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Please print Name: _________________________________ 
 
Welcome to our Practice.  This practice is owned by Shammai Rockove, M.D. and Kent Toland, M.D. 
 
We would like you to know that both Dr. Rockove and Dr. Toland are board certified by The American 
Board of Urology and are licensed in the state of Oregon.  Shammai Rockove, M.D. has been in 
practice since 1995.  Kent Toland, M.D. has been in practice since 1993. Should you choose to have 
surgery at this organization, Shammai Rockove, M.D. or Kent Toland, M.D. will be performing your 
surgery.  Additionally, this organization also uses credentialed and licensed, mid-level providers for 
care, i.e. Physician Assistant, Nurse Practitioner.  They provide care according to their scope of 
service. 
 
Please be advised that if you have a grievance the following mechanism exists:  Ask for a grievance 
form from the receptionist. 
 
If you have a suggestion, please put it in writing.  You may hand it to the receptionist or mail it to our 
office.  It may be anonymous if you wish.   
  
We encourage all patients to participate in their care, so please speak up and ask questions of 
anyone in this organization. 
 
This practice follows the CDC guidelines for hand hygiene in which staff are educated upon hire and 
annually thereafter.  We encourage staff to stay home when they are sick.  We provide tissues and 
garbage cans throughout the facility and encourage everyone to cover their mouth when coughing or 
sneezing and then wash their hands.    
 
Should you have a procedure or surgery in this organization we want you to know that we value 
patient safety.  Therefore you may hear us performing certain tasks or asking certain questions that 
may surprise you.  Even though we may know you, we may still ask you identifying information such 
as your date of birth or your address (in addition to asking you to tell us your name).  We take a 
pause or a Òtime outÓ before we actually start your procedure to assure once again that we have 
everything that we need and the entire team is in agreement.  Only the physician performing your 
procedure will mark your surgical site.  This organization adheres to strict infection control measures 
before, during, and after your procedure including but not limited to: procedural technique, the 
environment of care, care of equipment and instruments, and education of all staff in the most up to 
date infection control measures.  
 
If concerns exist about patient care and safety in the organization that the organization has not 
addressed, you are encouraged to contact the organizationÕs management.  If you feel the concerns 
were not resolved through the organization, you are encouraged to contact the Joint Commission by 
calling 800-994-6610 or emailing complaint@jointcommission.org. 
 
Additionally, please be advised that this organization does not recognize DO NOT Resuscitate orders 
or Living Wills.  If you have any questions please see the receptionist.  
 
_______I have received information regarding the infection control process of this organization and I 
understand this information. 
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Dear_____________________________, 
 
Welcome to our practice!  An appointment has been scheduled for you at our office on: 
 
Date:________________________________ at___________________________ 
 
Please bring the following items with you:  

• All of your medications in their original bottles 
• Your insurance card and a photo ID 
• You will be asked to provide a urine sample upon arrival  
• If you have power of attorney (POA) for this patient, please bring documentation 

********************************************************************************************************** 
We hope that the following information will be helpful to you.  We respect your time and we would like to make 
your visit to our office as efficient as possible.  Enclosed you will find a packet of information for you to read and 
several forms to complete.  We ask that you complete all forms (front and back) and bring them with you to your 
first appointment. 
 
Location 
We are located on Stark Street, just west of 242nd /Hogan.  Parking is available in the back of the office. We are located on 
the third floor. 
 
Financial Policy 
Copays are collected at the time of service.  Enclosed you will find our Financial Policy for your review and signature.   
 
Medical Insurance 
Please bring your current insurance card.  This will help us file for insurance reimbursement on your behalf.  If you 
have a managed care health plan, remember to contact your PCP’s office prior to your visit to obtain a referral.  Without a 
valid referral, your insurance company can refuse payment.  Regardless of insurance, payment remains your personal 
responsibility.  If we have not received insurance payment within 45 days, you will be responsible for the entire remaining 
balance. 
 
Telephone Calls 
For your convenience we are available to answer questions you may have from 8:30 am to 5:00 pm, Monday through 
Friday.  If you need to speak to someone after hours, call our office and our answering service will contact the provider on 
call. You may also visit our website, www.centerforurology.com  
 
Cancellation 
Our office sees patients by appointment only.  If you are unable to keep your appointment, please notify us as early as 
possible so that we are able to offer the time to another patient.  Your account may be charged a cancellation fee if you 
cancel your appointment less than 24 hours prior, or fail to show up for your appointment.   
 
Medications 
For medication refills we ask that you call your pharmacy.  They will contact us for your refill.  Please allow 24 hours. 
 
If you have any questions regarding the above, or if we can be of further help please do not hesitate to call our 
office at (503) 492-6510.  We appreciate the opportunity to serve you and strive to provide excellent, quality 
health care.   
 
We look forward to meeting you! 
 
Sincerely, 
 

Shammai Rockove, M.D., Kent Toland, M.D., Melanie Crites-Bachert, D.O., 
Cheri Springer, M.S., P.A.-C., Donna Anderson, M.S., P.A.-C. 



THE CENTER FOR MEN'S AND WOMEN'S UROLOGY, LLC 
Shammai Rockove, M.D., Kent Toland, M.D., Melanie Crites-Bachert, D.O., 

Cheri Springer, M.S., P.A.-C., Donna Anderson, M.S., P.A.-C., 
24076 SE Stark, Suite 310, Gresham OR 97030 

Phone:  503/492-6510   Fax:  503/492-6502 
WWW.CENTERFORUROLOGY.COM 

============================================================================================= 
PATIENT REGISTRATION 

 
Primary Care Physician?______________________ Who referred you to our office?__________________ 
 
Patient Name (First)_____________________________________(MI)_____________(Last)______________________________________________ 
 
Social Security #___________________________________________Birthdate____/_____/____Marital Status_________   
 
Address__________________________________(City)_________________________(State)__________(Zip)____________                                                       
     
Home Phone:(         )          __May we contact you at this number?     Yes_____      No_____ 
 
Work Phone:(_____)________________May we contact you at this number?    Yes_____      No_____ 
 
Cell Phone:  (_____)________________May we contact you at this number?     Yes_____     No_____ 
 
Email address________________________ Preferred method of contact: Home _____Work _____Cell_____ E-mail _____ 
 
Employer                                                 Occupation____________________   Language Spoken______________________                                                      
 
Employer Address ____________________________(City)_______________________(State)__________(Zip)___________
    
Spouse                                               Telephone(        )__________________ Work Phone(        ) ________________ 
 
Spouse Employer                                            ___  
          
EMERGENCY CONTACT:  (NOT LIVING WITH YOU) 
 
Name:_________________________  Phone(________)_______________________Relationship to Patient?_____________________ 
 
======================================================================================================== 

INSURANCE INFO: 
 
PRIMARY INSURANCE:___________________________________Subscriber/Insured DOB______________________________ 
    
Policy or I.D. #:                                                                                            Group #:                                                                                      
 
Subscriber/Insured Name:                                                   Relationship to Patient:________________________________ 
 
Insurance Address:__________________________________________Insurance Phone:____________________________________ 
 
Subscriber/Insured Social Security #:____________________________________ 
  
SECONDARY INSURANCE:________________________________Subscriber/Insured DOB:______________________________ 
 
Policy or I.D.#:                                                                                            Group #:                                                                                      
 
Subscriber/Insured Name:_____________________________________Relationship to Patient:_______________________________ 
 
Insurance Address:___________________________________________Insurance Phone:___________________________________ 
 
Subscriber/Insured Social Security #:____________________________________ 
 
===================================================================================== 
PREFERRED PHARMACY: _____________________________ Address:                                                       Phone #       
   ============================================================================================= 
I acknowledge that I am financially responsible for all charges. If it becomes necessary to effect collections of any amount owed on this or 
subsequent visits the undersigned agrees to pay for all costs and expenses, including reasonable attorney fees. 
 
Signature                                                                                                               Date___________________________  
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It is our office policy to inform you of our patient payment procedures.  Please review our financial policies 
carefully and let us know if you have any questions or need assistance. 
 
Please initial one: 
 
______If we are billing Insurance: 

You are responsible for deductibles, co-pays, coinsurances and non-covered services.  Co-payment amounts are 
due at time of service. If your insurance plan includes a deductible, and that deductible is NOT satisfied, you may be 
required to pay the deductible deposit at time of service. The deductible deposits are assessed as follows: a $200 
deposit at your first visit, and/or a $100 deposit at each subsequent visit, and/or a $500 to $1000 deposit for any 
surgeries or in-office procedures depending upon your current insurance benefits, until your deductible is satisfied. 
Any remaining balance will be billed to you and is due within 30 days of receiving our statement.  You will be notified 
in advance of your appointment with the amount due at time of service IF one of the above deductible situations 
applies to you after your insurance coverage has been verified. 
I understand that in the event that my insurance company does not pay for today’s service, if my insurance is 
not in effect on this date, or if The Center for Men’s and Women’s Urology is not currently participating in my 
insurance plan, I agree to, and personally accept full financial responsibility. 

 
______If we are not billing Insurance: 
Payment for service is due at each visit.  We require a $200 payment for your first office visit, $100 for subsequent office 
visits, and $500 to $1000 for surgeries and in-office procedures.  Any remaining balance will be billed to you and is due 
within 30 days of receiving our statement.  If you make a payment exceeding your balance, reimbursement will be remitted.  
____________________________________________________________________________________________ 
 
• Please be aware, that if you are sent to an outside laboratory, imaging facility, or hospital for further testing, you will not 

only receive a statement from our office, but also from that outside facility. 
 
• We accept Visa, Master Card, American Express, personal check or cash as payment. 
 
• We require that you notify our office 3 working days prior to the cancellation of an in-hospital surgery.   Otherwise you 

may be charged a fee of $100 for the missed procedure. 
 
• We require that you notify our office at least 24 hours prior to the cancellation of all appointments.  Vasectomy and 

Urodynamic procedures will be charged $50; all other appointments will be charged $25 for the missed appointment. 
____________________________________________________________________________________________ 

 
RELEASE OF INFORMATION 

 
Please initial: 
________I authorize The Center for Men’s and Women’s Urology to release to my insurance carrier and/or CMS (Medicare) 
and its agents, any information needed to determine benefits or benefits payable for related services. 
 
________I authorize The Center for Men’s and Women’s Urology to release pertinent medical information to other 
physicians involved in my care, (such as my PCP) as needed. 
 
I have read and agree to the Financial Policy stated above that apply to me. 
 
__________________________________ ______________________________ 
Patient or Responsible Party Signature   Date 
 
_________________________________________ ____________________________________ 
Print Name      Relationship to Patient (if not self) 



              Patient Consent Form 

THE CENTER FOR MEN’STHE CENTER FOR MEN’S   AND WOMEN’S AND WOMEN’S 
UROLOGYUROLOGY  

PATIENT CONSENT FORMPATIENT CONSENT FORM  
 
 
I understand that The Center for Men’s and Women’s Urology (referred to below as “This Practice”) 
will use and disclose health information about me.  
 
I understand that my health information may include information both created and received by the 
practice, may be in the form of written or electronic records or spoken words, and may include 
information about my health history, health status, symptoms, examinations, test results, diagnoses, 
treatments, procedures, prescriptions, and similar types of health-related information. 
 
I understand and agree that This Practice may use and disclose my health information in order to: 
 

• make decisions about and plan for my care and treatment; 
• refer to, consult with, coordinate among, and manage along with other health care providers 

for my care and treatment;  
• determine my eligibility for health plan or insurance coverage, and submit bills, claims and 

other related information to insurance companies or others who may be responsible to pay 
for some or all of my health care; and 

• perform various office, administrative and business functions that support my physician’s 
efforts to provide me with, arrange and be reimbursed for quality, cost-effective health care. 

 
______ I  understand that I have the right to receive and review a written description of how This 
Practice will handle health information about me.  This written description is known as a Notice of 
Privacy Practices and describes the uses and disclosures of health information made and the 
information practices followed by the employees, staff and other office personnel of This Practice, 
and my rights regarding my health information. 
 
______I understand that the Notice of Privacy Practices may be revised from time to time, and that I  
am entitled to receive a copy of any revised Notice of Privacy Practices.  I also understand that a 
copy or a summary of the most current version of This Practice’s Patient Privacy Policy in effect 
will be posted in waiting/reception area and available on our web site at 
www.centerforurology.com. 
 
______ I understand that I have the right to ask that some or all of my health information not be used 
or disclosed in the manner described in the Notice of Privacy Practices, and I understand that This 
Practice is not required by law to agree to such requests. 
 
______I  understand that I have a right to receive a copy of The Patient’s Bill of Rights and 
Responsibilities, and information regarding the grievance process. 
 
______I have received information regarding the providers of care in this organization. 
 
By signing below, I agree that I have reviewed and understand the information above and that 
I have received a copy of the Notice of Privacy Practices. 
 

 
-OR- 

 

By:______________________________________   Date:_______________ 
(Patient) 

 

By:______________________________________   Date:_______________ 
(Patient representative) 

 
Description of Representative’s Authority:_____________________________________________ 





The Center for Men’s and Women’s Urology, LLC                                   
Shammai Rockove, M.D., Kent Toland, M.D., Melanie Crites, D.O., Cheri 

Springer, M.S., P.A.-C.,  Donna Anderson, M.S., P.A.-C. 
 

Copyright © 2003 Validare Inc. All rights reserved. 

 
Your Name____________________________________________ 
Date_______________________ 
 

INITIAL LEARNING ASSESSMENT 
 

During your visit with our organization you will be presented with 
information that may be new to you.  To aid in providing the best care 
possible please answer the following questions.  Thank You 
 
How do you like to learn new things?  Please check all that apply 
 Reading  Pictures/Diagrams 
 Discussion  Hands On/Demonstration 
   Self-study 
   Other  
 
 
 
Factors that can affect 
learning: 

Yes NO Comments 

Do you speak English in your 
home? 

  If no what language do you speak? 
Name of interpreter: 

Can you read English?    
Can you write English?    
    
Do you hear well?   If no, do you utilize a hearing device? 

� Yes     � No 
Do you see well?   If no, do you utilize glasses or 

contacts? 
� Yes     � No 

Do you have any cultural or 
religious practice/beliefs that 
may affect your care or 
treatment? 

  If Yes, explain 

 
Other comments 
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Past$Medical$History:$
Please!list!any!medical!problems!you!have!been!diagnosed!with!or!treated!for:!
_______________________________________________________________________________________________

_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________!

!

Past$Surgical$History:$
Please!list!any!surgeries!you!have!had:!

________________________________________________________________________!!Date:!_________________!
________________________________________________________________________!!Date:!_________________!
________________________________________________________________________!!Date:!_________________!

________________________________________________________________________!!Date:!_________________!
!

Family$History:$

Is!your!father!alive?! ! Yes! No! ! ! Is!your!mother!alive?! ! Yes! No!
Do!you!have!brothers?! ! Yes! No! ! ! Do!you!have!sisters?! ! Yes! No!
Is!there!a!history!of!prostate,!kidney,!or!bladder!problems!among!members!of!your!family?! Yes! No!
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What!kind!of!problem?!______________________________!!Who!had!the!problem?!_________________________!

Social$History:$

Marital!Status:!_________________________! ! ! Do!you!have!children?! ! Yes! No!
Occupation:!__________________________!!If!retired,!please!list!previous!occupation:!_______________________!
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Current$Medications$(including$over$the$counter$medications),Vitamins$and$Supplements:$

Name:!__________________________________________!!Strength!(mg):!___________!!How!often?!___________!
Name:!__________________________________________!!Strength!(mg):!___________!!How!often?!___________!
Name:!__________________________________________!!Strength!(mg):!___________!!How!often?!___________!

Name:!__________________________________________!!Strength!(mg):!___________!!How!often?!___________!
Name:!__________________________________________!!Strength!(mg):!___________!!How!often?!___________!
Name:!__________________________________________!!Strength!(mg):!___________!!How!often?!___________!
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Patient 
Name_________________________________________________ 
 
1.Do you have any medication allergies? (circle one)  Yes     No 
(If yes, please list allergies including their side effects) 
__________________________________________________________________
__________________________________________________________________ 
 
2. Are you currently on a pain contract with another physician?  Yes         No 
(If yes, please list the physician) 
__________________________________________________________________ 
 
Aller gy Alert-FRAGRANCE FREE ZONE 
A No Fragrance Policy is implemented at our office.  Many of our 
patients receive medications that can make them sensitive to certain 
fragrances such as perfumes, lotions, body sprays, powder and hair 
products.  These scents can cause nausea and headaches.  We ask that 
you be courteous of the people around you and refrain from wearing any 
fragrances for your appointment. 
 
Please be aware that our practice is extremely busy. We often receive 
emergencies on the same day which need to be addressed. Because of 
this you may experience a delay in your appointment time of up to an 
hour. Please come prepared. We appreciate your understanding and offer 
the same availability to you in an emergency situation. 
 
Please bring in ALL of your medications and vitamins in the original 
container to your appointment. 
 
Please be prepared to provide a urine specimen at check-in time at all of 
your visits to our office. 

 
Thank you, 

 
Shammai Rockove, M.D., Kent Toland, M.D., Melanie Crites-

Bachert, D.O., Cheri Springer, M.S., P.A.-C., Donna Anderson, 
M.S., P.A.-C. 



Release of Information 
 
            
I ____________________________________________________     Date of Birth _________________________ 
 
Authorize The Center for MenÕs and WomenÕs Urology to disclose medical treatment information 
 
for care provided to: ____________________________________________  
 
on these dates:_________________________________________________ 
 
per my verbal consent. 
 
The information released will be used for the following purpose: 
 
Medical Treatment 
 
I specifically authorize the release of the following: 
 
___Entire record             ___Only those items listed below: 
 
___Drug/Alcohol Abuse Treatment 
___Psychiatric and Mental Illness Treatment 
___Human Immunodeficiency Virus (H.I.V.) Antibody Test, Results, 
        and Treatment Information 
___Registration Record 
___History and Physical 
___Operative Report 
___X-Ray Report 
___EKG Report 
___Lab Report 
___Visit/Encounter Notes 
___Billing records 
___Other-Specifically:___________________________________________ 
 
I expressly and voluntarily authorize disclosure of the above medical record for the purposes stated above.  I further 
understand that I am not giving permission for any disclosure other than described above.  I understand that I may 
revoke this authorization at any time, except to the extent action has been taken on this authorization. 
 
This release is effective for 90 days from the date signed, unless otherwise specified as 
follows:_________________________________________________ 
 
I understand that the parties in receipt of these records may not further disclose the medical information unless 
another authorization is obtained from me, or unless such disclosure is specifically required or permitted by law. 
 
_________________________________________________________________ 
Signature of Patient/Date 
 
_________________________________________________________________ 
SSN, Date of Birth, and Other Names Used 
 
_________________________________________________________________ 
Parent, Guardian, or Legal Representative/Date 
(State Your Relationship to the Patient) 



Release of Information  

 
            
I  ______________________________________  Date of Birth:__________________  
 
Hereby authorize The Center for Men's and Women's Urology, LLC  to leave a 
voicemail or email message at the number s or address es  listed below.   I 
understand that this voicemail or message may contain my protected health 
information.  
 
Voicemail may be left at this phone number:  
 
____________________________  
 
____________________________  
 
Email may be left at this address:  
 
_____ __________________ ______  
 
 
I expressly and voluntarily authorize disclosure of the above medical record 
for the purposes stated above. I understand that I may revoke this 
authorization at any time, except to the extent action has been taken on this 
authorization.  
 
 
 
This re lease will not expire unless otherwise specified as 
follows:_________________________________________________  
 
 
I understand that information used or disclosed pursuant to this 
authorization may be subject to re - disc losure by the recipient and may  no 
longe r be protected by federal law.  
 
I understand that the parties in receipt of these records may not further 
disclose the medical information unless another authorization is obtained 
from me or unless such disclosure is specifically required or permitted by 
l aw.  
 
I understand that I have the right to refuse to sign this authorization.  
 
_________________________________________________________________  
Signature of Patient/Date  
 
_________________________________________________________________  
SSN, Date of Birth , and Other Names Used  
 
_________________________________________________________________  
Parent, Guardian, or Legal Representative/Date  
(Sta te Your Relationship to the Patient)  
     



Directions to the Center for MenÕs and 
WomenÕs Urology from I-84 

 
1. From I-84, take the Wood Village Exit 
(Exit 16).  
2. Go South (towards Gresham) on 242nd / 
Hogan Street and proceed up the long 
winding hill.  
3. At Stark Street, take a right and go 
straight for approximately 100 yards until 
you see our medical office building on your 
left.  
4. Turn left into the parking lot.  
5. We are located on the third floor of the 
medical building. 
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