PATIENT INFORMATION
*»** PLEASE COMPLETE ALL INFORMATION REQUESTED FOR OUR RECORDS ***

Date:

Last Name: MI: First Name:
DOB : SEX:_  SS#:
Address:

City: State __ Zip Code:
Phone (Home): Phone (Cell):
Phone (Work): Email:
Emergency Contact: Telephone #:
Ref. Doctor: Telephone #:
Primary Doctor: Telephone #:

Pharmacy Info (name, address, phone/fax #)

[ Is this a Work Related Injury: [] Is this an Auto Injury: Yes [ No [J Are You a Resident of a Nursing Home or Rehab Center :

Additional Information (as requested by Insurance Carrier):

Marital Status: [ Single O Married [J Other Student Status: [] Fulltime [ Part time
1) Ethnicity: [] Hispanic or Latino  [] Not-Hispanic/Latino [[] Unknown
2) Race: [1 American Indian or Alaska Native [ ] Asian [] Black or African American

[] Native Hawaiian or Other Pacific Islander [ other Race [] White

3) Primary: [ chinese [ English [] French [] German [ ltalian [] Japanese [] Portuguese [] Russian [] Spanish
Language

4) Preferred Method of Communication:  Phone: [] Home [] Cell [ Work Email: [] (provide e-mail address above)

Primary Insurance Carrier: Secondary Insurance Carrier:

Policy Number: Secondary Policy Number:

Group Number: Secondary Group Number:
Relationship: Relationship:

Last Name: Last Name:

First Name: First Name:

SS #: DOB: SS #: DOB:

AUTHORIZATION TO RELEASE MEDICAL RECORDS AND ASSIGNMENT OF BENEFITS

| hereby authorize the release of any information pertinent to my case to myself, family members, physicians, hospitals, insurance
company, adjuster and/or attorney involved in my case. | hereby assign to the physician all payments for medical services
rendered to myself or my dependents. | understand that | am responsible for any amount not covered by my insurance company,
regardless of my insurance status. A photocopy of this release shall be considered as effective and valid as the original.

Patient (or authorized signature) Date Signed
Z:/data/originalforms/patientinfoforms2014-02/07



Long Island Neurology Consultants--New Patient Medical History Form

Last Name: First: M.I. Date:

Phone #: DOB: Age: Sex:

PLEASE GIVE ALL RECORDS, STUDIES AND LABS TO CHECK-IN STAFF WHEN YOU ARRIVE
For Insurance Purposes: Please Check if the patient resides in a nursing home or is presently in a rehabilitation center O

WHICH HAND DO YOU WRITE WITH? Right Left

PLEASE TELL US YOUR REASON FOR TODAY’S VISIT. PLEASE INCLUDE A DESCRIPTION OF YOUR SYMPTOMS, WHEN
THEY BEGAN, AND IF YOU HAVE HAD THEM PREVIOUSLY.

PAST MEDICAL AND SURGICAL HISTORY: (Check all that apply)—include medical diagnoses, operations, hospitalizations
o Stroke o Neck/Back Surgery

o Seizures o Other Neurologic Conditions

O Brain Surgery

o Diabetes o Heart Disease o Peptic Ulcer o Any metal in your body?
o High Blood Pressure 0 Pacemaker/Defibrillator o Cancer/Tumor

o High Cholesterol 0 Atrial Fibrillation o Depression/Anxiety

Other:

MEDICATIONS: (please list all prescription and over-the-counter medication, including Aspirin)

1. 5. 9.
2. 6. 10.
3. 7. 11.
4. 8. 12.

ALLERGIES TO MEDICATIONS?

Can you tolerate Aspirin? O Yes o No

FAMILY MEDICAL HISTORY: list any illnesses (especially neurological problems) that your blood relatives have had.

***PLEASE COMPLETE OTHER SIDE***



Name:

***PLLEASE COMPLETE OTHER SIDE***

Long Island Neurology Consultants

Date:

SOCIAL HISTORY
Occupation:

Are you Disabled?

Tobacco:

Other recreational drugs:

Alcohol:

Marital Status:

Who do you live with?

How many children do you have? Ages:
REVIEW OF SYSTEMS:
Please list any symptoms or problems and explain in the space provided.
If applicable:
Last Menstrual Period Height
Please indicate if you might be pregnant oYes oONo Weight
1. General 7. Urinary
O None O None

2. Head/Ear/Nose/Throat

8. Integumentary (Skin/Breast)

O None O None

3. Eyes 9. Endocrine

O None O None

4. Cardiac 10. Allergy/Immunologic
O None

O None

5. Respiratory

11. Neurological/Musculoskeletal

O None O None
6. Gl 12. Psychological/Psychiatric/Recent Stress
O None O None
13. Symptoms or Disease not listed?
SIGNATURE DATE SIGNED:

****PL EASE COMPLETE OTHER SIDE*****

Z:IDATAJORIGINALFORMS/MEDICALHISTORYFORM



Long Island Neurology Consultants
777 Sunrise Highway + Suite 200 « Lynbrook, New York 11563-2950
227 Franklin Avenue * Hewlett, New York 11557-1902
(516) 887-3516 * Fax (516) 887-0331

Lewis A. Levy, M.D.
Mark A. Nelson, D.O.
Eric J. Hanauer, M.D.
Stephen J. Roth, M.D.
Kristin M. Waldron, M.D.
Diplomates in Neurology

FINANCIAL POLICY

Long Island Neurology consultants, its physicians and the staff are truly committed to provide you with the utmost
professional service and remarkable quality experience. We are committed to providing you with the best possible
care, and we are pleased to discuss our professional fees with you at any time. Your clear understanding of our
Financial Policy is important to our professional relationship. Please ask if you have any questions about our fees,
financial policy or your financial responsibility.

ALL PATIENTS MUST COMPLETE PATIENT INFORMATION FORMS PRIOR TO SEEING THE
DOCTOR.

WE WILL REQUIRE YOUR INSURANCE CARDS AND PHOTO ID TO BE PHOTOCOPIED FOR YOUR FILE.

DEDUCTIBLES, CO-PAYMENTS AND CO-ISNURANCE: By law, we MUST collect your carrier designated
deductible, co-payment and co-insurance at the time of service. The patient should be aware of their insurance
financial responsibility, if you have any questions, please contact your insurance carrier. Please be prepared to pay
the balance on your account on each visit.

NON CO-PAYMENT PLANS: If your plan does not require co-pay and we participate, we will accept the
designated fee. You are responsible for any deductible, co-insurance, and patient responsibility your plan indicates
on their explanation of benefits.

REFERRRALS: If your plan requires a referral from your primary care physician, it is YOUR responsibility to
obtain it prior to your appointment either in electronic or paper form. Referrals must be available at the time of the
visit. If you do not have a referral or referral number, YOU WILL BE REQUIRED TO RESCHEDULE THE
APPOINTMENT, unless it is a medical emergency. Many plans do not allow referrals to be backdated, so be sure
that you check with your insurance provider on the date that you are to be seen.

OUT OF NETWORK PLANS: In some instances, we are out of network with a plan. Since we greatly appreciate
your business we will honor your benefits on an “out-of-network™ basis. We will do our best to contact your
insurance company, before your care, to verify your benefits and notify you of your patient’s responsibility.
Payment is expected at the time of service unless other financial arrangements have been made prior to your visit.
Your itemized receipt should be attached to your insurance form and sent to your carrier, who will reimburse you
directly.

MEDICAID: We do not accept Medicaid in the office as primary or secondary insurance. Please note patients
with Medicaid secondary will be responsible for any co-insurance which remains unpaid by their primary carrier.

SELF-PAY PATIENT: Payment is expected at the time of service unless other financial arrangements have been
made prior to your visit. We accept cash, checks and most major credit cards.

MEDICARE: We will submit to Medicare for the Medicare-allowed amount. You will be responsible for the
yearly deductible and 20% co-insurance, which can be billed to a secondary carrier, provided you have one.

If you have any questions regarding this matter please do not hesitate to call our billing department at 516-887-3516
x116.

YOU ARE RESPONSIBLE FOR THE TIMELY PAYMENT OF YOUR ACCOUNT

PATIENTS SIGNATURE DATE



LONG ISLAND NEUROLOGY CONSULTANTS
OFFICE POLICIES

YOUR UNDERSTANDING OF OUR POLICIES IS AN ESSENTIAL ELEMENT OF YOUR CARE AND TREATMENT. IF YOU
HAVE ANY QUESTIONS, PLEASE DISCUSS THEM WITH OUR FRONT OFFICE STAFF.

Our telephone lines are open from 8:00 AM to 4:00 PM Monday through Friday. Doctor’s visits are by appointment only.

If you have an urgent health concern outside of business hours, please call our office and our service will assist you to page the
physician on call. Please remember this is for emergency issues which cannot wait until the office re-opens. Please remove the
caller ID block to allow us to reach you. If you are experiencing a medical emergency, call 911 or go directly to your nearest
emergency department. Our office is affiliated with Mount Sinai South Nassau Hospital if you require in—patient care.

It is our policy to confirm all appointments three days ahead of time. We have an automated system in place which makes the
initial confirmation call. You will also be notified by text message and by e-mail. It is necessary for you to use this system to
confirm or cancel your appointment. This will avoid further calls to your home. If we do not hear back from you after the 3" call,
your appointment may be cancelled to accommodate emergencies. If you need to speak with a person regarding your
appointment, our office telephone number is 516-887-3516. Press option #2 or leave us a message on extension 202 and we will
return your call. Upon cancelling or rescheduling an appointment, our office requires the courtesy of a forty-eight (48) hour
notice; otherwise, you may be charged a $50.00 cancellation fee. A $50.00 fee will be charged to those patients with repeated
no shows. APPOINTMENT TIMES ARE EXTREMELY VALUABLE TO OUR PATIENTS.

We require a copy of your insurance card and your license or photo identification at the time of service
to protect you from insurance fraud.

You must inform the office of all insurance changes and authorization/referral requirements. In the event the office is not
informed, you will be responsible for any charges denied.

Your insurance policy is a contract between you and your insurance company. As a courtesy, we will file your insurance claim for
you if you assign the benefits to the doctor directly. In other words, you agree to have your insurance company pay the doctor
directly. If your insurance company does not pay the practice within a reasonable period, we will have to contact you for
assistance.

Co-pays are due at the time of your appointment as well as any balance for deductible and co-insurance. Unless other
arrangements have been made in advance by you or your health insurance carrier, payments for any deductibles or co-insurance
are due at the time of service. For your convenience, we accept cash, checks, and most major credit cards. If a co-pay is not paid
at the time of your visit, a $25.00 surcharge will be applied. There is a service fee of $30.00 for all returned checks. There will
be no exceptions to this policy.

Past due accounts are subject to collection proceedings. All costs incurred including, but not limited to, collection fees, attorney
fees, and court fees shall be your responsibility in addition to the balance due to this office.

In keeping with meaningful use requirements regarding EHR/EMR, electronic access to your chart can be obtained via the
internet. In addition, electronic copies of patient health information, patient summary records, and clinical summaries can be
provided electronically. Moreover, patient specific clinical reminders may also be sent electronically based on certain clinical
criteria. Please inform our office if you wish to obtain access to our patient portal.

In an effort to encourage overall health, our electronic medical record recognizes concerns about weight and elevated blood
pressure. Your Body Mass Index (BMI) calculates your weight based on your height. Normal BMI parameters are: for ages 18-64,
BMI > 18.5 and < 25 and for ages 65 and older, > 23 and <30. If your BMI is outside of this range, our system will place a



comment on your office visit note to your primary care provider. We encourage our patients to use several on-line resources
such as those from the American Heart Association (AHA) for education about weight monitoring, diet, and activity/exercise.
Elevated blood pressure is an important modifiable risk factor for your vascular health. Guidelines from the American Heart
Association/American Stroke Association define elevated blood pressure (hypertension) for anyone with readings > 130/80. If
your blood pressure is elevated, our system will place a comment on your office visit note and we encourage you to follow up
with your primary care provider for this important concern. You may also consider several on-line resources from the American
Heart Association/American Stroke Association to learn more about this topic.

As our patient, you are responsible for all authorizations/referrals needed to seek treatment in this office. To verify whether
your insurance requires a referral, you can contact your primary care physician or your insurance company. Your referral needs
to be in place at the time of your scheduled appointment. If you are unable to obtain a referral in a timely manner, your
appointment will be rescheduled to a future date. Please contact your primary care physician at least 48 hours in advance to
request a referral for your visit. Health plans are not the same and do not cover the same services. In the event your health plan
determines a service is “not covered” or we are not able to obtain an authorization, you will be responsible for the complete
charge. Patients are encouraged to contact their insurance plan(s) for clarification of benefits prior to services rendered.

As of March 27, 2016 NY State law requires all prescriptions, including controlled substances, to be transmitted electronically. If
you need a refill on your medication, please contact your pharmacy. Your pharmacy will make the request to our office via
internet. Please allow 24 to 48 hours before you check with your pharmacy if the prescription has been filled. You may also use
our patient portal at www.lineurology.com, under patient information click on patient portal or myehr123.com/lineuroportal to

request a prescription refill. Please include the following information in your message request: Patient name, name of the
medication, dosage, and pharmacy’s name and number. If you have further questions, please contact our prescription liaison at
516-887-3516 select Option #5 or ext. 118. You must also be able to provide an unblocked telephone number where we can
reach you in case of any questions or problems. Allow 24 hours for phoned in refill requests to be processed.

We will make every attempt to notify you of all test results when they become available. HIPAA compliance allows us to leave
this information on your voicemail (unless you specify otherwise).

Medical forms that need to be completed by the Physician will require two weeks notice for processing. All forms need to be
dropped off at our main office located at 777 Sunrise Highway, Suite 200, Lynbrook NY 11563. Be sure to complete and sign any
patient sections. You will be contacted by our office when the form(s) is ready to be picked up. Likewise, if you need a letter on
your behalf from the Physician, it will require the same time to process. Please call the office and advise the staff of the specific
details you need included in the letter. Forms and letters cannot be processed at the time of your appointment. In many cases,
there may be an additional charge to complete forms.

I have read and understand the office policy of Long Island Neurology Consultants. It is my responsibility to abide by the rules
and regulations and agree to the above policies.

Signature of Patient/Responsible Party: Date:

Printed Name of Patient/Responsible Party: Date:

Z: /data/originals/office policies/10-25-2021


http://www.lineurology.com/
https://myehr123.com/lineuroportal

Long Island Neurology Consultants
777 Sunrise Highway + Suite 200 « Lynbrook, New York 11563-2950
227 Franklin Avenue * Hewlett, New York 11557-1902
(516) 887-3516 * Fax (516) 887-0331

Lewis A. Levy, M.D. Patient ACCT#
Mark A. Nelson, D.O.

Eric J. Hanauer, M.D.

Stephen J. Roth, M.D.

Kristin M. Waldron, M.D.

Diplomates in Neurology

HIPAA Compliance Patient Consent Form
Our Notice of Privacy Practices provides information about how we may use or disclose protected health information.

The Notice contains a section describing your rights under the law. You have the right to review our Notice before you
sign this consent. The terms of the notice may change, if so, you will be notified at your next visit to update your
signature/date.

Our practice provides this form to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA)
law. By signing this form, you consent to our use and disclosure of protected health information about you for treatment,
payment, or healthcare operations. You have the right to revoke this consent, in writing, signed by you. However, such a
revocation will not be retroactive.

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or
healthcare operations. We are not required to agree with this restriction, but if we do, we shall honor that agreement.

By signing this form, | understand that:

e Protected health information may be disclosed or used for treatment, payment, or healthcare
operations.

¢ The practice reserves the right to change the privacy policy as allowed by law.

¢ The patient has the right to restrict the use of the information but the practice does not have to
agree to those restrictions.

¢ The patient has the right to revoke this consent in writing at any time and all full disclosures will
then cease.

¢ The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments? YES NO
May we leave a message on your answering machine at home or on your cell phone?  YES NO
May we discuss your medical condition with any member of your family? YES NO

If YES, please name the members allowed:

This consent was signed by:

(PRINT NAME PLEASE)
Signature: Date:

Parent or Guardian: Date:




Healthix can provide
real-time clinical

data to your physicians
and providers so they can
have access to your
information when and
where it's needed..

- @Healthix

LONG ISLAND
NEUROLOGY
CONSULTANTS

Notice to Patients About Long Island Neurology
Consultants Participation in Health Information
Exchange Operated by Healthix

Long Island Neurology Consultants participates in the health information
exchange operated by Healthix. Healthix is a not-for-profit organization that
shares information about people’s health electronically and meets the
privacy and security standards of HIPAA and New York State Law.

This Notice is to inform our patients that as part of participation in Healthix
Long Island Neurclogy Consultants electronically sends/uploads our patients’
Protected Health Information to Healthix.

Additionally, certain staff at Long Island Neurology Consultants are
authorized to access patient information through Healthix subject to
applicable consent rules. Consent to access Healthix is normally granted on an
organization-by-organization basis. However, patients have the option of
denying access to all organizations in Healthix. If you are interested in denying
consent for all Healthix organizations to access your Protected Health
Information, you may do so by visiting Healthix's website at www.healthix.org
or calling Healthix at 877-695-4749.

Information in Healthix about patients comes from places that have provided
medical care or through health insurance (claints) information. These data
sources may include hospitals, physicians, pharmacies, ciinical laboratories, |
health insurers, the Medicaid program and other organizations that exchange
health information electronically. An updated list of these data sources is
available from Healthix. Patients can obtain an updated list at any time by
visiting www.healthix.org or by calling 1-877-695-4749, .

If you have questions, you may contact:

40 Worth Street, New York, NY 10013 / info@healthix.org / 877-695-4748 / healthix.org




&@Healthix

Details about the Information accessed through Healthix and the consent process:

1.

How Your Information May be Used. Your electronic health information will be used only for the following healthcare

setvices:

= Treatment Services. Provide you with medical treatment and relatedservices.

= Insurance Eligibility Verification. Check whether you have health insurance and what it covers.

s Care Management Activities. These include assisting you in obtaining appropriate medical care, improving the
quality of services provided to you, coordinating the provision of multiple health care services provided ‘o you, or
supporting you in following a plan of medical care.

¢ Quality Improvement Activities, Evaluate and improve {he quality of medical care provided to you and all patients.

What Types of [nformation about You Are Included. If you give consent, the Provider Organization(s) listed may
access ALL of your electronic health informalion available through Healthix, This includes information created before and
after the date this form is signed. Your health records may include a history of lllnesses or injuries you have had (like
diabeles or a broken bone), test results (fike X-rays or blood tests), and lists of medicines you have taken. This
information may include sensitive health conditions, including but not limited to:

«  Alcchol or drug use e Sexuslly transmitted »  Discharge summary
problems & diagnoses diseases s  Employment Information

«  Birth control and abortion «  Medication and Dosages s  Living Situation
({family planning) o  Dlagnostic Information =  Social Supporis

e  Genetic (inherited) s Allergies s  Claims Encounter Data
diseases oriests «  Substance use history * LabTest

» HIV/AIDS summaries

s« Mental health conditions s« Clinical notes

Where Health Information About You Comes From. Information about you comes from places that have provided you
with medical care or health insurance. These may include hospitals, physicians, pharmacies, cfinical laboratories, health
insurers, the Medicald program, and other crganizations that exchange health Information electronically. A complete,
current list Is available from Healthix. You can obtain an updated list at any time by Healthix's website at www.healthix.org
or by calling B77-695-4749.

Who May Access Information About You, If You Give Consent. Only doctors and other staff members of lhe
Organization(s) you have given consent to access who carry out activities permitted by this form as described above in
paragraph one.

Public Health and Organ Procurement Organization Access. Federal, state or Jocal public health agencies and certain
organ procurement organizations are authorized by law to access health information without a patient's consent for certain
public health and organ transpiant purposes. These entitles may access your information through Healthix for these
purposes without regard to whether you give consent, deny consent or do not fill out a consent form.

Penalties for Improper Access to or Use of Your Information. There are penaities for inappropriate access to or use of
your electronic health information. If at any time you suspect that someone who should not have seen or gotten access to

information about you has done so, call Long Island Neurology Constultants; or visit Healthix's website:
www.healthix.org; or call the NYS Depariment of Health at 518-474-4987; or follow the complaint process of the federal

Office for Clvil Rights at the following link: hftp-/www. his.qov/ocr/privacyhipaa/complaints/,

Re-disclosure of Information. Any arganization(s) you have given consent to access health information about you may
re-disclose your health information, but only to the extent permitted by state and federal laws and regulations.
Alcohal/drug treatment-related information or confidential HIV-related information may only be accessed and may only be
re-disclosed if accompanied by the required stalements regarding prehibilion of re-disclosure.

Effective Period. This Consent Form will remain in effect until the day you change your consent choics, death or until
such time as Healthix ceases operatlon. If Healthix merges with another Qualified Entity your consent choices will remain
effective with the newly merged entity.

Changing Your Consent Cholee. You can change your consent choice at any time and for any Provider Organization or
Health Plan by submitting a new Consent Form with your new chelce, Organizations that access your health information
through Healthix while your consent Is in effect may copy or include your information in their own medical records. Even if
you later dectde to change your consent decision they are not required to return your information ar remave it from thelr
records,

10. Copy of Form. You are enfifled to get a copy of this ConsentForm.

Engiish | Provider Consent | Non-Emergency March 2017



Authorization for Access to Patient Information
“Throtigh a-Health Infofimation Exchan eﬂr 'amzaticm

New:York. State-Departiantoftealth | ..o

Palertiae ' OEsarmAR - - | PalientidentiicalbA NUMEGr

FalentAdaness

1 request that-hedlth information regarding my care-and tréatment be atcdssad-&s: Setforth onthis. form | can
choose-whethgrgr notto: aI]bw Long Island Neurology - Consultants:to:dbtaln geress tomy hedical.récords
thraugh the: health. inforiiatic exchang&orgamzatlan called Healthix. If:| give: consent, iy. medical récords
from différeiit piaces whert health-careean be accessed:usifiy astitewide cofputer ntwark. Healthix is
a tiot-fot-profit org ha‘i'és information abaut -people's health electronically and fieatsthe:privacy
and seounty sta Ardsiof HIPAZ sind New York State Law. To leam mare visit Healthix's website 4t
wiww.healthi.org,

The: chorcael frakedn: thils forviwill:NOT affect my ability to-gétimedieal care, Tha-¢holse | make:ithis
forni does, whpalth fnsurers.fo have access fo. iy liformatlon for-the purpose-of detiding
-whetherto prowlde me w:th heaith lnsuram:e goverage of pay'my medical bills.

- 4. Y GIVECONSENT for: Long Isldnd Neurslogy Consultants to.acéass: ALL: nf my
gleblionie Healthinformation Ihrough Healthm to:provide-hesfthcars.

O 2.IDENY'CONSENT for.Lkong Istand Neurglogy Consultantsioaccess my: electronic heéalth
informationthrough Healthik fordny purpose.

If | want to deny-consent forall Provider Organlzatmns and Healih Plans parficipating in Healthix to access: -my
elegtronic higalth .lnformatlan ‘through: Healttiix, | may do:sd by visiting Healthix's website: at www. healthixcorg or

salling Heatthix-at877-695-4749.

My:questions:apoutinis:form have:béen answered:and | havelbeen progided.a-eapy of this:form.

Signialure ol Palentor Patients Lagal Represenialne ‘Date:

[ Frint Nanie of Legal Represeriatve. (Iapplcabie) "Relationship of Legal Represaniatya 10 Fatient (I BpRIcaLie).

English | Provider Gonsént |:Non-Ermeérgency March 2017




Long ISIand Neur0|0gy ConSU|tantS Health Insurance Portability Accountability Act

777 Sunrise Highway

Suite 200

Lynbrook, NY 11563

T(516) 887-3516 F (516) 887-0331

Authorization to Release Medical Information

Patient Name: Date of Birth:

Address: Phone:

City: State: Zip:

| authorize the release of the following protected health information:

Office Notes [1 Diagnostic Reports [ Laboratory Reports [1 Other Dates:
Attention: Send my medical information to:

Name: Long Island Neurology Consultants Fax # 516-887-0331

Address: 777 Sunrise Highway, Suite 200

City, State, Zip:_Lynbrook, NY 11563

| understand that:

By signing this form, | am authorizing the use or disclosure of protected health information as indicted above.

I may refuse to sign this authorization , which will not affect my treatment or payment for health care.

| may revoke this authorization at any time before the information | have requested is released by providing written notice
of revocation as specified in the Notice of Privacy Practices.

If the receiving party is not subject to medical records privacy laws, the information may re-disclosed by the recipient and no
longer be protected by federal or state law. LINC shall not be held liable for any consequences resulting from re-disclosure.
If the information to be released contains any information about HIV/AIDS an additional HIPAA release of medical information
form will be requested.

Alcohol or substance abuse, mental health or psychiatry notes may have additional compliance requirements that must be
met before the information can be released.

A copy of this signed form will be provided to me.

LINC may charge an administrative fee to cover the cost of labor, copying, and postage. The physician’s office will inform me
of any charges and arrange for payment.

This authorization expireson ___/  /  (if date not completed/one year after signed).

Patient/Representative Signature Date

If the patient listed above is a minor or is unable to sign and you are a parent, legal guardian, or personal representative signing on

behalf of this patient, please sign above and complete the following:

Print Name Relationship to patient

Retain this form in the patient’s medical record and provide a copy to the patient.

An additional authorization (NYS DOH-2557) is
required for disclosures when your medical records
contain information relating to Acquired
Immunodeficiency Syndrome(AIDS), or Human
Immunodeficiency Virus (HIV) including but not
limited to test results and the fact that the test was
taken.




