PAMN INEDIONE.

SS§P el

Patient Registration

Appointment Date:

- First_Name: } Last !\]én;\e:

Sex: M____ F___ | Social Security #: Marital Status: §_ M ___ D .
Address: City: State: . Zip:
Home Phone: Cell: ' Work:

Email Address: | | can medical in_form.ation be emailed to this address: Yes No
Employer: Occupation:

How did you learn about us?  Internet Friend/Family

Physician Attorney Other

Please list the name and number of the referral source:

Insurance Company: ' . - Phone Number‘

ID Number: Policy Holder: Policy Holder's
DOB:’ "

Are these sympéoms related to an accident? Yes No
If Yes, list name of hospital:
Did you go to the hospital? Yes No
i Any XRAYS/MRI's or testing performed?
Were you: Out-patient in Patient

If yes what type?

Have you seen any doctors for this injury and/or If Yes, Name & Phone Number:

condition? Yes No

[T

Medication Prescribed:

Pharmacy o Phone Number:




Injury Questionnaire

Date of Injury: Accident Occurred in:  City: State:
Injury resuited from:  Motor Vehicle Accident Work Accldent Other {if other, Please
specify) .
Do you have an attorney representing you for this injury? Yes No
Attorney Firm Name: : Telephone Number:

st H . .
Did you miss any time from work asa result of the Injury? Yes No 1" Date Missed: | Date ,Df Return:

Insurance Company Name: " ' ] Iﬁsd;‘a}wce Phone Numiber:
Policy Holder Name: Claim Representative:
Claim # Policy #

Was the accident reported to the insurance company?  Yes No,

Was the accident reported to the police? Yes No {if yes, provide the front desk with a copy of the police r‘eport.)

a

Where you the: Driver Passenger Pedestrian
# of people In-Vehicle: Where was the vehicle hit? Front Rear Driver Side Passenger Side
Were you working at the time of the accident? Yes No

i
i

Employer'Name & Address (at the time of the
accident):

Claim /Carrier Case #:

WCE #:

Claim/Case Manager: . Phone Number:

Was your injury reported to your employer? Yes No

Name & Phone Number of Supervisor Reported to:




PREVIOUS MEDICAL HISTORY Patient Name :.

Do you have any medical llinass? Please circle
Asthma Dizbetes High blcod pressure -Hypothyroidism Hyperthyroidism

Heart disease {(what iind) Cancer (what kind)

Other ilinesses;

Did you have any surgeries or operations in the past? : . o Yes o Na
What kind of surgery ? Date:
Do you have any FAMILY HISTORY 7 nYes aNo

Iif o, pleass list:

Aliergies {please fist all known allergles):

Do you take any kind of MEDICATION? pYee oNo

Name of MEDICATION, STRENGTH and reason for taking:

Do you smoke? oYes .o No Do you drink alcohollc beverages? aYes ©No Doyouusedrugs? oYes

Are you pregnant? o Yes g No

If so, how many montha?

Have you ever had an INJURY ora PREVIOUS ACCIDENT? nYes alo

if yes, what body part was injured?

How long ago?

What is your job iitle and responsibiliies?

What work-related tasks do you have difficulty with bacause of your Injury?

What daily activities are difficult for you to do since the Injuryfaccident? Clrcle alt that apply.
Sitling Standing Lifting Carrying Bending Walking Going up/down stairs Playing sparis

Other:

v No




Patient's Name;

Date: ! i
Do you have any of these problems due to your injury?
CiChest pain C1Shortness of breath [INight sweats ~ [lFever ClUnintentional weight loss
OCough CiNausea  CVomiting  [ODiarhea  CiConstipation £1Pain during urination
[IChanges in bowelibladder hablts ~ CIHeadaches OiDizziness ONervousness  DAnxiety
Difficulty sleeping: Cldue to Insamnia Oduetopain  Odue to nightmares
Where is your pain located? {
Neck Upper back  Lower back  Shoulder Hip Knee Ankle
¢ ey ¢ 10) (  10) ( 1o ( Ay (1) ( /10
‘Circle your least and greatest pain levels: (Nonej 01~ Zu3nedraGunfunT--8--G--10 (Severe)
NECK, SHOULDERS, and ARMS
Do you have neck pain? O Yes {1 Ne
If so, does the pain travel into either shoulder? O Yes 0 No
ORight CiLett {1Both
In sither ARM, do you have: |
{JPain CNumbness OTinglng  CIPins & Needles OwWeakness
CRight Arm CiLeft Arm OBoth
In either HAND, do you have .
[(3Pain CiNumbness CTingling OPins & Needles [Weakness
ORight Hand {JLeft Hand [Both :
LOW BACK, LEGS, and FEET
Do yau have back pain? 03 Yes Ne O
in either BUTTOCK, do you have: CPain CiNumbness  OTingling
CIRight Ceft Both
I either LEG, do you have! _ .
CiPain CINumbness CITingling OIPins & Needies [OWeakness
[IRight Leg OLeft Leg {IBoth
In elther FOQT, do you have:
OOPain CiNumbriess C1Tingling  [IPins & Needles CiwWeakness
{IRight Foot [i.eft Foot {JBoth

PLEASE MARK YOUR AREA(S) OF PAIN IN THE FIGURES BELOW.
Right

Left Right

Left




TR Employee Claim C-3
ol State of New York - Workers' Compensation Board
A jﬁi" 4 Fill out this form to apply for workers' compansation beneflts because of a work injury or work-related illness. Type or

i print neatly, This form may also be fillad oust on-line al www.wob.state.ny.us.
WGB Case Number {if you know it):
A. YOUR INFORMATION {Employee}

1. Name: 2. Date of Birth: / /
il (] Last
3, Maliing address:
Number and Streat/PO Box oy Sials Zip Code
4, Soclal Seourity Number: i ' 5, Phone Number: (____) 6. Gender: [ IMale [ Female

7, Wil you nead a transtator If you have fo attend 2 Board hearing? Elves Chno ¥ yes, for what language?
B. YOUR EMPLOYER(S)

1. Employer when injured: . 2. Phang Number: { )
3. Your work address:

Numberand Stost city Slals ZpCode
4 Dateyouwerehlred: /[ 5, Your supervisor's name:

6, List names/addresses of any othar employer(s) at the Ume of your injuryfillness:

7, Did you lose fime fram work at the other amploymanl(s) as a result of your injury/ilness? Clves TNo
C. YOUR JOB on the date of the injury or lliness :
1. What was your Job tite or descripiion?

2. What types of aclivilies did you normally perform at work?

3, Was your job? {checkone) ] FuliTime  [] Part Time [ seasonal [ Volunleer J other:
4, What was your gross pay {before faxes) per pay period? 5. How often were you paid?

&, Did you recelve fodging or tips in addition fo your pay? Oves T it yes, desctibe:

D. YOUR INJURY OR ILLNESS
1. Date of injury ar date of onsat of liness: _ / / 2, Time of injury: Can em

3, Whera did the injuryiillness happen? {a.g., 1 Main Strest, Potiersville, al tha front doar)

4, Was this your usual work losation? Oves CINo If no, why were you at ihis location’

5, What wera you doing when you were Injured or became II? {e.g., unloading a truck, typing a report)

8. How dld the Injury/iiness happen? (&.g.. | tipped over a pipe and fell on the floor)

7. Explaln fully the nature of your injury/liness; list body parts affected (e.g., twisted faft ankle and cut fo forehead):

THE WORKERS' COMPENSATION BOARD EMPLOYS ARD SERVES PEGPLE
C-3.0{1-11) Page 1of2 WITH DHSABLITIER WATHOUT DISCROMNATEOH www,wob.slate.ny.us




YOUR NAME:__ ‘ _ _ DATE OF INJURYALLNESS: /|
D. YOUR INJURY OR ILLNESS continued
8. Was an object (e.g., forkiifl, hammer, acid) involved in the injury/ilness? Clves Do Iiyes, what?

8. Was the Injury the resull of the use or operailon of a licensed motor vehicle? CIyes E1No
If yes, [ your vehicle ] employer's vehicle {1 othervehicle  Licenss plate number (If known):

If your vehicle was Involved, give nama and addrass of your molor vehicle Insurance cartier:

40. Have you givan your employer {or supervisor) noice of injuryfliness? [ yas o
If yes, notice was given lo: D orally [ ] Inwiling Date notice giver: [

11, Did anyone ses your injury happen? [IYes T3 Mo [] Unknown  If yes, st names:

E. RETURN TO WORK
1. Did you stop work becauss of your infury/iiness? L] Yes, on what date? I 4 [ No,skipioSectionF.

2. Have youretumed towork?  [Jves UINo Ifyes,onwhatdate? [/ [ reguiarduty {1 timited duty
3, f you have reued o work, who are you working for now? L] Same employer (3 Newemployer L] Seff employed

4, What s your gross pay (before taxes) per pay period? How often ate yout pald?
F. MEDICAL TREATMENT FOR THIS INJURY OR ILLNESS
1, What was the date of your first treatment? N; / ] None received (skip (o question F-5)

2. Were you trealed on slte? Clves L o

3. Whera did you receive your first off slle medical freatment for your Injuryfifiness? [none recelved ] Emergency Room
1 Doclor's office [ cinieHospital/Urgent Care 1 Hospita) Stay over 24 hours

Name and address where you ware first {reated:

Phone Nurnbar: { )

4, Ara you stil belng ireated for this Injuryfilness? yes {1 to
Giva the name and address of the doclor(s) reating you for this injuryfiliness:

Phone Number: ( )

5. Do you remember having anothar injury to the same body part or a simiiar liness? Clves [ o

If yes, were you treated by a doclor? [Yes o Wyes, provide the names and addresses of the doctor(s} who Ireafed
you and COMPLETE AND FILE FORM C-3.3 TOGETHER WITH THIS FORM:

6, Was the previous injuryflness work related?  [ves [ No
If yas, ware you working for tha same employer that you work for now?  ["lyes [ No

| am hereby making a clalm for beneflts undar the Workers' Compensation Law, My signature affirms that the informafion 1 am providing is true
and aceurats fo the bast of my knowladge and bellef,

Anr parsen who lmowlngb!y and wlti INTENT TO DEFRAUD presents, causes to be presentad, omaeares with knowledge or bellef that it
wlit be presented fo, or by an Insurer, or selfnsurer, any information containfng any FALSE MATERIAL STATEMENT or conosals any
forial fagt, SHALL BE GUILTY OF A CRIME and sybject {o substantiat FINES RISONMENT,

Employss's Slgnature: Print Name: Date: b

On behalf of Employes: Prinf Name: Date: b
Ant Individual may sign on behalf of the employae only If ho or she Is fagally suthorized fo do so and (he employes fs & minor, mentally incompetent or incapacliatod.,

B e T TY F P ITT P Y] pevaRssparRseiniphm At

............. ) s

i coriify to the best of my knowledga, information and bellef, formed after an Inquiry Teasonable under the circurstances, fhad the allegallons and olher faciual
matlers assorted abave have evidantiary supporl, or are Hkely to have evidenfiary supporl aftet a reasanable apportunlly for furlher invasligations or discovary,

Signature of Allamey/Representalive {if any): Date: ! /
Print Name: Tilfe:
ID No., f any: R It Ucensed Representative, License No.: Explration Date: ____ J ]

€-3.0 (1-11) Page 20f2




DOWNSTATE CENTRALIZED MALILING 100 Broadway  Stala Offlcs Buillding 205 Maln Slreel
{for New York City, Hempstead, Hauppauge & Peeksklil Bilstricts) Manands 44 Hawley Strest Sulle 400 130 Maln Streel W, 835 James St
PO Box 5205 Binghamton,NY 13902-5205 ALBANY 12241 BINGHAMTON 13901 BUFFALO 14203 ROCHESTER 14614 SYRACUSE 13203
NYG (G00)BT7-1373 { Hamp, {866)B05-3630 / Houp, (866)881-5354 / Paak. {866)740-0552 (866} 750-5157  (BEB) 802-3004 (866) 211-0645 (866) 211-0644 {B68) BO2-3730
State of New York

WORKERS' COMPENSATION BOARD

CLAIMANT'S AUTHORIZATION TO DISCLOSE WORKERS' COMPENSATION RECORDS
(Pursuant to Workers' Compensation Law Section 110-a) .

PLEASE COMPLETE ALL ITEMS, AN INCOMPLETE FORM WILL DELAY THE PROCESSING OF YOUR REQUEST.

Claimant's Name Clalmant’s Seclal Securlly No | Cese Mumber  IWca (e DDiscrimination
. and/ar Dale of Accidant

IF RELEASE IS AUTHORIZED FOR ADDITIONAL GASE FILE(S), IDENTIFY BELOW 8Y WCR/DR/DG CASE NUMBER AND/OR DATE OF AGCIDENT(S),

CLAIMANT IS PROHIBITED FROM AUTHORIZING RELEASE OF WORKERS' COMPENSATION INFORMATION TO
PROSPECTIVE EMPLOYERS OR IN CONNECTION WITH ASSESSING FITNESS OR CAPABILITY OF EMPLOYMENT.

INSTRUCTIONS:

Submit original fo the Workers' Compensation Board and retaln a copy for your records. Authorization for
disclosure of records for certain purposes Is not valid under the faw. See excerpt of WCL Section 110-2 on
the reverse of this form. This authorization is effective unfil it is revoked by the claimant, Claimant may
revoke this authorization at any fime upon written notice to the Workers' Compensation Board,

THIS AUTHORIZATION DOES NOT PERMIT YOU TO OPEN AN INDIVIDUAL eCASE ACCOUNT
OR TO VIEW CASES VIA eCASE OUTSIDE OF A BOARD LOCATION.

Pursuant to Section 110-a of the Workers' Compensation Law, |, ,
Clalmant's Nama

represent that | am a person who is/was the subject of the Workers' Compensation case(s) indicated above,

and | authorize the Workers' Compensation Board to discuss the above-referenced Workers' Compensation
Board records with andfor release a copy of the above-referenced records {0

, at

Name of & Spedlfic Person, Corparation, Association or Public or Private Enlity

Address
| understand that the requesting party may be required to pay a statutory fee prior to being provided coples of

these records by the Workers' Compensation Board.

Claimant's Signature (ink only - use blue ballpoint pen If possible) Date

Fallure to provide the information requested on this form will not result in the denial of your authorization, but may delay
the processing of your request, The voiuntary relsase of your soclal security number enables the Board to ensure that
information is assoclated with, and quick action is taksn on, your request,

OC-110A (1-11) Prescribad by the Ghalr, Workers' Compansatian Board www.web, siate.ny.us




Limited Release of Health Information C-3.3
{HIPAA} Y
Stata of New York - Warkers' Compensation Board

WCB Case No. (if you know K}:

To Clalmant: If you received trastmant for a previaus Injury fo the saime body parl or for an lness simlfar fo the one described In your current
Claim, fill oul this form. This form allows the health care providers you Jist beTow o release heallh care information about your previous injury/
finess to your employer's workers' compensation insurer. The federal HIPAA Jaw (Health Insuranca Portabllity and Accountability Act of 1996)
says you have a right fo get a copy of this form, If you do nol understand this form, talk to your fegal representative, If you do not have a legal
representative, the Advocate for Injured Workers at the Workars' Compensation Board can help you, Call: 800-580-6565.

To Health Care Provider: A copy of this HIPAA-compliant releass allows you to disclose health information, If you send records lo the
employer's workers' compansation insurer in raspanse lo this relsass, also mail copies o the Claimant's Jegal representative. {If no lsgat
representative is lsted below, send coples fo fhe Claimant,) Health care providers who release records must follow New York slate law and

HIPAA,

T{\j';flﬁ::s\:(our health care provider(s) must give you the same care, This form does NOT allow your heallh care providert)
payment lérms, and banafits, whather you sign this form or not, ' to reloaso the following types of Informalion:

o Limited. it glves your haalth care provider(s) permission to release only

thoss haalfh records that ara refated to tha previous lliness/condifion you  HiVorelated information
desciibe below, :
» Temporary, It ends when your cutrent clal for compansaion Is established  Psychotherapy notes
or disallowsid and all appeals are exhausted.
» Revocable, You can cance! thls reloase at any fime, To cancel, send a latler # AlcoholiDrug treatment
io the healfh care provider(s) fisted on this form. Also, send a copy of your '
A 1 1 1
fefter to your employer's workers' compensalion insurer and the Workers o Mental Health treatment (unless you check below)

Compansation Board, Nofe: You may nol cancel this release with respect fo

madical records afready provided, Verbal informati heallh i
» For recards only. I gives your heallh care provider(s) listed on thls form » Varhal information {your heallh carg proviners lay
permission fo send coples of your health care records to your employer's not discuss your haamu care information wih anyone)

warkers' compengalion insurer.

Any maedical recards released will become parf of your workers' compensation file and are confidenfial under the Workers' Compensation Law,
A. YOUR INFORMATION {Claimant)

1. Nams: 2, Soclal Security Number: . -
3. Malling Address:
4, Dale of Biehy 1/ f 5. Date of the current Injury/iliness: i) /

8. Current Injury/Miness, including all body paris Injured:

7. Yout legal representative's name and address {If any):

[] Chack here if you allow your health care provider(s) o relaase mental health care informalion.

B, YOUR HEALTH CARE PROVIDER(S) {List all health care providers who treated you for a previous injury lo the same body par{ or simlfar
finess. If more than 2 providers attach thelr contact informalion to this form.)

1. Providar: 2, Phone Number; (_____}
3. Malling Address:!
" 4, Other providar {if any). §. Phone Number: { }

6. Malling Address:

C. READ AND SIGN BELOW. | horeby request that the health care provider(s) listed above glve my employer's workers' compansatlon
Insurer coples of all heallh records related to any previous injuryfiiness, to all body parts, described above.

Claimant's signaiure {ink only — use blue ballpolnt pan, If possible.) Date

i fhe claimant is unable to sign, the person signing on hisfher behalf musl {llf oul and sign below:

Yous name Relafianship lo Claimant Sighalure (Ink only - use biue balipolnt pen, If possivle.) Date

€-3.3 (12:09) Version en espaniol al reverso de la forma. W wob.stato.ny.us
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OCA. Official Form No. 960
ATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA

AUTHORIZ

[This form has been npproved by

the New York State Departmont of Health]

Patlent Nome

Date of Birth Soclnl Security Number _I

Patient Address

1, ‘or my authorized representative,
Yn socordnnce with New York State
(HIPAAY, 1 ynderstand that:
"1, This authorlzation may include disclosure of
TREATMENT, except psychotherapy notes, an
the appraptlate ilne in ltem

2, I 1 am authorizing the refease of HIV-related,
prohibited from redisclosing su
understand that [ have the right o request a

of Human Rights at (212) 420-2493 or the New
responsible for protecting my rights.

3. T have the right to revoke this authorization af any time by writing to the health care provider lisled below,
jzation except to the extent that action has already been taken be

revoke this author
4. 1 understand that sigaing this authorizati
benefits wilf not be con
5. Information disclossd under this authorization
redisclosure may no longer be protected
6. THIS AUTHORIZATION DOES

on is

7. Name and address of health provider or entity ta

request that heal th informatio
Law and the Privacy Rule of

4 CONFIDENTIAL HIV* RELATED INFORMATION only
9(a). In the event the health information desoribed befow
initlal the Yine on the box in Jiem 9(a), I specifically anthoriza release of such fnformation to

ditioned upon my authorization of this disclosare.

n regarding my care and trestment be roleased as set forth on this form:
the Henlth Insurance Portebillty and Accountebility Act of 1996

MENTAL HEALTH
1T place my initiats on
includes any of thess types of jnformation, and I
the person(s) indlcated in Itewm 8.

or mental health treatment information, the recipient is

i formation relafing fo ALCOHOL and DRUG ABUSE,

aloohol or drug treatment,

oh information without my anthorlzation unless permitted o do so under federal or state faw, 1
list of people wha may
1 experience disorimination hecause of fhe release or disclosure of HIV-related information,
York City Commission of Human Rights at (212} 306-7450,

HIV-related information without authorization, If
I may contact the New York State Divislon
These agencles Bre

receive Of use Ry

1 underatand that T may
sed on this authorization, ‘
voluntary, My (reatment, payment, enroliment in & health plan, or eligibtlity for

might be redisclosed by the reciplent {except as noted above in Ttem 2), and this

by federal or stals law.

YOU TO DISCUSS MY HEALTH INFORMAT 10N OR MEDICAL

NOT AUTHORIZE .

CARE WITH ANYONE OTHER THAN THE ATTORNEY ORG

OVERNMENTAL AGENCY SPECIFIED IN TTEM 9 (b).

release this Information:

Spine Sports & Interventional Pa

g, Name and address of pesson(s) or category of pesson {a whom this information will te sent:
in Medicine 186

Montagne Street, 3rd floor, Brooklyn, NY 11201

9(2), Specific Tnformation fo be relsased:
O Medical Record from (insest dute)

O Bntlre Madical Recotd, including
veferrals, consults, billing records,

0 Other:

patient histories,
inguranee records, and records sent to you

to (insert date)
chotherapy notes},

office notes (except psy
by other health care provideis,
Inclunde: (Indicate by Inhtialing)

wost results, radiology studies, films,

Alcohol/Drug Treatment

Aufhorization to Diseuss Henlth Information

(b} 01 By initialing bere
' Iniiials
{o disouss ray health information with my afto

1 authorize

Mentnl Health Information
HIV-Related Information

~Name of individual heaith care provider

tney, of 4 govemm ental agency, lsted here:

{Attorney/Fitm Namne of Govel

mmental Agenoy Name)

10. Reason for release of information:
01 At request of individual
L3 Other:

11. Date or gvent on which s authorization will expire:

12, If not the patient, name of person signing form:

13. Authority to slgn on behalf of patient:

—
A1 toms on this form haye been campleted and my
copy of the form,

Signature of

* Fhwwnn Tmmunode
tdantify someone 83

patient or represntative puthorized by

fictency Virus that causes AIDS,
having HIV symploms of infection and mformailon regarding o peron’s confaels,

_ J——
guestions about this form have been answered. In addition, T have been provided &

Date}

Tavi,

The New York State Fublic Henlth Law protects informatlon which rensonnbly could
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OCA Officinl Form No,: 960

AUTHORIZATION FOR RELEASE OTF HEALTH INFORMATION PURSUANT TO HIPAA
{This form has been approved by the

New Yotk State Department of Health]

Patlent Name

Date of Birth Social Securlty Numbet

Patient Address

1, 'or my avthorized representative,

1n accordance with New York State Luw and the
(HIPAA), 1 understand that:

1. "This suthortzation may include disclosuro of information relating to ALC
and CONFIDENTIAL HIV#

TREATMENT, except psychotherapy notes,
the approprlate line in Ttem 9(n}, In the event
initlal the line on the box in Item 9(a), 1 specificaily
9. 1f I am authorizing the release of BIV-related, alco
prohibited fram redisclosing such
understand that I have the right to request a
1 experience disorimination because of the release or

tequest that health inform
Privacy Rule of the Health Insurance Portability and Accountability Act of 1996

ation regarding my care and treatment be releasad as get forth on this form:

OHOL and DRUG ABUSE, MENTAL HEALTH
RELATED INFORMATION only if I place my initials ont

fhe health information described below includes aty of these types of information, and 1
authorize release of such Infornaation to the person(s) indicated in Item §,

hol or drug treatment,
information without my authorlzation unless permitted to do 50 under
list of people who may receive or use my HIV
disclosure of HiV-related information,

ot mental health treatment informalion, the recipient js
federal or state law, "1
_rolated Information without authorization, If
1 may tontact the New York State Divislon

of Fluman Rights at (212) 4802493 or the New York City Commission of Human Rights at (212) 306-7450, These agencles are

rights,
this authorization at any

responsible for protecting my
4, 1 have the right to revoke

5. Information disclosed under this

time by writing to the health care
revoke this authorlzation except to the extent that scton has alveady been taken bosed on
4, T undeistand that signing this authorlzation is voluntary, My treatment, payment,
bepefits will not be conditioned upon my authorization of this disclosure,
guthorization might be redisclosed

provider listed below. 1 understand that I may
this authorization,
enraliment in o health plan, or eligibility for

by the recipient (except as potad dbove it Item 2), and this

redisclosure may no longes be.protected 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 ATTORNEY OR GOYERNMENTAL

AGENCY SPECIFIED IN ITEM 2 (b),

7. Name and address of health provider oF entify to release this information!

8. Name and address of person(s)

Spine Sporis & Interventional Pain Medicine 186 Montague Sireet,

or category of person to whom this information

will be sent:
3rd floor, Brooklyn, NY 11201

5(a), Speolfic informationto be released:
0 Medica! Record from (insett date)

to (insert date)

O Entire Medical Record, Incinding patient histories,
referrals, consults, billing records, Insurance records,

3 Other:

test results, radiology studies, filws,
and tecords sent to yon by other health care providers,

Tnclude: (Indicate by Initialing)

office notes (except psychotherapy notes),

Alcohol/Drug Treatment

Authiorization to Discuss Health Information

(b) O By initialing hete 1 suthorize

Mental Health Tnformation
HIV-Related Information

Initinls
to discuss my health information with my attorney,

Namo of individual health care provider
or a governmental agency, listed here:

{Attorney/Fitra Name or Governmental Agency Name)

10. Reason for reiease of information:
0 At request of individual
O Other:

11, Date or event on whioh this suthorization will expire;

12, If not the patient, name of person signing form:

13, Authority to sign on behalf of patient:

All Htems on this form have been completed and my questions about this form have been answored, In addition, T have been provided a

copy of the form,

Date:

Signature of patient or representative

* Fumnn Ymmuooedeliclency Viros that couses AIDS.

guthorized by law.

The New Yerk Stnic Publle Henlth Law protects information which reasonnbly could

identify sumeone ns having HIV symptoms or infection and infornmation regarding a person's confacts,




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 15 APPROVED

MATURE GF INJURY OR JIURED PERSONS
WOB DASENGD, (finown) | CARRIER GASE NO, (ItKnown) DATE OF INJURY 2 GE I LRED PERaor
 NQ,
AT | TE AODAESS T
EMPLOYER
INSURANGE
CARRIER

You may become responsible for the madical costa of treatment for your fliness or condition with the
provider listed below if (1) youfall to prosecute the claim for workers' compensation or (2) itis
determinad by the Workers' Compensation Board that the liness or condition which required treatment
was not a result of a compensable wotkplace accident or ocoupational disease or (3) If an agreement is
executed by you and approved pursuant to Workers' Compensation Law §32 in which you walve your
right to medical benefits from the workers' compensation carrlerfsalf-insured employer for treatment/
services pefformed 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 carrler, and you will be responsible

for the provider's fees far services rendersd.

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

Claimant's Signature : Date

Provider's Name and Address

TO THE GLAIMANT

Waorkers' Compensation Board Regulation 325-1.23 permits your doctor or therapls! fo request fhat you slgn this A-9 nollce. By signing tis
notice, you acknowladge your obiigation Yo pay the provider's fees for the services you receive If Il turns. out that such fees are nol legally
fotulred to ba pald by your employer or its warkars' compansaflon nsurance carfler and |f such fees are not oovered by other insurance.
The employsar ar carier may nol be requiret to pay the duclors fees If, for exampla, you fall to fllo & clalm for workerg® cornpehsallon; oF fall
to notify your smployer of your injury or Niness, or fail lo altend B Board heating If your employer challeanges your right fo benafils. Even If

you make all required efforis to progecule your olalm, the Workers' Compensatlon Board may St find thal yau are not entited o benefifs.
In such cases, this nafice advises your heallh provider that you acknowledge your personal llabillty for paymient of higfher blils.

Workers' Compensation Law Sactlon 32
The A-9 nofice also covers instances i which a clalmant with an existing valid warkers’ compensation ¢ase comes o an agreamant with

higther employer or its Insurance caprier seling hisfher case in aocordance with Secilon a7 of the Workers' Gampsnaalion Law., A Seclion
2 agreement may include & provision which rellaves the employet or carrter of the llsbillty to pay fulure medical kil assoclated with the
cage. Your heallh care provider may ask you fa sign this A-9 nolice fo (naure lhat you aoknowledge your parsonal fizbility for payment of
hisfher bills If you have walvad your righ to future inedical benailia under & Seclion 32 agraemshi,

if you have any questlbns, cantact your aftornay of licensed hearing rapresentaliva, If you have ona. You may alsa contact your jocal
disirict office of ihe Workers' {Sompenaatton Board.

TO THE HEALTH CARE PROVIDER :

Tris notlce Is meant fo advise the workers' sompensation dlaimant thel he/she may be responsible for payment, Fallure of tha clalmant fo
sign this form does not ralleve the provider of the obligation to irent the cialmant, nor does &k negate tha claimant's responsibllity for
paymeni.

Keap the original of this form far your records and give 8 copy 10 the clalmant, Do nof file with the Workers' Campensatlon Board, You
will recelvé Nolloes of Declslons In which the aompensabllity. of & claim, aulhorlzation of treatment, or payment of medical blls Is Inguded.
You will also be notifiad If the clalmanl submliis a Sectlon 32 Agraement with the Board for approvel. Do not bl the clalmant uniess and
unlil you recalve & Bioard decislon finding that 1) clatimant felled to proseculs the claim, or 23 the clalm is denled, or 3) the {reatment is nol
causally related lo the werk Injury, or 4) a Section 42 agreement relleving the cartier of llabllity for medical traatmant ls approved.

prawarlbng by Cheale ;
A-0 ('] “{]T) Workars* Companyation fewrd ESTE RESUMEN ESTA ESCRITO EN EsPAROL AL DORSO. NY..WCB
iala of Now York
[mm.wnb.:h[mny.us)




Patient Name:
NG MR # Date of loss:

Spine Sports & Interventional Pain Medicine, p.C.
) Brooklyn
P.O. Box 9315
Garden City, New York 11530
Office: (516) 294-4590 (Option 2)
Facsimile: (978) 313-8477
EMAIL: Liensfax@HealthPlusMgmt.com

MEDICAL LIEN

Attorney Name:

1 hereby authorize and direct my attorney, to pay directly to SPINE SPORTS & INTERVENTIONAL PAIN MEDICINE,
P.C. such sums as may be due and owing for professional sorvices rondered to me both by reason of this accident and by reason
of any other bills that are due fo the provider and to withhold such sums from any settlement of judgment as is necessary 10
adequately protect the provider. ' '

I hereby further give a lien to the provider on any proceeds to which I may become entitled as a result of any settlement of
judgment in any claim or litigation arising out of the injuries for which I have been treated of injuries in connection therewith,
whether such proceeds are remitted directly to me or o you my attorney.

T fully understand that I am directly responsible to the provider for all professional bills submitted by the provider for services
rendered to me by the provider and that this agresment is made solely for the providers’ additional protection and in consideration
of the provider awaiting payment. I further understand that such payment is not contingent on any seftlement, judgment or verdiot
by which I may eventually recover said fee,

Attomey agrees to notify the doctors immediately of the name and contacting information of any attorney substituted in his or her
place. .

PRINT PATIENT NAME DATE

SIGNATURE OF PATIENT SIGNATURE OF PARENT/GUARDIAN

ACKNOWLEDGEMENT OF ASSIGNMENT & LIEN BY ATTORNEY

The undersigned being the attomey of record on liis own behalf and on behalf of any other attorney or atiorneys who are
associated with the undersigned or who are substituted in his stead for the above patient, does hereby agres to observe all the
torms of the above and agrees to withhold such sums from any settlement, judgment or verdict as may be necessary to adequately
protect, SPINE SPORTS & INTERVENTIONAL PAIN MEDICINE, P.C.

ATTORNEY'S SIGNATURE DATE

*NOTE TO ATTORNEY*
PLEASE SIGN AND RETURN ONE COPY TO THE PROVIDERS OFFICE; KEEP A COPY FOR YOUR RECORDS,




Spine Sports & Interventional Pain Medicine
186 Montague Street, 3rd Fl, Brooklyn, NY 11201

ACKNOWLEDGEMENT OF RECEIPT OF HIPAA NOTICE OF PRIVACY
PRACTICES

| acknowledge that [ have received the HIPAA Notice of Privacy Practices.

Signature

Printed Name

Date

If representative’s signature appears above, please list patient name and relationship to patient:

Patient Name

Relationship to Patient




R )

Spine Sports & interventional Pain Medicine

You have the right to:
+ Get a copy of your paper of electronic medical record
» Correct your paper or electronic medical record

» Request confidential cormenunication

o Ask us to imit the information we share > Sete ?‘? age 2 for

* Get afist of those with whom we've shared :22;2 f: g?;rfrsn:gslgnw
your information to exercise them '

+ Get a copy of this privacy notice
« Choose someone to act for you
« File a complaint if you believe your privacy
rights have been violated

You have some choices in the way that we
use and share information as we:

« Tell farmily and friends about your condition ¥ See page 3 for
= Provide disaster refief more information on
o Include you in a hospital directory these choives and

« Provide mental health care how to exercise them

« Market our services and sell your informatian
¢ Raise funds

—

We may use and share your information as wet

+ Treat you
+ Run our organization
+ Bill for your services

» Help with public health and safety issues » See pages 3 and 4
for more information

on these-uses and
disclosures

« Do research

« Comply with the law

» Respond to organ and tissue donation requests

» Work with a medical exariner or funeral director

+ Address workers' compensation, law enforcement,

and other government requests

+ Respond to Jawsuits and legal actions

_

Notice of Privacy Practices « Page 1




Wher it comes to your health information, you have certain rights.
This section explains your rights and some of our responsibilities to help you.

Get an electronic or ¢ Youcan ask to see or get an elacironic or paper copy of your medical record and
paper copy of your other health information we have about you. Ask us how to do this.

medical record « We will provide a copy or a summary of your health infermation, usually within 30

days of your request. We may charge a reasonable, cost-based fee.
Ask us to correct « You can ask us to correct health information about you that you think is incorrect
your medical record or incomplete: Ask us how fo do this.

« We may say “no” to your request, But we'll tell you why in writing within 60 days.
Reguest confidential ¢ You can ask us to contact you in a specific way (for example, hame or office pheone)
communications or 10 send mail to a different address.

« We will say "yes” to all reasonable requests,
Ask us to limit what  * You can ask us not to use or share certain health information for treatrnent,
we use or share payment, or our operations, We are not required to agree to your request, and we
may say “no” if it would affect your care.

« ¥ you pay for a service of health care item out-of-pocket in full, you can ask us not to
share that information for the purpose of payment or our operations with your health
insurer, We will say “yes” unless 3 law requires us to share that information.

PRI YRR LR R A R LR R U Presas i TN R T EE R LI L Arasare

Get a list of those o You can ask for a list (accounting) of the times we‘ve shared your health inforrmation
with whom we've for six years prior to the date you ask, who we shared it with, and why.

shared information « We will include all the disclosures except for those about treatment, payment, and
health care operations, and certain other disclosures (such as any you asked us to
make), We'll provide ane accounting a year for free but will charge a reasonable,
cost-based fee if you ask for another one within 12 months.

------------------------- acl:i»'---.a-u-n---.b|ii-|'|-c|o|1-.|--|-nlv-n‘|;l-'1a-n1-;-4n-ir‘n-=‘-pqv|--o--'isvar

Get a copy of this + You can ask for a paper copy of this notice at any time, even if you have agreed to
privacy notice receive the notice electronically. We will provide you with a paper copy prompliy.
Choose someone « if you have given someone medical power of attorney or if someone is your legal
to act far you guardian, that person can exercise your rights and make choices about your health
information,
« We witl make sure the person has this authority and can act for you before we take
any action,
File a complaint if o You can complain if you feel we have violated your rights by contacting us using the
you feel your rights information on page 1,
are violated « You can file a complaint with the U.5. Department of Health and Human Services

Office for Civil Rights by sending a leter 1o 200 Independence Avenue, SW,,
Washington, D.C. 20201, calfing 1-877-696-6775, OF visiting www.hhs.gov/ocr/
privacy/hipaalcomplaintsl.

e We will not retaliate against you for filing a complaint.

.............. .................,n.-..u---._.nn-1;q.-.nnt-au..r.«.‘-.u.--‘»q--o.nn-ncr.-.n---.--.....y......--;..
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For certain health information, you can tell us your choices about what
we share. If you have a clear preference for how we share your information in the
situations described below, talk to us. Tell us what you want us to do, and we will follow
your instructions.

In these cases, you have e Share information with your family, close friends, or others involved in your care
both the right and choice

r . . v cacter relief situati
to tell us to: Share information in a disaster relief situation

o Include your information in a hospital directory

if you are not able to tell us your preference, for example if you are unconscious,

we may go ahead and share your information if we believe it is in your best interest.
We may also share your information when needed to lessen a serious and imminent
threat to health or safety.

P R R AR R LA AL .s-.c.--ru-;-a.o---|a_..A,.----.' ..... Ay errassisprdarssabbaErarsesars awr L aES

in these cases we never o Marketing purposes

share your information

unless you give us

written permission: » Most sharing of psychotherapy notes

in the case of fundraising:  ° We may contact you for fundraising efforts, but you can tell us not to
contact you again,

Pvvanare I R R UL R LI cu.a.-.-»-nc:--1l-c--nc---u».--.-o-.o.s;A.

« Sale of your information

How do we typically use or share your health information?
We typically use or share your health information in the following ways.

Example: A doctor freating you foran
injury asks anather doctor about your
overall health condition.

Example: We use health information
about you tc manage your treatment and
services.

Treat you » We can use your health information and
chare it with. other professionals who are
treating you.

Run our » We can use and share your health

organization information to run our practice, improve
your care, and contact you when necessary.

nnn«--.c-;---nna-n.----nuv--og.--oiua-.n--.

Example: We give information about you

v..a-.---'n.rvi-:a-p;..;a-1nu.---u--.-q:-'-an..y-¢s-c------,:ar-.-.-

Bill for your » We can use and share your health
services information to bill and get payment from to your health insurance plan so ie wiff pay
health plans or other entities. for your services.

..;-4...-.-;...-..-'-c.a---na-....”.-:....-a--..-....-‘.”----a.;.-..u"'.--.--.

continued on next page
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How else can we use orshare your health information? We are allowed or required to share.your
information in other ways — usually in ways that contribute to the public good, such as public health and research, g
We have to meet many conditions in the law before we can share your information for these purposes. For more ;
information see: www.hhs.gov]ocr!privacylhipaalunderstandinglconsumers!index.htmi.

Qvnn»tu-l;rfna--:-|i-r.s ----- uay----:vn.-.an-.u---an.--r-qu--|o-.-o;--r-alul-ilo-clu.--:.a ----- prerrnp iy

Help with public health » We can share health information about you for certain situations such as:
and safety issues « Preventing disease
* Helping with praduct recalls
» Reporting adverse reactions to medications
» Repoiting suspected abuse, neglect, or domestic vialence
» Preventing of reducing a serious threat to anyone's health or safety
Do research « We can use or share your information for health research,
Comply with the faw « We will share information about you if state of federal laws require it,
including with the Department of Health ahd Human Services if it wants 10
see that we're complying with federal privacy law.

..,-.....-...n..n.....-u;iu..u-...”..-...--..a..'..-.a.“...-..u.n.-“....-.“.u.“.-...‘-...--,...-_u

Respond to organ and & We can share health information about you with organ procurement

tissue donation requests organizations.

Work with a medical « We can share health inforrnation with a coronet, medical examinet, or funeral
examiner ot funeral director director when an individual dles.

Addrass workers’ » We can use of share health information aboit you!

compensation, law » For workers’ compensation claims

enforcement, and other » For law enforcement purposes of with a law enforcement official
government requests « With health oversight agencies for activities authorized by law

» for special government functions such as military, natiohal security, and
presidential protective services
Respond to lawsuits and e We can share health information about you in response 1o & court of
legal actions administrative order, or in response ta a subpoena.

I--natv-lulvxu'oql‘otuill|oi|14|4:npaq‘1llllslotnﬁlaloln!lnlu405Ant.5|u-Iod-lcll--vo.----bqlulrtul-;vvvtlv-v'o!
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and securlty of your protected health lm‘ormation. . o

reqwred by law to maintam ihe pr:vas:y 7
I Ie’t you know promptly if a breach occurs that may ave & ‘mpro?nlsed he privacy or, secunty

T’ 10t Joe yey
or share your informatlon other than as:descnbetl bare unless you tel! us we can ik
hange your mjnd at any tame.nLet A3 know in Wrtttng i you

h‘é't' ms ofths nohce, ancE , ."':“
e avaﬂab!e uPon request‘ in our off:c_

This Notice of Privacy Practices applies to the following organizations,

Spine Sports & Interventional Pain Medicine
186 Montague Strest 3rd Fl, Brooklyn, NY 11201

Campliance Officer; Stefanle Sanso
ssanso@healthplusmgmt.com
516-204-4590 x 142
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