'PATIENT INTAKE FORM

Ptaaee fil In allthe Information as accurately aa possible. The Information provided wilt assistin farmulatlng 8
comptlete health profile, All answers are conﬂdemtal.

; . ' PATIENT INFORMATION

Flrst Name: ' Last Neme:

Date of Blrth: Gender:( Male CIFemale D Other  Soclal Security#: __
Strast Addreas: n Clty: State: ZIP Code:

Home Phone: Mobite Phone: E-Mail:
Praferred Languaga:

Emergenoy ContactName: .
Relationship =

Reason for visit:
0 MVA ¢Workers Comp ¢ HEALTH ') other

Dats of onset Injury: Brief Nature of Injury:

L6 I

Referred by:

_INSURANGEINFORMATON
rn. . PRIMARY . .| . . SECONDARY

INFORMATION
| POLIGY HOLDER NAME
"NAME OF CARRIER
| OLATM ADDRESS
[TD/CLAM/CARRIER OASER
GROUP /POLICY /WOBH

{ CLAIMHANDLERIfMVA or WG

"PHONE NUMBER

Employer Neme: : Phone:
Address:, City: States Zp Code:

Attort'asy Namse:_. Phons:
Address: City: State: Zip Code:

) PATIENT AUTHORIZATION
| heraby authorize South Nassau Orthopedio Surgery-& Sports Medlcine PC to bill my carrier for services rendsred
on my behatf, | undarstand South Nassau Orthopedie Surgery & Sports Medloine PCis not a participating provider
with my carrler and | may recelva psyment diractly from my earﬂerfor services randered In whloh lamthen
responsible for sald payment,

Patlant Slgnature . . Print Name Date




Physician Disclosure of Financial Interest -South Nassan Orthopedic Snréery & Sporﬁ
Medicine PC .

l

Thank you for the opportunity to provide your orthopedic and pain management needs. We at South Nassan
Orthopedic. Surgery & Sports Medicine PC are committed to assuring your complete satisfaction, Dr. Leonid
Shapiro is the 1009 owner of Sonth Nassau Orthopedic Surgery & Sports Medicine PC.

New York Law requires that your phjsiqién’:di_sclpz{e»to you any financial inferest:l¢ orsis niay have in another
healthoare entity to which you may be referred so thdt you may-address any concerns you miay have directly
with your physician. :

Dr. LEONID SHAPIRO is the 100% owner of South Nassan Orthop'edio Surgery & Sports Medicine PC.

During yonr treatment and scheduling you may, bd zé_ferreﬂ‘to Tri-Borough NY Medical Practice PC or
Interventiosial Pain Spine & Orfhopédio PC depending onr your.scheduling needs and'plin of care,

The purpose of the disclogure notice is to'iiférm et tite patient, that Dr. Leonid Shapiro MD, as 100 percent
owner of thd above-named PCs. has w-fihancial iterest inboth South Nassau Orthopedic Surgery & Sports
Medicine PC, Tri-Borough NY Medical Practice PC and Interventional Pain Spine & Orthopedic PC.

You have the right by law to choose the provider 6fyou1: health care services as wel as the dption of utilizing
an alternate surgery center, _

You will not be treated differently by your pliysicien if you choose to obtain health care services at another”
medical provider. We welcome you as & patient end valug our relationship with you. If you have any questions
concerning this notice, please feel free to ask your physicien, :

By signingthis .Dis‘clb@te of Physicians: Qwnerahip, you acknowledge that you have réad ahd understand the
foregoing notice end hereby urderstand thiét your physicien has a finarciel interest in the above-listed surgery
cem' . '

Print Neme of Patient Type or Print Name of Parent or Guardian (If applicable)

Signatute of Patient Signature of Parent or Guardien (if applicable)

Date

Below is a listing of operative ancillary service prdviders in which our physicians may have a financial interest,

Tri-Borough NY Medical Practice PC

South Nassau Orthopetlic Surgery & Sports Medicine;

Hudson Premier Healthoare Partners LLP;

Bronx Medical PC; and Interventional Pain Spine & Orthopedic PC



) o : . ... OCA Offelal Porm Nous 860
A AUTHORIZATION FOR RELEASE OF HEQLTH INFORMATION PURSUANT.TO HIPAA

(T3 form hos been-approved by the few York State Department of Health)
: " | Date of Birth : Soolal Seourity Number

Patient Name :

Pationt Address

I.mmmhoﬂuduymenmm;nmmmmhmmmgmmgmymand treatment be released as get forth on this form:
In secordanes with New York Stats Law and the Privacy Ruls of the Health Insurance Portabflity and Accountabillty Act of 1996
(HIPAA), Iunderstand that:
1. This authorizatlon may Include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH .
TREATMENT, except poychofherepy notes, snd CONFIDENTIAL HIV* RELATED JINFORMATION only If1 place my Inithals on
the appropriate line in Itam 9(a). In tho event the kealth information deseribed bolow Includes eny of these types of informstion, and 1
Inidial the line on the box In Item $(a), I specifically authorize release of such information to the person(s) indicated In Item 8,
2. If I am authorizing the releass of HIV-related, alcohol or drug treatment, or meatal health treatment informatlon, the reciplent Is
prokibited from redisolosing such Informetion without my authorization unless permitted to do so under federal or state law, 1
understand that 1 have the right to request a list ¢ peoplo swho may receive or use my HIV-related Information without euthorizatlon, If -
I experience discrimination becanso of the release o disclosbre of HIV-related information, | may centact the New York State Division i
of Humen Rights st (212) 480-2493 or the Néw' York City Commission of Human Rights at (212) 306-7450. These agencles are .
respansible for protecting my rights, R— D = i .
3. 1 bave the right to revoke this authorization dt iy time by ing to tho health care provider lsted below. 1understand thatImay
mh&bau&oﬁnﬁmuwﬂhtheexbnt&nscﬁmhasal%mbmdoumféamhorbwon. : . !
4. T understand that signing thls suthorization s veluntery, My tizdtment, payment, eurollment in a health plan, or eligibillty for
tezefits will not be conditioned vpon my authorization of this dissledun T : i
5. Informatien disolosed under this euthorization mighthoredlso%qgéd by the reciplent (except as noted sbove in Ttem 2), and this *
redisslosure may no longer be protected by federal orstatolaw, ’ ‘ I
6. THIS AUTEORIZATION DOES NOT AUTHORIZRE YOU TP DISCUSS MY EEALTH INFORMATION OR MEDICAL °
S WAL ANXONS OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIEDIN ITEM 9 (b).
address of health provider or entlly to refease fhls information:

| & Nams end address of poroun(s) or cafogary 6F Fomson 1o Whom (3 Tiformation will be seat:

9(e) Spesific information to beeleased: N . C | .
Q Medleal Record from (insert date) . o (0 (insert dato) : .
Q Entire Medtcal Record, including patieat histories, office netes (except psychotherapy notes), tast results, radfology studles, films,
mab,mbﬂnngmrds,hsmmom.mdmsmmM by other health care providers,

Q Other: " Include: (Indicate by Injtialing)
AlcchoVDrug Treatment
. Mental Health Informatton
Authorization to Discuss Henlth Information - HIV-Related Information
() O By Initaling here I anthoriza
Toitials Nemo of individual health care’provider

3

to discuss my health Information with my aftomey, or agovmenw sgency, listed heres  *

. (Atternay/Firm ﬂmgaym Am Nams) .
10. Reason for relezse of information: 11, Date or event on which this authorization will expire:
Q At request of individual T, ’
Q Other; . ..
12, 1f net the patient, nams of person signing form: 13. Authority to sign on behalf of patient:
- Al frems on this form bave been completed and my questions about this form have been answered, In addition, 1 have been provideda
copy of the form, . v .
X | '

Date:
Signature of patient or representative authorized E law, - =

* Human Immuncdeflefency Virbs that eauses AIDS, The Now York Stato Pablle Health Laty protects infermation which reasonably eculd .
ldentify someone es having HIV symptoms or Infeetlon and Informetlod vegarding a person’s contaets, 8

o



South Nassau Orthopedic Surgery & Sports Medicine, P.C
Location: 64 South Central Ave, Valley Stream NY 11580

T: 516-825-1101 F: 516-568-2840

Permission to Verbally Discuss Protected Health information with Family and Friends

VERBAL
—Completion of this form is optional—

Patient name Date of birth Medical record number, if known
Patient street address City . State ZIP
Home phone . Work phone

1 give permission for South Nassau Orthopedic Surgery & Sports Medicine PC to VERBALLY share the information | have
checked with the family, friends or others that | have identified below as being involved in my health care, care coordination
or payment of my health care. (check all boxes that apply) This form does not authorize releasing copies of my records.

. D Scheduling/Appointment information
r_—l Medical information, including my symptoms, diagnosis, medications and treatment plan

D Behavioral health information, including my symptoms, diagnosis, medications and treatment plan
[[] substance use disorder
[[] pevelopmental disability

[ Labrtest resuits ( [_] Check here to include HIV results)”
[:] Billing and payment information

[_] Other (describe):

South Nassau Orthopedic Surgery & Sports Medicine PC has my permission to discuss the above information with the
following family member, friend or other person. List only 1 person on each form. This information is directly relevant to their
involvement in my health care (or payment for that care).

Full name

Street address

City, State, Zip

Home phone Work phone

| understand that in certain situations South Nassau Orthopedic Surgery & Sports Medicine PC may speak to other individuals who
are involved in my care or payment of that care, if permitted by law, that may not be identified on this form.

| understand that | have the right to revoke my permission at any time except where South Nassau Orthopedic Surgery & Sports
Medicine PC has already made disclosures in reliance upon this request. | understand this permission remains in effect until the
time | revoke it In writing. If an updated PERMISSION TO VERBALLY DISCUSS PROTECTED HEALTH INFORMATION WITH
FAMILY AND FRIENDS form is received and it has an identical family member/friend/other person listed with updated permissions
(different checkboxes), the new version will automatically revoke the previous version on file.

Signature of Patient/Authorized Representative X Date

If other than patient, state relationship and authority to sign

* Make sure Power of Attorney or Health Care Directive giving authority to sign is on file or a copy is included with this form.



South Nasséq Orthop_edic Surgery & Sports Medicine PC

Service Location: 84 South Central Ave, Valley Stream NY 11580
‘' Business: 185 Klngs{and Street, Nutiey NJ 07110
e T: 616-825-1101 F; 516-568-2840

Paflent Financlal Pollcy

To reduca confuslon and misunderstanding between our pallénts and praciics, we have adopted the followlng financlel
pollcles, If you héve any questiens regarding these pollcles, pleasa discuss them with eur office meneger. We are
dedicated to providing the bast possible care and service to you and regard your complote tunderstanding of your .
financial responsibilites as an essentlal element of your care and treatment. . :

Xonrlomrance

w .

+ Allpafisptaare mqulfad 1o provido up to-data Insurance Tnformation ﬁ\atmu}'cro'dveé gervices from the Infial dato of
treatiunt: if during the tourse of treatment Insurance has changes you must notfly the praciice immediately.

«  NY/NJNO FAULT: We wil bill diractly the carrler you have provided for services rendered, Any copays, deductitle
and colnsurance Wil ba your raspensibility. In the event you ara not coverad or your claim ts denisd for whatever
reason you wiii be held respensible for payment ofgervicas. ’

+  WORKERS COMPENSATION: We will bl dlrectly the carriar you have-provided es well as the workers compensation
board, In tha event that your clalm has not been established, denled or closed you will be responsible for such
payment. ' .

+ HMO/PPO/MEDICARE/MEDICAID:Flease be awere that South Nassua Orthopadic Surgary & Sports Meadlcine, FC

and s providels do NOT-partlcipate with any garders. As a courtesy we wil 11l your health insurance on your behalf
only If you have out of network cdverage. Pliase note thatyouwil be responsible for any deductible, copay and
celnsurance thatmay be applied. .

« MISSED/CANCELLED APPOINTMENTS: Please note that time and coordination between our offics, the
cal dentas, transportation and providers-are-dopd.in ondér to providen sérviie to.you. Wo ask thatevery ettempt is
a by yoicthe patient to keep your goheduled sppointmetits. Wa do unflaidd thitermergency may arlse and
* considération Will-be Jivets for thoge oircumstances. Thatk you.

I have read and understand the finandial poflcy of the practice, and1 agree to be bound by s terms, | elso understand
and agree thet the practice may amend such terms from time to ime.

Patlent Nanie:
Address: .
City. State: Zipi___
Slgnature: _




South Nassau Orthopedic Surgery & Sports Medicine PC
185 Kingsland Street
Nutley, N.J. 07110
T: (855) 699-7246 F: (718)766-9763

Patient Acknowledgment of Direct Payment from Anthem

Patient Name:
Date of Birth:

Acknowledgement of Direct Payment Policy
| understand that [Insert Practice Name] is a non-participating (out-of-network) provider with my
insurance plan, Anthem Blue Cross and Blue Shield ("Anthem").

| acknowledge and agree to the following:
+ Direct Payment to Member: | understand that Anthem may send payment for services
rendered directly to me (the patient/subscriber) rather than to [Insert Practice Name].

« Responsibility for Payment: | agree that if | receive payment directly from Anthem for services
provided by [Insert Practice Name], | will forward that payment to the provider immediately.

« Financial Responsibility: | am responsible for the full balance due to [Insert Practice Name],
regardless of when the payment is received from Anthem.

+ Method of Payment: If | fail to pay the provider within 10 days of receiving payment from
Anthem, | understand the provider may seek collection of the funds.

| have read and understand this policy.
Patient/Guardian Signature:
Date:




A. Notifler: :
B. Patlent Name: : C. ldentiflcation Number:

Advance Beneficiary Notice of Non-coverage
' _ (ABN) .
NOTE; If Medlicare doesn’t pay for Do below, you may have to pay.
Medicare doss not pay for everything, even soms care thet you or your health care provider have
good reason to think you need. We expect Medicare may notpay forthe D.___________ below.

R

P YA

WHAT YOUNEED TODONOW: -~ ' '
¢+ Read this notice, so you can make an informéd declsion about yourcare..
¢ Ask us any questions that you may have afteryou finish reading.

o Chooge.an option below sibout whether to recaive the D..

o llsted above, -
Nota If you choose Option 1 or 2; we may help you to use any other ingurance that you

tnight have, but Medicare cannot require us to do this, ;
TR IS Sy Y e L?"W Zre s =

o P

C1OPTION 1, | wantthe D.___ . Jistad abova. You may ask to be pald now, but!l -
also want Medicare billed for an.official decision-on payment, which is sentto me on aMedicare
Summary Nofice (MSN), | understand that if Medicare doesn't pay, | am -responsible for
payment, but ! can appesl toMedicare by following the directions on the MSN. }f Medicare
does pay, you wili refund any payments | made fo you, less co-pays or deductibles.

= OPTION 2, | want the D"_'—T'?o__"md aboye, but do not blll Medlcars. You may
ask to ba pald now as | am responsible for payment. 1 cannot appesl if Medioare Is not billed.
) OPTION 3. I don'twantthe D Jistad above. | understand with this cholee t
am net responsible for paynient, and | cannot appesl to see if Medicare would pay.

H, Additional Information:

This notien gives our opinion, not an official Medlcare decision. If you have other questlons on this
notice or Medloare billlng, call 1-800-MEDICARE (1-800-@3—42271‘!‘”: 1-877-486-2048).
Signing belcw. means that you have racelved and undﬁ'stend this notice, You may ask to recelve a copy.

TSignatare: : J. Date:

You ght to gat earg informatlon in an accessible format, Tike iarge print, Braiile, or audlo, You
also have the right to flte a complaint If yeu feel you've been diseriminated agalnst, Visit Medlcare,gov/abouts
us/aceossibility-nondiscrimination.notice.

Accordings i Phpctwerk Redustlen Act of 1993, napersons cre to respondto enlection of tnfermatien uaters  dsplays esztrol rember,
mmumwnmbemmammﬁs’mumm'm m&»ﬁgmmﬁgfmmvm

s
per fesponsd, tneludiog (ko time to review fastsstlons, seareh extsting data resources, gather thodata naeded, ond eompletennd caview (ko Infsmmation eoReetion. 1f

8
o0 kave comments eonesming tha cecuracy of (he tima estimats ot supgestions for fmproving this form, please wilte s CM3, 7500 Seetrlly Boslovard, Attt PRA
Repena Clearnca Officer, Baltimore, M 21244-1850, cadsF ’ "

'Porm CW-IT.-lSl ax-p.alﬁims) ' ST Form Xmﬁﬁ.oﬁ No. 0938-0366




South Nasséq Orthopedic Surgery & Sports Medicine PC

Service Location: 64 Bcuth cen‘lral Ava.VaIIay su'eam NY 1188

s %-&2&601 F 51%-888-2840

OUT OF NETWORK PROVIDER WAIVER FOR

| ; vae baan adv?sed that South Nassau Orthopedic Surgery &
Sports Medlcine, PC, ara not an "ln-nmmk provider” for my Insurance plen; therefore services
provided to mé and billed by South Nassau Orthepedic Surgery &Spom Medlcine PG, will be considered
“out-of-network” services, Under thié ackhowladgement, | understand that my tnsurance earrler may
pay for services rendered at a lower fate'compared to those considered as™“Insnetwerk.”

Your Insurance earrler may Issue you payment for services rendered by an Out-Of-Network provider.
Under this acknowledgement, | undarstand payment recelved from my tnsumnce'cardetwl begiving to
the appropriste providar, as stited on your explanation of benefits from your Insurance carrier.

By signing,’] give up my federal consumer protections and agree toj pay more for
out-of-network care.

With my signature, { acknowledga that 1 am consenting of my own free wm and smaot balng coercad or
pressured, | also understand thats

* {'m glving up some consumer blliing protections under faderal law. -

« | may get a bill for the Aull charges for these Items and services, or have to pay out-afnetwork
cost-sharing under my health ptan.

«  way given a written netlea on [enter date of notics] explalning that my provider or facility
sn’tin my heatth plan’s natwork, the estimated cost ofservtces, and what | may owe If 1 agree to be
treated by this provider or faclity,

« 1 got the notice elther on paper or elsctronteally, consistant with my cholea,

+ | fully and complately understand that some or all amounts | pay might not count toward my
heatth plan’s daductible or out-ofpocket limit,

* 1 can end thls agreemant by notifylng the provider or facility In wrmng before gatting services,

IMPORTANT: You'don’t hava to sign this form. But if you don’t sign, this provider or facility might not
treat you. You can choose to gat éara from a provider or facllity In your heaith plan’s network.

zeo or
Patfent’s signature Guardlan/authorized representative’s signature

Print name of patiant ] Print neme of guardian/authorized representative

Date andtlme‘.ofq!gpature Dote and time of signature




South Nassau Orthopedlc Surgery & Sports Medicine PC

Servlce Locaﬂon. 64 South Central Ave.Vaﬂay Stream NY 11580
- Buslness 185 Kingsland Street, Nutley NJ 07110
- . T' 18-825-1101 F 51 -588-2840

NOTICE OF PRIVACY PRACTICE ACKNOWLEDGMENT

1 understand that,‘under the Health Insurance Portability & Accountability Act of 1998

("EIPAA™), | Have certain rights to privacy regarding-my promted health information. l
uniersh‘n that this information can and will be used to° .

+ Conduot, plan and direct my mment.and follow up among the mulﬁple healthcara providers who
may be involved in that treatment direstly and indirectly.

« Obtain payment ﬁ'om third-party payers. )
+ Conduct normal healthoare operations such as quallty aggessments and physician certifications.

| acknowledge that [ have recetved your Notice of Privacy Practicés containing a more complete
description of the uses and disolosures'ef sy health Information, I understand that thls prganizdtion
has the right to change Its Notice of Privacy Prxotices fromh time to tirhd.and thatT muy adntact this
grganization atany time at the addresy above to obtain a current copy of the Nefisé.of Privacy
Preotios. | understand thet | may request in writing that you restrict how.my private information is
used or disslosed to carry out trestment, payment or hoalth care ‘dperations, I also understand you are

not;equ!rad to agres to my requésted reatrictions, but if you do agres then yon are bound to abide by
such restrictl

Patient Name:,

Wp to Patient:

Ditg

OFFICE USE ONLY .

1 ettompted to obtain the patient's signature in scknowledgment on the Notice of Privecy
Practices Aclmcwledgment, but was upable wdo 8o gs documented below:

Datgz : E
Reason: D
Initials; :




. South Nassau Orthopedlc Surgery & Sports Medicine PC

Service Location: 84 South Central Ave, Valley Stream NY 11680
Business: 186 Klngslan Street, Nutley NJ 07110
1101 F: 518-668-2840

Summary' _o'fbur Notice of Privacy Practices iy
EffecdveDate: use , 2003

Thisnotice describes how health information about you maybe used and disolosed end
how you ban get access to this information.

Ploaso rovioww tho full Notloo of Privasy Présticss (NEF), sikich s avallablo én requést. 1o have eny
questions about this notice, please eontactthe pm'omm.

Who wlll follow this notice?
. 'l‘heahove-named mediedl practice

Thisnotids ib‘scﬂbas mprlvm pmm.ﬁll thesp cntﬂiea, 3,.and Jpeations. fonowﬂxe terme:df this motice.
nm(dl!ion. fireso-bititles, slids, And 16batibne may shere health informatien w&h each ofher for tredtiétt,
-payment, orhealtheare Sperations pmadmﬂbed inthis notice.

Our pledge regarding health inmmﬁom

We understand that health lufomﬁon abont you and your healthoara b personal. Wo are eomnﬂaed to
pmmﬁﬂg troa]ith fifemation abowt:yny, e cféate exrecord ofthe cara.and sarvices you receive from us. We
néedihis record taprovide m wii quallty.qard odd toecmpxy with certatn.fegal q\almmen&. Thignotivs
m il ofthereeqrds of gﬂwm healﬁeax@ymt!c&. witdther'madb by yur gdrsoral

jivor othety wiirking ofiloa, Thisnotice will fell:youabout the waysin'vm:bhmmﬁymma
dlsohose hedlth thforitration abtutiyzu, Wealso.desoribe your sights to theesth lifbrmation o kegiibont you
and describe certain obligations we have regarding the use and disolosure of your hehlth driforohation,

We are required bylawto' *

. Makamﬂxatheam: infbrmation that ldentlﬁea you iskept privata

. Gtvey?ﬂﬂs notios of our fegal duties and privacy prectices with respect to health Infomnﬁcn about
wand.

o Pollow fho torms of the notics that Is ourrently ineffect.

How we may mnnd diselose heatth information ebout yout

The following catsgories desoribe diffarent ways that we use and disélqse health information, By coming for
caro, mmmﬂgmwmyminbmmnformmmmgmrelmbmedﬁaryou:m‘;.yandtogpm

There ere also various other in which we may use or disclozo your information:
+ Toasllow oversight of the quality of the healtheare we provide
¢+ Toallow workers' compensstion olaims .
. Aarequlrad by subpoena 4n fawanits and




Your rights regirding health ln!bni{aﬁpn about you: A
You have tht following rights regarding fioalth information we maintain aboutyou:

Right to Tospeot end

mm:of:-?m s oo

Right toan Accounting of Disolosures

Right toRequest Rastrietons ;. + ' '
Right to Request Confidétitial Communications '
Right to a Paper Copy of this Notice - 5

Information on how to exerolse thmﬁgimoanbesesn in the PP or 6zn beobteined from the Administrator
listed above, :

Changes to this notieé:

We feserve the right tochange thigngtlcs, Weyrédorvé tibrigthtfutnike (1o 1oyied or ghanged oticeefftotive
for Realth information we alrendy havq about you ds.well es erly infortatior ws recelva fn the future: We.wil
posta capy &f the-current notloa in our faeiilly, The néfidawill éontali on the firat page, it thertop rightchand
comes, the effective datg. ﬁ\'addlﬂqn;g:h time youtoglster for treatrhont or healthodre servicas, we will offee
you acopy of the current notiee in effoct.

Complaintst

. Ifyon belfeve your privacy rlghi have bushevictited, you may Sleanampliint with uscrwith the Sedrolary of
ty2 Depastmert ¥ Health and Hurhan Seritoes, To:Blo et il 15, confaotthe Adminlgrator lsted
above. All complaints must b in writitis Yéwwill notbp petdlized for filing complaint.

Other uses of health information:

Othoruses and disol¢sures heankémrmﬂgn coverdi by this notise of the faws thiat. fﬁ.wmwmbe
mwﬁmmm&ﬁap& ‘ﬁl“m“'ﬁ;m%m?ﬁ'”l? - sl wn‘zﬁm
a 4] BUBVOKe'
W&ﬁ:@mmmmm&m?m&mwwmiw&mm on, You
mhndﬁa:mm‘mbleﬁm%mlmmhaveakudymadewi@mpmtmimandm

wa are required to retaln our resords of care that we provided toyou, *




Instructions for the Use
‘of the HIPAA-compliant Authorization Form to
Release Health Information Needed £or Litigation

This form I8 the produot of a collabotative provess between the New Tiik State
Office of Court Administeation, tepregentatives of the mediedl provider-tonimusity in
New York, and the benoh and ber, designéd. to produge a stindard cifiolal. form that
compiies with the prividy reqiirements of the fedaral Fealth Insinuribe Foraibility end

! ty Aét ("HIPAA"] and its implementing regulations, to be used to
athorize the releage of health information needed for litigation in New Yark State courts.
Tt can, However, be used more broadly than this and be used before litigation has been
commenced, or whenever counsel would find it useful, i

The goal was to produce a standerd HIPAA-compliant official form to obviata the
current disputes which often take place gs to whether health information requests mads in
the courss of litigation mdet the requirements of the FIPAA. Privacy Rule, t should be
noted, though, that the form is optional, This form may be filled out on line and
downlogded to be signed by hand, or downloaded and filled out entirely on paper.

When fillng out Ttem 11, which requests the date or event when the authorization
wmmmepmonﬁmngoutthetbmmaydesignmanmntmchu“atm
mﬂ%ﬁw\m case” orprovidea_speciﬁcdaﬁammmtofﬁme. such as "3 years

If a patient seoks to authorize the release of his o her entire medical recéed, but only
from a certaln date, the first two boxes in seotion 9(a) shiduld both be checked, and the
relevant date inserted on the first line cox;tainlngﬂzeﬁrathox.




Southr Nassau

ORTHOPEDIC SURGERY =~
&7 | ANDSPORTS MEEE, Bic,

PATIENT NAME: - . DATE:
DATE OF BIRTH: "AGE: . ACCT#

'HOMRETEL#:( ) . CELL#:( )

:.;_haveyoueverhadem? ' ' : YES/ NO "7
*Have you ever had any x-rays performed with our medical office? o : YES / 'NO
*Please provide your HEIGHT: - and WEIGHT:

*Do you have any allergies to medications? .. - YES /' NO
(If yes, please proyide the names of the medications): ; SRl

" “Do you have any food allergics? iR ' YES/ .NO
(If yes, please provide the names of those foods): ' :

RS o

“*Do you have an allergy to latex or latex products? YES / * NO:
" ATTENTION MRI PATIENTS AND ACCOMPANYING FAMILY MEMBERS: |
The MRI room contains a very strong magnet. Before you are allowed to enter; we must
. know if you have any metal in your body.. Some metal objects can interfere with your scan
and even be dangerous, so please. answer the following questions carefully,” This is
particularly important with regards'to prior surgery on the part of the body being scanned. i

_ ;Have you ever had an operation or surgical procedures of any kind? YES/; NO - -
*If yes, please list all surgical procedures and dates: ;
*What does your doctor think is wrong? ' ;
*PACEMAKER, wires or' defibrillator? YES/ NO
*Brain/ aneurysm clip? YES /' NO

_ *Bar implant or HEARING AID (must be removed prior to MRI)? .. YES / ~ NO
*Infusion pump or medication pump of any kind? e YES' /. NO
*Do you have kidney disease? | YES /. NO

(IF yes, what is your creatinine level: Date: )
*Have you ever been a machinist, welder or metal worker? . YES /: NO
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*Have you ever been hit in the face or eye with a piece of metal? - " YES/ NO
. (including shavings, slivers, bullets or BB's) |

ol__I;I.ave you ever had a pfece of metal'removed from your eye? YES / NO ..
*Aze you pl;egnant or breastfeeding? . YES / | NO
tDo you haye claustrophobia (fear of enclosed spaces)? : " YES/ N 0
Please indicate if you have any of the following items in or on your body:
*Eye implant? | YES / NO
*Electrical ;timulator for nerves or bone? YES / NO
“Bullets, BB's or pellets? | ' YES/ MO
«Metal or sfxrgpnel or metal fragments? - | . YES/ NO, .
éMélghet inip_l,ant (anywhere in thebgcb')? s s , A IR YES/ . NO. ;.
“Skin patch for medication? ' vt - 7 YES/ NO
i,.OCoi.l, filter or wire in a blood vessélf?--y % =5 + . YES (.. NO. 1 r
:,Orthopedu} hardware (pla..tes., screvyls,pins, rods, wires)? Y YES 7 'Noe
 “tificial limb or joint? B \ YES / NO
sPenile proithesis? - e s ' YES/ NO -
“Shunt? - | ~ YES/ No .
*False teeth, retainers or magnetic braces?‘ ~ YES/ NO
*Surgical clfips, staples, wires, mesh or sutures? " YES/ NO .
“Intrauterine device ((UD)? | i YES / NO
*Tissue expander for future implants? YES / NO

The normal fimction of the MRI unit generates electrical currents which may create a sensation
of warmth, either in the sides of the imaging unit or in the surrounding coil. If you experience
. any focal warmth that leads to discomfort, please notify the technologist immediately.

1 attest that the answers I have provided 1 questions on this form are correct to the best of -

my bxowle{!ge. 1 have read and understani the entire contents of this form and have had the .
. OPportunity to ask questions regarding the information on this form, g

Signature of patient (or guardian): Date:

Reviewer #1:

Reviewer #2:

. CONTINUED ON REVERSE SIDE







RIGHT SIDE BACK "~ FRONT

Signature:

Date:







