PATIENT INTAKE FORM

Piease flllIn all the Information as acourately as possible, The Information provided will assist In formulating 8
complets health profile. Al answers are confidential. "

PATIENT INFORMATION

First Name: : Last Name:
Dete of Birth: i Géender: 0 Male 0 Female O Other  Soclal Security #:
Strest Address: _____. . Clty:" State: ZIP Code:

Home Phone: Mobile Phone: : E-Mail:
Preferred Language: .

Emergency Contact Name:
Relationship, . Phone #

Reason forvisit: ' )
0 MVA 0Workers Comp ¢ HEALTH 0 other,

Date of onset Injury: _.__ Brief Nature of Injury:

Referred by:.

, INSURANGCE INFORMAITON ~
INFORMATION ' “"PRIMARY SECONDARY
POLIGY HOLDER NAME '
NAME OF CARRIER
CLAIMADDRESS
ID/CLAIM/CARRIER CASER
GROUP /POLIGY AWCB# .
CLAIM HANDLER f MVA or WG :
PHONE NUMBER

Employer Name: : *Phone:,.
Address:, . City: State: Zip Code:

Attorney Name: . . Phone: .
Address: City: __ State: Zip Code:

PATIENT AUTHORIZATION
I hereby authorlze South Nassau Orthopedic Surgery & Sports Mediciné PGto bill my carriar for services rendered
on my behatf. | understand South Nassau Orthopedic Surgery & Sports Medicine PCls nota participating provider

with my carrler and'| may receive payment directly from my cerrler for services rendered In which | amthen

responsible for sald payment.
\

Patlent Signature . Print Name Date




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
APPLICATION FOR MOTOR VEHICLE NO-FAULT BENEFITS

. NAME, ADDRESS, AND PHONE NUMBER OF INSURER'SI
NAME AND ADDRESS OF INSURER CLAIMS REPRESENTATIVE®

DATE POLICYHOLDER POLICY NUMBER DATE OF ACCIDENTI CLAIM NUMBER

TO ENABLE US TO DETERMINE IF YOUR ARE ENTITLED TO BENEFITS UNDER THE NEW YORK NO-FAULT LAW,
PLEASE COMPLETE THIS FORM AND RETURN IT PROMPTLY.

IMPORTANT: 1. TO BE ELIGIBLE FOR BENEFITS YOU MUST COMPLETE AND SIGN THIS APPLICATION.
2. YOU MUST SIGN ANY ATTACHED AUTHORIZATION(S).
3. RETURN PROMPTLY WITH COPIES OF ANY BILLS YOU HAVE RECEIVED TO DATE.

NAME AND ADDRESS OF APPLICANT*

. YOUR NAME 2. PHONE NOS, HOME BUSINESS

3. YOUR ADDRESS
(NO., STREET, CITY OR TOWN AND ZIP CODE)

6. DATE AND TIME OF ACCIDENT

8. BRIEF DESCRIPTION OF ACCIDENT

9. DESCRIBE YOUR INJURY

10. IDENTITY OF VEHICLE YOU OCCUPIED OR OPERATED AT THE TIME OF THE ACCIDENT:

ER'S NAME MAKE YEAR
THIS VEHICLE WAS: A BUS OR SCHOOL BUS, | IA TRUCK.I IAN AUTOMOBILE,
OR A MOTORCYCLE

YES NO

11. WERE YOU THE DRIVER OF THE MOTOR VEHICLE?
WERE YOU A PASSENGER IN THE MOTOR VEHICLE? -
WERE YOU A PEDESTRIAN?
WERE YOU A MEMBER OF OUR POLICYHOLDER'S HOUSEHOLD?
DO YOU OR A RELATIVE WITH WHOM YOU RESIDE OWN A MOTOR VEHICLE?

CONTINUATION ON NEXT PAGE

NYS FORM NF-2 (Rev 1/2004)
Page 1 of 3



APPLICATION FOR MOTOR VEHICLE NO-FAULT BENEFITS - - PAGE TWO

12. WERE YOU TREATED BY A DOCTOR(S) OR OTHER P?RSON(S) FURNISHING HEALTH SERVICES?
ves [ no [——]

IF YES, NAME AND ADDRESS OF SUCH DOCTOR(S) OR PERSON(S):

13. IF YOUR WERE TREATED AT A HOSPITAL(S), WERE YOU AN

OUT-PATIENT? [ ] IN-PATIENT? C—1

DATE OF ADMISSION:
HOSPITAL'S NAME AND ADDRESS:
74, AMOUNT OF HEALTH — [15. WiLL YOU 1A, HAVE MORE HEALTH  [16. AT THE TIME OF VOUR ACCIDENT WERE
BILLS TO DATE: TREATMENT(S)? YOU IN THE COURSE OF YOUR
YES NO EMPLOYMENT?
$ L [ ] YES NO
l | |
m “
17. DID YOU LOSE TIME DATE ABSENCE FROM HAVE YOU RETURNED TO
FROM WORK? WORK BEGAN: WORK?
YES NO . YES NO
| | | L | |
“IF YES, DATE RETURNED TO WORK: AMOUNT OF TIME LOST FROM WORK:
18. WHAT ARE YOUR GROSS AVERAGE [NUMBER OF DAYS YOU WORK [NUMBER OF HOURS YOU WORK
WEEKLY EARNINGS? PER WEEK: PER DAY:

19. WERE YOU RECEIVING UNEMPLOYMENT BENEFITS AT THE TIME OF THE ACCIDENT?

ves [ v [
20. LIST NAMES AND ADDRESS OF YOUR EMPLOYER AND OTHER EMPLOYERS FOR ONE YEAR PRIOR TO

ACCIDENT DATE AND GIVE OCCUPATION AND DATES OF EMPLOYMENT:

~ EMPLOYER AND ADDRESS OCCUPATION FROM TO
"~ EMPLOYER AND ADDRESS OCCUPATION FROM 7O

EMPLOYER AND ADDRESS OCCUPATION FROM ~ 70
21, O R U [¢] P

ves [ ] o [ ]

IF YES, ATTACH EXPLANATION AND AMOUNTS OF SUCH EXPENSES.

22. DUE TO THIS ACCIDENT HAVE YOU RECEIVED OR ARE YOU ELIGIBLE FOR PAYMENTS
UNDER ANY OF THE FOLLOWING:

YES NO
NEW YORK STATE DISABILITY? | | |

WORKERS' COMPENSATION? | | K ]

CONTINUATION ON NEXT PAGE
NYS FORM NF-2 (Rev 1/2004)
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South Nassau Orthopedic Surgery & Sports Medicine PC.

- Remittance: 185 Kingsland Street Nutley NJ 07410
Tel: 516-825-1101 F: 516-568-2840

NEW YORK MOTOR VEHICLE NO FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/1/02)

] » ("Assignor") hereby assign to South Nassau Orthopedic Surgery & Sperts Medicine P,
(“Assignee")

all rights privileges and remedies to payment for health care services provided by assignee to whichlam entitied
under Article 51 (the No-Fauit statute) of the Insurance Law.

The Assignee hereby certifies that they have not received any paymaent from or on behalf of the Assignor and shall not pursue
payment directly from the Assignorfor services provided by said Assignee for Injurles sustained

due to the motor vehicle accident which occurred on s notwithstanding any other agreement

to the contrary. (please print)

This agreement may be revoked by the assignee when benefits are not payable based upon the assignor's lack of
coverage andlor violation of a policy condition due to the actions or conduct of the assigneor.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANGCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO,
IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION OF ANY MOTOR VEHIGLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR VEHICLES
OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND SHALL ALSO

BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF THE SUBJECT
MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

Patlent;

(Print name of Patient) (Signature of Patient)

~ (Dale of signature)

(Address of Patient)

Provider: South Nassau Orthopedic & Sports Medicine, PC
Remittance: 185 Kingsland Street Nutley NJ 07110

Robert Drazic DO Jacob Peacock MD Nabil Farakh DO.
Christopher Bilbao DO.

(Print Provider Name) (Provider Signature) (Date)



" South Nassau Orthopedic Surgery & Sports Médicine, P.C

Service Location: 64 South Central Ave, Valley Stream NY 11580
Business: 485 Kingsland Street, Nutley NJ 11580
T:516-825-1101 F: 516-568-2840

MEDICAL LIEN
Please:ppint:
Atatzm‘ey's Name: ' Patlent’s Name:.
Address; . ) Address;
City/State/Zip: City/State/Zip;
Phone #: Phone #:
DOA, CLAIMS:, - CARRIER:

I do hereby authorize South Nassau Orthopedic Surgery.& Sports Medicine, PC to fuirnishv \)ou, my attorney, with a full

report of thelr exanilnation,diagnosls, treatment, prognosis, etc, of myself in regard to the incident in which | was
involved.

I hereby authorize and direct you, my attorney, to pay directly South Nassau Orthopedic Surgery & Sports Medicine, PC
such sums as may be due andowling him for medical servicas rendered to me both by reason of this Incident and by
reason of another settlement, judgment or verdict as may be necessary to adequately protect South Nassau
Orthopedic Surgery & Sports Medicine, PC. | hereby further glve a lier on my case to South Nassau Orthopedic Surgery
& Sports Medicine, PC against any and all proceeds of any settlement, judgment or verdict which maybe pald to you,
my attorney, or myself as the result of the Injurles for which | have been treated or Injurles in connectlon therewith.

I fully understand that | am directly and fully responsible to South Nassau Orthopedic Surgery & Sports Medicine, PC for
all the medical bills submitted by him for services rendered to me and, that this agreement Is made solely for South
Nassau Orthopedic Surgery & Sports Medicine, PC additional protection and In consideration of his awalting payment. |

further understand that such payment Is not contingent on any settler’ner_n;, Judgment or verdict by which | may
eventually recover said fee.

| agree that if | change attorneys, that this agreement will remaln enforce and effect and that | will notify any
subsequent attorney of this llen and notify you the nama, address, telephone number of my new attorney.

This llen agreement wlll be effective if the asslgnment becomes null and vold through patlents’ violation of any policy
condition and/ or the policy Is deemed vold ab Initlo and/ or svolded at any time before payment Is made and /orwhen
policy Is exhausted and/or If the accident Is found to be staged and/or If the undersigned patient committed fraud in
procuring this polley, or commits fraud at any time before the payment for the services Is made.

Patlent’s Signature: _ Date:

The undersigned, being attorney of racérd for the above ‘patient, does hereby agree to observe all the terms of the
above and agrees to withhold such sums from any settlement, Judgment or verdict as may be riecessary to adequately

protect South Nassau Orthopedic Surgery & Sports Medicine, PC prior to the payment of any part of such settlement,
Judgment, award, of verdict tothe Patient named above,

lagree to notify you If | discontinue the patient In pursuit of their clalm. 1 agree to provide you status of their claim upon
your written request. ’

Attorney’s Signature; ' Date;




Physician Disclosure of Financial Interest -South Nassau Orthopedic Surgery & Sports
Medicine PC

Thank you for the opportunity to provide your orthopedic and pain management needs. We at South Nassau
Orthopedxc Surgery & Sports Medicine PC are commiited to assuring your complete satisfaction. Dr. Leonid
Shapiro is the 100% owner of South Nassau Orthopedic Surgery & Sports Medicine PC.

New York Law requires that your physxczan disclose to you any financial interest he or'she may have in another

healthcare entity to which you may be referred so that you may address any concems you may have directly
with your physmmn.

Dr, LEONID SHAPIRO is the 100% owner of South Nassau Orthopedic Surgery & Sports Medicine PC.

During your tréatment and soheduling; yon-may be referred to Tri-Borough NY Medical Practice BC or
Interventionsl Pain Spine & Orthopedic PC dependinj:gn your schedtﬂmg needs‘and plan of caxe,

The purpose of the disclosure notice is to inform you, the patient, that Dr, Leonid Shapiro MD, as 100 percent
owner of the abové-named PCs. has a financial interest in both South Nassaun Orthopedic Surgery & Sports
Medicine PC, Tri-BoroughNY Medical Practice PC and Interventional Pain Spine & Orthopedic PC,

You have the right by law to choose the provider of your health care services as well as the option of utilizing
an alternate surgery center. .

“You will nat’be treated differently by yourphysieianifyou choose o altain hiealth care sérvices at another
medieal: ;pzovxder. ‘We Welcome you as a patient end viilue our relaﬁonﬂhip with you. If you have any questions
concerting thisnofice, pléass feel free to ask your physician,

By signing this Disclosure of Physicians Ownership, you acknowledge that you have read and understand the

foregoing notice and hereby mdmmd that your physicmn has a financial interest in the above-listed surgery
centers,

Print Name of P;.tfém Type or Print Name of Parent or Guardian (if 'applicable)

Signature of Patient Signature of Parent or Guardian (if a‘pplicéble)

Date

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

Tri-Borough NY Medical Practice PC

South Nassau Orthopetlic Surgery & Sports Medicine;
Hudson Premier Healthcare Partners LLP;

Bronx Medical PC and Interventional Pam Spine & Orthopedic PC



PROCEDURE CONSENT FORMS

64 SOUTH CENTRAL AVE, VALLEY-STRBAMNY 11580
T:516-825-1101 F: 516-825-2840

Informed Consant for Trestment

Patlent Name: ~ : Date of Birth: _

| understand and acknowledge that during the start of my treatment today that the following procedures may be required:
EMG/ NCV TESTING < '

Epldural:-Cervical, Thoraclc, Lumnbar, Facet Jolnts and Radlo Frequency Ambulation (RAF) with use of focal anesthesta,
Trigger Polnt Injection '

Dlagnostic Discography, Surgical Discectomy, Rhizotomy

Orthopedie surglcal procedure: Arthroscopy, Repalrs

Jolnt Injection '

XRAY/ MRI )

lacknowledge and understand that prior to any procedure belng parformed more specific instructions will ba glven to me. -

I undarstand thet thie practice of medicine Is not an exact sclente and acknowledge that | have not recelved any guarantees,
assurances, or promises concerning the rdsults of the procedure(s). | understand that as a result of the performence of the
procedura(s) thera Is a moderate risk that | may suffer aflergle reactlon or suffer infection,

The potential benefits and likallhood of suécess with treatrne‘;':t are very good, | undarstand and acknowledge that there are
alternatives to treatment such as (but not iimited to) prescribed, over the counter (OTC) medicstions and not seeking treatment (i.e.
living with tha conditlon {s). If the procedura s rejected, the future prognasls.s utknown at this time.

1 acknowledge and understand that during the course of my treatment, conditions may davelop which may necessitate to the
performance of additlonal procedures, which are unforeseen, or nof known to be needed at the time this consent Is obtalned and
that my treating physician will not be held responsibla for any unforeseen clreumstances,

tacknowledge and understand that this request for and consent to surglcal and/of diagnostic procedures shall be valld foe the
responsible physlclen, all medlcal personne! under the direct supervision and control of the physiclan, and-for all other medicat
personnel otherwlse Involved In the course of trastment. ’

By signing below, | hava read this form and hed this form read and/or explalned to me and that ! fully understand this form, and |
have been glven ample opportunity to ask questions, and any questions t have asked have baen snswered or explainedina
satlsfactory manner. tn signing, | understaitd the relativa risks, potential benefits and alternatives for treatment and | voluntarily
consent to allow Dr. or any physlician designated or selected by them and all other personnel that may
otherwise be Invalved In performing such procadures, to perform th e procedures‘described or raferred to hereln.

Signature of Patlant or Person Signing on Behalf of Patiant Date

.

Signature of Witness : Date




. OCA Offlelal Form No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA

2 {This form has been approved by the New York State Department of Health]
PafientName Date of Birtn Sootal Secutity Number

Patient Address

1, or my amthorized represertative, request that health information regarding my care and treatment be released as get forth on this form:
In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
-(HIPAL), Tunderstand that:
{, This mithorizetion. may inolude disclosure of information releting to ALCOHEOXL and DRUG ABUSE, MENTAL BEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED' INFORMATION only if Ipléce my initials on
the appropriste line in Item'9(8), In thevevent the Health information.described below inoluiles-any of thede fypes of information, and I
injiial the Jife on the box in Ttam 9(s), I specifitally suthorize relense of muoh tnformation tosthe person(s) tndlosted indtem 8.
2. ¥ 1 am authorizing the release of HIV-rélated, aleohol or drug treatrhent, or nrental healh treatment informatidn, the recipient fe
probibifed fom: redisolosing such information withput my nthoiization -hles$-permitted to do go under fidere] or stafe law. I
nndersrand thitThava the Tight to-request & list of people-who may redsive frusesiy HIV-related information without authorlzation. If'
xpeiieiie digariminition bevause of the release or dIsclnm of FITV-relsted iniformintion; T:muy: sontact the New Yark StateTivision
tn-Riblifa:at.(212) 480-2493 or the New York City Commission of Human Rights at (212) 306.7450. These agencies are
msmnnlb efr pritecting/my righta,
3. I-.hnve'rthe'ng'h&to revoke this authorization at eny tinie by wrifing to the health caro'provider listed below. T understond that 1 may
revoke this sutherization exnept to the extent that notion hag already beén taken besed onthis suthorization,
4, I undesting that signing this authorization i voluniary. My tredtiment, paymeént, enrollmient.in a health plan, or eligibility for
benefif:willnstbe conditioned upon my authorization.of this dislosure.
5. Yoformation disolosed under this suthorization might be redisciosed by the rec:pxent (except as noted sbove in Item 2), and this
redisolosure may no longer be p:otected by federal or state law.-
6. THIS. AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ARTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9
7. Name and address of health provider or entity to release this information:

| 8. Name and address of person(s) or category‘of person to whom this information will be sent:

9(a). Sp’amﬁc Tnforhstion to be releaied:
T Medioal Ricord fom: (insect diite) . m (!nsen datc)

O Bntire Medical Rmd, inoluding patient histories, offfce.ndtes (éxcept piychotierapynotes), testesults, radiology studies, films,
referrals, consults, billing records, insurance records, and records seat to you by other health care providers,

Q1 Other: Include: (Indicate by Inttialing)
. Alcohol/Drug Treatment
) — . Mental Health Information
Authorization to Discuss Health Information HIV-Related Infoxmation
() O By initialing here __ I authorize ' .
. [Initials Neme of individual health care provider
to discuss my heaith infonnation with my attoney, ora govemmental agency, listed here:
(AmmglekmNameerGov Agency Name)
10, Reason o release of Information: 11, Date or event on which this authorization will expue.
U At request of individual
Q Other: _
12. If not the patient, name of person signing form: 13, Authority o sign on behalf of patient:

All jtemns on this form have been completed and my questions about this form have been enswered. In addition, I have been provided a
copy of the form. _

Date:

Signature of patient or representative authorized by law.

* Human Immunodefietency Virus that cauges AXDS. The New York State Public Health Law protects information which reasonably could
ideatify someone as having BIV symptoms or infection and informatjon regarding a person’s contaets,



NOTICE THAT YOU MAY BE RESPONSIBLE FOR MEDICAL COSTS IN THE EVENT OF
FAILURE TO PROSECUTE, OR IF COMPENSATION CLAIM IS DISALLOWED, ORIF
AGREEMENT PURSUANT TO WCL §32 IS APPROVED

WCB CASE NO. (IfKnown) | CLAIM ADMIN CLAIM NUMBER DATE OF INJURY NATURE OF INJURY OR CLAIMANT'S SOC. SEC. NO.
(If Known) ILLNESS
NAME ADDRESS —APT.NO.
GLAIMANT
EMPLOYER
INSURANCE
CARRIER

You may become responsible for the medical costs of treatment for your illness or condition with the health
care provider listed below if (1) you fail to prosecute the claim for workers' compensation or (2) it is
determined by the Workers' Compensation Board that the iliness or condition which required treatment was
not a result of a compensable workplace accident or occupational disease or (3) if an agreement is executed
by you and approved pursuant to Workers' Compensation Law §32 in which you waive your right to medical
benefits from the workers' compensation insurer/self-insured employer for treatment/services performed
after the date the agreement is approved. If any of the above events occurs, the provider may bill you
directly instead of the employer or insurance carrier, and you will be responsible for the provider's fees for
services rendered.

| hereby acknowledge that | have read the above and understand the circumstances under which | may
become responsible for payment.

Claimant's Signature Date

Provider's Name and Address

TO THE CLAIMANT

Workers' Compensation Board Regulation 325-1.23 permits your health care provider to request that you sign this A-9 notice. By signing
this notice, you acknowtedge your obligation to pay the provider's fees for the services you receive if it turns out that such fees are not
legally required to be paid by your employer or its workers' compensation insurance carrier and if such fees are not covered by other
insurance. The employer or insurer may not be required to pay the provider's fees if, for example, you fail to file a claim for workers'
compensation, or fail to notify your employer of your injury or illness, or fail to attend a Board hearing if your employer challenges your right
to benefits. Even if you make all required efforts to prosecute your claim, the Workers' Compensation Board may still find that you are not
entitled to benefits. In such cases, this notice advises your health provider that you acknowledge your personal liability for payment of their
bills.

Workers' Compensation Law Section 32

The A-9 notice also covers instances in which a claimant with an existing valid workers' compensation case comes to an agreement with
their employer or its insurance carrier settling their case in accordance with Section 32 of the Workers' Compensation Law. A Section 32
agreement may include a provision which relieves the employer or insurer of the liability to pay future medical bills associated with the case.
Your health care provider may ask you to sign this A-9 notice to insure that you acknowledge your personal liability for payment of their bills
if you have waived your right to future medical benefits under a Section 32 agreement.

If you have any questions, contact your attorney or licensed hearing representative, if you have one. You may also contact your local district
office of the Workers' Compensation Board.

TO THE HEALTH CARE PROVIDER

This nqtice is meant to advise the workers' compensation claimant that they may be responsible for payment. Failure of the claimant to
sign this form does not relieve the provider of the obligation to treat the claimant, nor does it negate the claimant's responsibility for
payment.

Keep the original of this form for your records and give a copy to the claimant. Do not file with the Workers’ Compensation Board. You
will receive Notices of Decisions in which the compensability of a claim, authorization of treatment, or payment of medical bills is included.
You will also be notified if the claimant submits a Section 32 Agreement with the Board for approval. Do not bill the claimant unless and
until you receive a Board decision finding that 1) claimant failed to prosecute the claim, or 2) the claim is denied, or 3) the treatment is not
causally related to the work injury, or 4) a Section 32 agreement relieving the insurer of liability for medical treatment is approved.

Prescribed by Chair
A-9 ( 11-21 ) g:tr:eor‘sN(e!;rr;zt;:saﬂon Board NY-WCB
{www.wcb.ny.gov)




South Nassau Orthopedic Surgery & Sports Medicine PC

Service Locaﬂén: 64 South Central Ave,Valley-Stream NY 11580
: . Business: 186 King.sland Street, Nutley NJ 07110
T: 516-826<1101 F; 596-568-2840

NOTICE OF PRIVACY PRACTICE ACKNOWLEDGMENT

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

("HIPAA"), | have certain rights to privacy regarding my protected health information. |
understand that this information can and will be used to:

» Conduct, plan and direct my treatment and follow up among the multiple healthcare providers who
may be involved in that treatment direotly and indirectly.

* Obtain payment from third-party payers.
* Conduot noymal healtheare operations such asquality assessments and physician certifications.

| acknowledge that | have received your Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my health information. I understand that this organization
has the right to change its Notice of Privacy Practices from time to time and that I may contact this
organization at any time at the address above to obtain a current eopy of the Notice of Privacy
Practices. | understand that | may request in writing that you restrict how.my private information is
used or disclosed to carry out treatment, payment or health care operations, I also understand you are

not required to agree to my requésted restrictions, but if you do agree then you are bound to abide by
such restrictions, :

Patient Name:
Rélativnship to Patient:
Signatute;
Ditg;
OFFICE USE ONLY .
1 attempted to obtain the patient's signature in acknowledgment on the Notice of Privacy
Practices Acknowledgment, but was unable to do so as documented below:

Datg,____
Reason: : :
Initials:,




South Nassau Orthopedic Surgery & Sports Medicine PC

Service Location: 84 South Ceritral Ave,Valley Strean NY 11580
Business: 186 Kingeland:-Strest, Nutley NJ 07110
T: 516-825-1101 F: 516-668-2840

Summary of Qur Notice of Privacy Practices
) Effective Date: June I, 2003

This notice describes how health information about you may be used and disclosed and
how you tan get access to this information.

Please review the full Notice of Privacy Practices (NPP), which is available on request, If you have any
questions about this notice, please contact the privacy Officer.

Who will follow this notice?
*  Theabove-named medical practice

This'notice deséribes our privacy practices. All these entities, sites, aud locations follow the terms-of this notice.
In addition, these extities; sites, and lovatitns.may share health information with esch other for treatment,
payment, or healthoare.operations purpdises-described in‘thisnotive,

Our pledge regarding health information:

We understand that health information about you ard your healthoare'is personal, We are committed to
protectifiy health iitforimation abolit yuu. We create. s record ofthe careiand sprvices.you réceive fromi us. We
need-thisxEeord to provide you with quality care and to comply with certaln legal requiireinénts. Thisnotice
applies toxll of the recprds of your care-generiited by this healtheara practics, whether made by your personal
dooigr.or othiers working:in this ofifes. Thisnotice Wil tell- yein aboutthe ways {n which-we.may useand
disclose health information about you. We also describe-your rlits to:the health: informetion-we keepabout you
and describe certain obligations we have regarding the use and disclosure of your health information.

We are required by law to:

¢ Make sure that health information that identifies you is kept privats;

* QGive al::iu this notice of our legal duties and privacy practices with respect to health information about
you;

= Follow the terms of the notice that is currently in effect.

How we may use and disclose health information about you:

Ths following oategories describé different ways that we use and diselose health information. By coming for

care, you give us the right to use your informationfor treatment, tb.get reimbursed for your care, and to operate
our organization,

There are also various other ways in which we may use or disclose your information:
* Toallow oversight of the quality of the healthcare we provide
* Toallow workers' compensation claims
* Asrequired by subpoena -in lawsuits and disputes

* Various uses ag fequired by law or to avert a seridus threat to health or safety
The full details for all these uses are contained in the full NPP.



Your rights regarding health information about you:
You have the following rights regarding health information we maintain about you:

»  Right to Inspeot and Copy

» Rightto Amend

« Right toan Accounting of Diselosures

« Rightto Request Restrictions

* Right to Request Confidential Communications
» Rightto a Paper Copy of this Notice

Information on how to exercise these rights can bs seen in the NPP or can be obtained from the Administrator
listed above.

Changes to this notice:

We reserve the right to change this notice. We reserve the right to make the revised or changed notice effective
for health information we already have about you es well as any information we receive in the future, We will
post acopy of the current notice in our facility, The notice will contain on the first page, in the top right-hand
comer, the effective date, In addition, each time you register for treatment or healthcare services, we will offer
you a copy of the current notice in effect.

Complaints:

If yowhelleve:your privacy.sights have been violated; you may file.a complaint with us or with the Segretary of
the Departroent;of Health and Human Services. To file a complaint with us, contact the Administrator listed
above. All complaints must be submitted in writing. You will not be penalized for filing complaint.

Other uses of health information:

Other uses and disclosures of health information not covered by this notice or the-laws that apply to us will be
made only with your written permission, If you provide us permission to use.or disclose health information
about you, you may revoke that permission, in writing, at any time, If you revoke your permission, we will no
longer use or disclose health information about you for the reasons covered by your written authorization, You
understand that we are unable to take baok any disclosures we have already made with your permission and that
we are required to retain our records of care that we provided to you. -



Instructions for the Use
of the HIPA A-compliant Authorization Form to
Release Health Information Needed for Litigation

This foxm is the product of a collaborative process between the New York State -
Office of Court Administration, representatives of the medical provider community in
New York, and the bench and bar, designed. to produce a standard official form that
complies with the privacy requirements of the federal Health Insurance Portability and
Accountability Act ("HIPAA") and its implementing regulations, to be used to
authorize the release of health information needed for litigation in New York State courts.
It can, however, be used more broadly than this and be used before litigation has been
commertced, or whenever counsel would find it useful.

The goal was to produce a standard HIPAA-compliant official form to obviate the
current disputes which often take place as to whether health information requests made in
the course of litigation méet the requirements of the HIRAA Privacy Rule. It should be
noted, though, that the form is optional. This form may be filled out on line and
downloaded to be signed by hand, or downloaded and filled out entirely on paper.

‘When filing out Item 11, which requests the date or event when the authorization
will expire, the person filling out the form may designate an event such as "at the
conclusion of my court case" or provide a specific date amount of time, such as "3 years
from this date". :

If a patient seeks to authorize the release of his of he_x: entire medical record, but only
from a certain date, the first two boxes in section 9(a) should both be checked, and the
relevant date inserted on the first line contdining the first box.
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PATIENT NAME:

: DATE:

DATE OF BIRTH:_ AGE.. ACCTH#:
HOME TEL#: ( ) - _ CELL#:( ) -

e Have you ever had an MRI? . ) YES / NQ
-I-Iave you ever had any x-rays performed with our medical office? . YES / NQ
*Please provide your HEIGHT: and WEIGHT:

*Do you have any allergies to medications? ' YES /° NO
(If yes, please provide the names of the medications):

“ «Do you have dny food allergies? : _ YES/ NO
(If yes, please provide the names of those foods):

*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 magpet. Before you are allowed to enter, we must
krow 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,

*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? o YES / NO

Infusion pump or medication pump of any kind? : YES / NO

*Do you have kidney disease? YES/ NO
(IF yes, what is your creatinine level: Date: )

*Have you ever been a machinist, welder of metal workgr? YES / NO

CONTINUED ON REVERSE SIDE



*Have you ever been hit in the face or eye with a piece of metal? - YES/ NO
(including shavings, slivers, bullets or BB’s)

*Have you ever had a piece of metal removed from your eye? YES/ NO
*Are you pregnant or breastfeeding? YES/ NO
*Do you have claustrophobia (fear of enclosed spaces)? YES / NO
Please indicate if you have any of the following items in or on your body:

*Eye implant? - ' - YES/ NO
*Electrical stimulator for nerves or bone? YES/ NO
*Bullets, BB's or pellets? "~ YES/ NO
*Metal or shrapnel or metal fragments? | YES/ NO
*Magnet implant (anywhere in the body)? ~ YES/ NO
«Skin patch for medication? ' YES/ NO
*Coil, filter or wire in a blood vessel? - " YES/ NO
*Orthopedic hardware (plates, screws, pins, rods, wires)? - YES/ NO
*Artificial limb or joint? ‘ ' YES/ NO
*Penile prosthesis? .. YES/ NO
»Shunt? : YES/ NO
*False teeth, retainers or magnetic braces? YES/ NO
*Surgical clips, staples, wires, mesh or sutures? . YES/ NO
*Intrauterine device (IUD)? . YES/ NO
*Tissue expander for future implants? . . YES/ NO

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

I attest that the answers I have pravided to questions on this form are ,.korrect to the best o
my knowledge. I have reud and understand the entive contents of this Jarm and have had the
@pportunity to ask questions regarding the information on- this form.

Signature of patient (or guardian): Date:

Reviewer #1: Revicwer #2:

CONTINUED ON REVERSE SIDE
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Signature:

Date:




