possible value 0 to
4) and then multiply by 25 to obtain the scale score (range 0 to 100). Missing items are dealt with by using the mean

from answered items only.

PFSI-20 Summary Score: Add the scores from the 3 scales together to obtain the summary score (range 0 to 300).






PFIQ — 7 Instructions: Some women find that bladder, bowel, or vaginal symptoms
affect their activities, relationships, and feelings. For each question place an X in the
response that best describes how much your activities, relationships, or feelings have
been affected by your bladder, bowel, or vaginal symptoms or conditions over the last
3 months. Please make sure you mark an answer in all 3 columns for each question.

How do symptoms or conditions
relating to the following —» — — Bladder or | Bowel or Vagina or
Usually affect your ...| urine rectum pelvis
1. Ability to do household chores CINot atall  |CINot at all |[_INot at all
(cooking, housecleaning, laundry)? |[JSomewhat |[LJSomewhat |[[CJSomewhat
CIModerately |[CJModerately |[“JModerately
CJQuite a bit |[(CJQuite a bit [[CJQuite a bit
2. Ability to do physical activities such |[CINot atall |[[CJNot at all |[CJNot at all
as walking, swimming, or other [OSomewhat |[CJSomewhat |[CJSomewhat
exercise? [CIModerately |[CIModerately |[CIModerately
CJQuite a bit |[(CJQuite a bit [[(CIQuite a bit
3. Entertainment activities such as [CINotat all [[JNotatall [[INot at all
going to a movie or concert? [ISomewhat |[CJSomewhat |[CJSomewnhat
[CIModerately |[JModerately |[CJModerately
CJQuite a bit |[JQuite a bit |[CJQuite a bit
4. Ability to travel by car or bus fora |[JNotatall |[[‘JNotatall |[JNotatall
distance greater than 30 minutes  |[CJSomewhat |[CJSomewhat |[CJSomewhat
away from home? [CIModerately |[JModerately |[_JModerately
[JQuite a bit |[CJQuite a bit |{(CJQuite a bit
5. Participating in social activities [CINot atall |[JNot at all |[CINot at all
outside your home? [COSomewhat |[CJSomewhat |[CJSomewhat
[IModerately |[JModerately |[_JModerately
[CJQuite a bit |[JQuite a bit |[CJQuite a bit
6. Emotional health (nervousness, CONot atall |[CINot at all [[JNot at all
depression, etc.)? [CJSomewhat |[CJSomewhat [[C]JSomewhat
[Moderately |[CIModerately |[[JModerately
[CIQuite a bit |[[JQuite a bit |[JQuite a bit
7. Feeling frustrated? [CINot atall [[JNotatall |[JNot at all
[OSomewhat |[JSomewhat |[CJSomewnhat
[CIModerately |[CJModerately |[JModerately
[JQuite a bit [[JQuite a bit |[JQuite a bit
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