
DR. Scerunr & ASsoCIATES
Wnlcoun to Yout Mporcar- Horup
A Medical Home is all atrout you. Caring about yt.ru is the most important job of yi.rur Patient Centered Medical Home. In this personal
model o{ health care, ,vour primar,v provider leads the team of heahh care profissionaLs t}rat collectively takes resp.nsibility io, 1,o1r,
care- They make sute you get the care you need in welhess and illness to heal your body, mind an<I spirit
Yout personal ptor,idet and an extended team of health professionals build a relationship in u,hich-they know you, your farnily situatiorl
your medical histoS'and health issues. In turn, you come to fttrst and rely on them for expert, evidence-based hlalth'care answ6rs that are
suited entirely to you or your family.

THE MEDICAL HoME ADVANTAGE
There are many benefits to being in a Medical Home:
r Comptehensive cate means vour medical home helps you address any health issue at any given stage of y6us lifs
r Cootdination ofcare occurs when any conrbination of services you and your provider dccide ,vou need are connected and ordered in a

rational way, inciuding the use of resources in your commurrity
r Continuous care occuts over time and you can expect continuity in accurnte, effective and timely communicrtion ftom arry membet of

your health care tearrl.
o Accessible care allows you to initiate the intetaction 1'ou need fot *ay health issue with a physician or other team member through

your desled method (of6ce visit, phone call, ot elecronically) and you can expect elimination of bariers to the access of care and
instructions on obtaining care duting and after hours.

r Ptoactive care ensutes you and yout provider will build a cate plan to addtess your health care gloals to keep you well, plus be available
for you when you get sick

Wno rs youn Meorcer, HotuE rxerr,r?
Your team may include a doctor, physician assistant, nurse practitioner, licensed practice nurse, medical assistant or health educator, as well
as other health ptofessi<tnals. These professionals wotk togerher to help vou get healthy, stay heaktry, and get the cate and senices that arc
right for you. Wlren needed, your personal doctor arranges for appropriate care rr"'ith qualifled specialists.

WE WANT To I.EARN ABoUT YoU
. IUfe want to get to koo\r you, your family, your life situation, and preferences, ancl sutrgest treatments that make sense for vou.
. Vtre waflt to treat vou as a full partner in your care
r 'We want to communicate effectively with you
. W'e want to give you time to ask questioos and we want to answer them in a way you uldetstand
e \[e want to make sure you know and understald a1l ofyour options for cate
. 1We $rzot to help you decide what care is best for you. Sometimes mote care is not better care. \ile $.ant to ask you feir feedback about

your care experience.

WE WANT TO SUPPoRT YoU IN CARING F0RYoURSELF
. !tre waot to make sure yon develop a clear idea of how to care for yourself.
. !tre want to he$ you set goals for your care and help yoou meet your goals one step at a time
r 'We 

waflt to eficourage you to fully participate in recommended preventive screenings and services
. We u/ant to glve you infonnation about classes, support gtoups, or other types of services to help you leam more about your condition

and sta;'heakhy

HERE IS W}IAT YOU CAN DO

ACTTyELY PA.RTICIPATE IN Y0UR CARE
Y<-ru are the mt-rst important mcmter of the mcdical home team.
r ljndcrctand that vou are a full partner in 1'our own health care.
o Learn about your condition and what you can do to stay as healtlry as possible.
r As best you carl follow the care plan that you and your medical team have agreed is important for your health,

C0MMUNTCATE WITH YoURMEDICAL HOME TEAM
. Bring a list of questions to each appointment. Also, bring a list of any rnedicioe s, vitamins, or remedies you use.
o lf )'ou doa't understand something your doctor or other mcmL,er of your medical home team says, ask them to explaia it in a different

\ra)'.
o If you get cate from other health ptofessionals, always teli 1'out medical home team so they can help cootdinate for the best cate

possible
. Talk openly with your care team about yout experience in getting care from the medical home so they can keep making your care

better.
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Dntvtocnepgrcs:

PATIENT N,q.Mg: DATE oF BIRTH

Aoonnss:

Crrv, STATT,:

TSLgpHoNSNUMBERs-HoME: woRx:

Zrp Coor:

Cnr-r,:

E-MAILADDNESS: SOCIAL SECURITYNUMBER:

ENrpro:ren: Occu

INSURANcE CoupAnry:

NAME oF INSURED (rr Drrrnnm.lr):

Rgr-atoNsHrP To lNsunpn:

PoLICYNUMBER: GROUPNUMBEn:-

Socrer" SEcURITY NUMBER oF INsuns,n:

REASON FoR ToDAY's VISIT:

DIrs or BrnrH oF INSURED:

EMERGENCY CoNtec-r NAME AND TELEPHoNB NU}Tsnn:

WHoM MAYwE THANK FoR YoUR REFERRAL?

Language
Spoken

o English
o Spanish
o Korean
o Ot}rer Lansuase:

Ethnicity:
o Dedine to State
o llispenic orLatino
o Not Hispanic or Latino
o Uakoown

Race:

o Americao Indian or Alaska Native
o Asiaa
o Black or Atrican American
o Native Hawaiian ot Other Pacific Islandet
o W.hite
o Other Race:

Marital
Status:

o Single
o Maded
o Other:

Student
Status

o Not a Student
o FullTime
o Part Time

Sexual
Odentation:

o Lesbian, gay or homosexual
o Straight ot heterosexual
o Bisexual
o Something else, piease describe
o Do Not Know
o Choose Not to Disdose

Gender
Identity

o Identifies as Male
o Identifies as Female
o Female to Male
o lvlale to Female
o Genderqueer
o Additional Gender
o Choose Not to Disclose

Gender:
o Male
o Ferrule
o Other:
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Do you have an ADVANCED HEALTHCARE DIRECTIVE? (a legal document in which a you speci$, what actions
should be aken fot yout health if you ate no longet able to make deciiions fot yourself becarsi of ilLess or incapaciry)o Health Care Proxy

o Uvingnfill
o Other:

IxsuRexcn AtmronrzerroN Ar{D Assrcwnmrxt:

I hereby authorize the practitioners of Dr. Scafuri & Associates to fumish information to insurance carders
conceming my illness and ueaunent and I assign to the pmctitioners all payments for medical services rendered to
myself or my dependents. I undetstand that I am rcspoasible for afly amount not covered by insurance.

PATTE]\TT'S SIGNATURE DATE

Rrrnnners ro OrHER PRoyrDERs:

You have elected to receive services from pmctitioners of Dr. Scafuri & Associates. One of the practitioners of Dr. Scafuti &
Associates is referring yot to or coordinating services from another provider. These services are required as pam of your
treatrnent dudng your office visit These services rnay include:

Services I I-aboratorv Services Seryices iastrostic Services

If you are having a scheduled hosgital admission or ouryatimt hospital services,lproceduresi Physicians' ssrvices can be
aranged by the office staffor pmctitioners of Dr. Scafuri & Associates during your scheduled hospital admissioa or outpatient
hospital procedute. You should coatact tlee other physician(s) or yout health pl*n to determioe if the othet physician(s)
participates in your health plan.

I TINDE&STAND THAT TI{E ABOVE PROVIDERS MAY BE INVOLYED IN
UNDEASTA}ID TII T IT IS MY RESPONSIBILITY TO DETEBMINE IF THE OTHE,R
PARTICIPATE IN IATHEAL'TH PI-AN.

MY CARE. I
PNOYIDERS
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PatrnNt's MBulcal Hrstony

PEST MnOICAL I{ISTony: CTTnCKALL TIIIT APPLY OR cIBCLE NOI\TE
E Alcoholism
E Acid Reflux
E Anemia
E Arthdtis
E Asthma
E Bleeding Disorder
El Cancer
E Cataracts
E Congestive Heart Failure (CHF)
E Catdiac Stents

E Diabetes
E Depression
E Dementia
fl Drug Dependency
E Emphysema or COPD

f,l Epilepsy
fl Eye Disease
E Glaucoma
fl Gout
D Head hl"ry
fl Heart Disease
El Hearing Loss
fl Hepatitis
tr High Blood Pressute/Hypertension
tr High Cholesterol
D HW/ArDS
f Inflammatory Bowel Disease
fl Irregular Heartbeat
E Kidney Disease/Stones
[I Liver Disease

3 Migaine Headaches
J Multiple Sclerosis
I Murmur
I Pacemaker
f Prostate Disease
J Psychiatric Disease
I Rheumatologic Disease
I Seasonal Allergies
Jstomach/Digestive Ulcet
3 Sttoke/CVA/TIA
I Suicide Attempt
3 Thytoid Disease
I Tobacco Use
I Tuberculosis
I Yenereal Disease/STD

(with dates):gefles
(J

o

Recent Hospitalization (with detes): Dthet Medical History:

FeurryHISToRY
Has any member of your family (parents, grandparents, sihlinps) euer ltacl the followinp?

Illness Which family member rllness Which familv member
Cancer (which tr,pe) Stroke
Hish blood pressure Mental illness
Heart disease Glaucoma
Diabetes Other (please specifv)

CunnrNt MporcerroNs
NAME DOSAGE FREQUENCY NAI{E DOSAGE FREQUENcY

ArrERGrEs ro MEDrcATroNS, X-Rey Dyes, oR ANy orHER SUBSTANCES

Please litt wbatjou are allergic to and tbe flpe of reaction-you had.
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Huerrr MerNruhrANcp Recono
When was your last ... (please ptovide the year)
Physicai Exam Female Patients

Colonoscopy Pap Smear

Castro entero lagist's Nan e Last Menstrual Pedod

Catdiac STotkup Breast Fxamination

Cardiolagistl Nane Mammogram

Eye Exam Bone Densitv
J

Ap btha lru ologist's N ame OB/GYN'sName

Chest X-ray Social History

Male Patients Alcohol trYES trNO
Prostate Specific Antigen (PSA) Smoking or Vaping EI yes tr No

Umlagist's l{am, Drug Use D YES fI NO

Flave you fallen within the last year? tr \T,S tl NO Ifyes, how many times:
VeccrNB RECoRrr

Name ofVaccine Yeat of Last Dose Name of Vaccine Year of Last Dose
Flu Vaccine Pneumonia Vaccine

Covid-19 Vaccine Other Vaccines

Prsesx LIsr rHE spECIALrsrs you ARE SEETNG:

Allergies/ENT Orrhopedist

Cardiologist Pain Management

Chkopractor Podiatdst

Dermatologist Psychiatrist

Endocrinologist Pulmonologist

Nephroiogist Rheumatologist

Neuroiogist Sutgeon

oB/GYN Uroiogist

Oncologist/Hematologist Vascular

Ophthalmologist Other

I AUTHORIZE THE RELEASE OF HEALTH INFORMATION TO DR- SCAFURI & ASSOCIA:TES FROM
ANY SPECIALISTS LISTED ABOVE.

DATEPATIENT'S SIGNATURE
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Hnerrrr lNsunexcr Ponresrr.rry ANo AccouNTABrLrry Acr (tt H [PAA"1 :

I acknowledge that I was provided with a copy of the Notice of Privacy Practices and I have read
(or had the opportunity to read, if I so choose) and understood the Notice. I also acknowledge that
Dr. Scafuri & Associates uses a HIPAA Compliant and secure virtual remote scribe which allows
them to complete their medical charts more quickly and efficiently and focus more on me. If I
have any questioas about their remote scdbe, I agree to let tfrem knour.

Sharing Health Information with Family Members and Friends: The following is a list of
the names those who I wish to teceive my medical information (which includes test
results):

Please note the following.
F Only those listed on the line above may call the office and speak with our staff

regatding your health;
F Include your SPOUSE or PARENT, if you are over 18 years old, if you want our staff

to speak with them; and
F This form overrides any previous HIPAAs cornpleted.

[r'.tr

PATIENT'S SIGNATURE DATE
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Cneorr CARD Por.rcy:

To our valued patients: Thank you for youf patronage and rn'e appreciate that you have entrusted us with yout
health care needs. This is to inform you that your iasurance policy is an agreement between you and your insurance
company. If the insutance company does not pay for yout visit, you will be responsible for the bili. You are
responsible for deductibles, co-insurances, and copays. If you do not provide us with fJre correct infor:rnation to
process .vout claim, such as yout insurance card, and the claim is denied, you will be responsible fot these charges.

Dr. Scafuri & Associates require a credit card or FSA card on file. This is NOT for copays on t}re actual date of
service you are being seen.

According to your insutance plan, we ate requited to collect your copays, deductitrles, andf or coinsuraoce. In
providing the credit card in{ornanon below, you arthorjz€ paymeflt for services rendered, including copays, co-
insurance, deductibles, andf ot uncovered services, Once yout insurance settles the claim and notifies us of your
patient responsibility, balances under $200.00 will be charged AIITOMATICAIIY. For patient balances
exceeding $200.00, you will be notified by us, prior to your credit card being charged. A receipt for the amonnt
charged will be automatically mailed to your home.

The safety of yout personal information is of the utmost importance to us. Please feel confident that all
information provided is highly confidential and secure. By signing below, ),ou acknourledge that you have read the
Credit Card Policy above, you undersrand its terms and you accept full respoasibility for all serv'ices rendeted.

Iii
PATIENT'S SIGNATURE DATE

Name on Card:

3-4 Digit Security Code:

Please Indicate Tvoe of Card beins Used:

Card Number:

Visa 

- 

Master Catd _ Amex Discover

Billing Zip Code: Exo:

FSA/HSA

Debit or Credit
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Prrrucrex PantrcrperroN AND ArrUermN IxronueuoN I

The follo'udng is a list of heehh plans in which the ptactitioners of Dt. Scafud & Associates participates: Aetna, Affinity (as
specialists ONLB, Amida Care (ONLY Dr. Scafuti as specialists), Community Plan by Uaited HealthCate, Ggo", Elderplan,
Emblem GHI and HIP, Empire Blue CrosslBlue Shielcl, Empirc Plan by Uoited HealthCare, EverCarg Fidelis, First Health,
HealthCare Part{rers, MagnaCare, Medicaid (as a secoodary insurance plan), M€dicare, Multiplarq Oxford (Freedom and
Uberty), Tricare, United HealthCare, USFHP, 1199, Most Unioa Incals, Line of Doty loiory, and No Fau[ WE No
LONGERTAS V0BKER'S COMPENSATION. Ifyou do aot see yout iasuruace company listed, trilease let us know.

The ptactitioners of Dr. Scafuri & Associates are affiliated with Richmond University Medical Centet and Staten lsland
University Hospital.

This information is also available at wwuv.DtScafuri.com. If your health plaa is not listed hete, then the physician DOES
NOT participate in yout plaq and any services provided may be out-of-netqrork. You should also check with your health plan
to conflrm ttrat dre physiciao participates in your specific health plan producg even if the health plan is listed above.
Estimated charges for out-of-network services are ayaitrable upoo request.

I ACKNOVLEDGE THAT I TIAYE RECETVED INFORMATTON ABOUT THE HEAI]TH
PLANS IN WHICrI IIY DOCTOR PARTICIPATES. I UNDERSTAND A}ID AGREE THAT I AM
FINAI\ICIALLY RESPONSIBLE FOR ANIY OUT.OF.NETWORK COSTS IF lfiT DOCTOR DOES NOT
PARTICIPATE IN MYHEALTH PI.AN ORPRODUCT.

Fnlaxcnr. Poucrrs:

PAT@NTS wlr$oar TNSURANCr If you do not have medical benefits, you must pay at the time of service.
PATIENTS wITTI INSaRANCE :
1,.

)

3.

+.

5.

Out office will accept insutance assignment from a vatiety of insuance companies io order to help you meet your
financial obligation fot yout tfeaftnent.
\0e will also ptocess all claims related to your visit, including any vaccines that have been administered" Therefore, it
is necessary for ycru to qign our assignment of benefits fcrrur.
Your insurance policy is an agreement betrveen you aad y'our insutance company. If the insurance company does not
pay for your visit or afly other ancillary services received from this office, you are responsible fot your bi1l.
Additionally, your co-pay is due before each visit.
ff you discontinue cate fot any reason: your totai accouflt balance is due aad payable immediatelp ff and when your
insutance company send.s us payrrrent for services you have paid for, the payment will be rctumed.
In the event yout insutance company tequires you to obtain a referral fot your visit or any other ancillary service
received from this otfrce,'rt is yout responsibility to present this teferral at the tirne of your appointrnena In the event
you do riot harre ofle, or the one you have on file has expired, yout insurance compafiy will not pay for the services
rendered by this office aad said payareat rnill become your respoasibility.
If, at the time of your visiq you do not have the required informatioa to process your claim, such as yow insuance
card, no fault infotmation or worker's compensation numbers, it is your responsibility to provide this information in a
timely manner. If you do not provicle this information and the claim is thereby denied, you will be rcsponsible fot
these chaqps.

Orprcr Por.rcrps:

Twenty-four (24) hour notice must be givea to our office for all referrals that a patient needs to see a specialist.
Prior Authorizations aad Pre-certifications require up to $ever1 fl busioess days to be obtained.
fa otder fot disabilif,v papers to be completed aa office visit is required. Thereaftet, it may take up to seser (7) days
for them to be finished.
If your insurance company requires a refetal for you to see Dt. Scafuri & Associates as a specialist, the referral must
be submittetl at the time of yout visit. If you do &ot have a rcferal at that timq you must pay for the office visit in
cash or credit catd. Upoa rcceipt of a valid referral yoff money wi[ be refunded. Fqrthermore, if your referral has
expked, it is your responsibility to obtain a aew teferral and submit drat tefercal at the time of your office visit.

6.

1,.

2.
-).

4.
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6.

7.

9.

10.

AS*i", if it is not submitted, the offi.ce visit must be paid for in cash or credit card and your money will be tefunded
when tlre valid referral is subrnitted.
Medieation that is considered a cclntrrrlled substance will not be presfflbed by the doacrr or your iflitiel visit Also, an
office visit is required for antibiotics to be prescribed.
Tw'enty-four (24) hout aotice must be given to cancel your appoinfinent. If said notice is not provided you will be
billed fifty dollars ($50.00) as a cancellation fee, fifty-one dollars and sixtpthree cents (951.63) is the ctedit card price.
If you had labworh ot anothet test perfomred, please call the of&ce seven f) days after to coafum the tesults were
received. Please do not assurne that we teceived your results and all is fiae. fn some cases, vre do not teceive any
results and there is no way for the doctor or his staff to kncr.ur tlrat you went for your test uflless we are aotified.
Your co-paymeat is due at the time of your visit. If you do not have the pafnent at that time, we will send you a bi[
but a ten dollat ($10.00), ten dollars aod thirty-two cents ($10.32) credit card price, service charge will be applied.
Arr appointment nrust be made to review any laboratory results. The doctot will NOT gtv€ any results over the
telephone.
Our office does not accept checks as a form of payrnent for any serrrices rendered. However, in the eveng you do pay
fot a setvice by check, aad that check bounces. you will be responsible for a ffirenty-firre dollar ($25.00)' twenty-five
dollars and eighty-one cent6 ($25.81) credit catd pricq processing fee together with aay fees incutted by out of{ice
from our finarrcial institutioa.

Yaccnxr Pouct
Please be aware that it is our office policy to collect paylneflt fot vaccinations pdor to the time the vaccine is adn:inistered.
We will submit the charge tcr y6* insurance company and h &e event we are reimbursed for the vaccinqwe will in tirm
rcimbutse you. Notably, yout teimbutsement will be in the form of check no rnatter how you rnade the payment fot the
r,-accine. The following is a list of fees for the vaccines that we catry:

YAccrNe Nllrc CasrrPmce Cnnnrr CAnD Pmcr
TDaP ftetanus) $75.00 ff77.M
872 $20"00 $20.6s
Depo-Medrol $40.00 $41.30
Hepatitis A Vaccine $12s.00 $129.06
Hepatitis B Vaccine $150-00 e*eh{3doses) $145.88 each f3 doses)
Haemophilus B Coaiugate Yacciae $s0.00 $51.63
HPY 9 $300.00 each f3 doses) $309.75 each (3 doses)
fnfluenza Vaccine Flublock $7s.00 #77.44

Flurix/Eluzone $7s.00 $77.44
Hieh Dose Flu (65 vears old aad older) $7s.00 fi77.44

Meningococcal /Menquadfi $175.00 $180.69
MMR $100.00 eactt{?doses) $103"25 each (3 doses)
Polio Yaccine $10o.oo $103.25
Pneumonia Vaccine Prevnar 13 $20o.00 $206.50

Prevnar 20 $350.00 $361.38
Pteumnvax $12s.00 $129.06

PPD $30.00 $30.09
Rabies Intamuscular TBA each TBA each
ShrinErix $225.00 ach {2 doses) $232.31, each (2 doses)
Tnrmeaba $1s0.m $154.88
Twin Rx (FIep A & B Combination) $175.00 $180.69
Tvphoid Vaccine $1s0.00 $1s4.88
Yaricella Yaccine $175.00 $180.6e
Yellow Fevet Vacciae $2m.m $206.s0
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The above cost is F! vaccine, so if you are to receive multiple doses of t}e vaccine, please muhiply the cost by the amount of
doses. fnvolved in the administration of the vaccine is an office visit. As a result, in addition to the vaccin* pryrrr"rrg you will
be responsible to pay yorr co-pay at the time of )rour fust visit. If your insurance company pays us for your office visit and
not the vaccine, your payrneflt will not be returned. fnstead, as stated previously, if we are reimbursed by your insurance
compari)'for the uaccine,we will in turn reimbutse you. !7e do not acceptchecks for the payment of vaccines - all paynents
must be made eithet in cash or by credit card (Visa, MarterCard, Amedcan Exptess, or Discover Cards). lf your L.orrrr."
comPany pays for the vaccine, you will be reimbutsed the cash pdce, not the credit card price, regardless of payment method.

If payment is not taken when the vaccine is administered, and ynur insuraace cclmpany denies payraeflt, you agree to pay for
the cost of each vaccjne. Lastly, please be awate that payments and/ ot explanations of benefits from your insutance company
may take mote than one month ftrr us t<-r receive. Therefore, ure ask fot your patience with regard to )'our refund. By sigmng
this form you acknowledge you havc read thc above, agree to the terms and acknovrlcdge that you have received the Centerfor
Disease Contrvl's Vaaine Infmnatioru Slseet tegardtngthe vaccine being administered.

DocuunNtetroN PREpARATToN Polrcrr:

Please be awate it is the policy of this office to charge for the preparation of various documents that the physician and/or their
staff are asked to complete.

Some of these fees ate tequited to be paid in addition to the patient having an o{ftce visit with a practitioner. The office visit
may be paid by your iasurance company, but the fee must be paid by the patient in the form of cash or ctedit card.

Payment must be made BEFORE the document will be ptepared. With the exception of a Narrative Repor and Chart Copies,
all documents will be sent to the place of the patienCs choice within one (1) weeh. The time it will take for the prepatation of
the Nartative Report and the Chat Copies are based oo a case by case basis.

fl_' BY SIGNING BELOW, YOU ACKNOWLEDGE THAT YOU HAVE READ THE ABOVE
POLICIES, YOU UNDERSTANID THE TERMS, AND YOU ACCEPT FULL RESPONSIBILITY FOR ALL
SERYICES RENDERED.

Fonu Fsr Cneorr Ceno Pnrcs
1 Page Disability or Worker's Compensation Forms $2s.00 $2s.81
Multiple Pase Disability orWorke,Cs Compensation Forms $s0-00 $51,62
CDL License Paperwotk $50.00 $s1.62
Chart Copies $0.75 per pase $0.77 per paEe

Letters for Any Puroose $10.00 $10.32
Narrative Report $400.00 $413.00
School and/or Camp forms $5.00 each $5.16
!(eieht Loss Letters (when weiEht loss not rnoairored bv our office) $300.00 $30e.7s
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Heatrthix
Company Name

Address
Phone Number

Authorization for Access to Patient lnformation
New York State Department of Health Through a Health lnformation Exchanoe Oroanization

s"S.
"*7-.:.i..+.lrii i;'*E
\\r'{#r

Patient Name Date of Birth Patient ldentifi cation Number

Patient Address

I request that health information regarding my care and treatment be accessed as set forth on this form. I can
choose whether or not to allow (including their agents) to obtain access to
my medical records through the health information exchange organization called Healthix. lf I give con$ent,
my medical records from different places where I get health care can be accessed using a statewide computer
network. Healthix is a not-for-profit organization that shares information about people's health electronically to
improve the quality of healthcare and meets the privacy and security standards of HIPAA, the requirements of
the federal confidentiality laws, 42 CFR Part2, and New York State Law. To learn more visit Healthix's
website at www.healthix.org.

The choice I make in this form will NOT affect my ability to get medical care. The choice I make in this
form does NOT allow health insurers to have acooss to my information for the purpose of deciding
whether to provide me with health insurance coverage or pay my medical bills.

lf I want to deny consent for all Provider Organizations and Health Plans participating in Healthix to access my
electronic health information through Healthix, I may do so by visiting Healthix's website at www.healthix.org or
calling Healthix at 877 -69547 49.

My questions about this form have been answered and I have been provided a copy of this form.

Signature of Patient or Patient's Legal Representative Date

Print Name of Legal Representative (if applicaHe) Relalronsho of Legal Representative to Patient (if applicable)

My Consent Choice, ONE box is checked to the left of my choice.
I can fill out this form now or in the future.
I can also chanqe mv decision at anv time

1.IGM CONSENTfor to access ALL of my electronichealth

2. I DENY CONSENT for to access my electronic health information
through Healthix for any purpose.
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"i@,Healthix
Details about the information accessed through Healthix and the consent process;

1. How Your lnformation May be Used. Your electronic health information will be used only for the following healthcare
services:
r Treatment Services. Pmvide you with medical treatment and relatedservices.
r lnsurance Ellgibility Verilication. Check whether you have health insurance and what it c,overs.
. Care Management Activities. These include assisting you in obtaining appropriate medical care, improving the

quality of services provided to you, coordinating the provisbn of multiple health care services provided to you, or
supporting you in following a plan of medicalcare.

. Qudity lmprovement Ac'tivities. Evaluate and improve lhe quality of medical care provided to you and all patients.

2. What Types of lnformation about You Are lncluded- lf you give consent, the Provider Oqanization(s) listed may
access ALL of your elec{ronic health informalion available through Healthix. This indudm information created before and
afier the date this form is signed. Your health remrds may include a hisiory of illnesses or injuries you have had (like
diabeies or a broken bone), test results (like X-rays or blood tests), and lists of medicines you have taken. This
information may include sensitive health conditions, including but not limited to:
. Alcohol or drug use

problerns
o Birth control and abortion

(familyplanning)
. Genetic {inherited)

diseases ortests
. HIV/AIDS
. Mental heafth conditions

. Sexually transmitted
diseases

. Medication and Dosages

. Diagnosticlnformation

. Allergies
r Substance use history

summaries
. Clinical notes

. Discharge summary

. Employmentlnformation

. Living Situation
r Social Supports
. Claims Encounter Data
. LabTest

3. Where Health lnformation About You Gomes From. lnformation about you mmes fom places that hava provided you
with medical care or heatth insurance. These may include hospitals, physicians, pharmacies, clinical laboratories, health
insurers, the Medicaid program, and o{her organizations that excfiange heatth information electronically. A complete,
cunent list ia available from Healthix. You can obtrain an updated list at any time by Healthix's website at www.healthix.org
or by calling 877$554749.

4. Who May Access lnformation AboutYou, lf You Glve Consenl Only doctors and other staff members of ihe
Organization(s) you have given consent to access who carry out activities permitted by this form as described above in
paragraph one.

5. Public Heatth and Organ Prscurement Organization Accssa. Federal, state or local public health 4encies and certain
organ procurernent organizations are authorized by law to access heal& information without a patient's mnsent for cerlain
public health and organ transplant purposes" These entities may acoess your infonnation through Healthix for these
purposes without regard to whether you give mnsent, deny consent or do not fill out a consent form.

6. Penalties for lmproper A,ccess to or Use of Your krformalion. There are penaftim for inappropriate access to or use of
your electronic health information- lf at any time )rou suspect that someone nho should not have seen or gotten arcess to
information about you has done so, call Ptqrtr€r E1ii}t!* : or visit Healthix s website:
wtwv.heallhix-org; or call the NYS Department of Heafth at 5184744987; or folloiy the eomplaint prooess of the federal
ffice for Civil Rights at the fo$owinE F*k: http!/www.hhs.aou/acr/privacv/_hipaa/complaints/.

Re-disclosure of lnformation. Any organiaation(s) you have given consent to access heahh information about you may
re-disclose your health information, but only to the extent permitted by state and federal taws and regulations.
AlcohoUdrug treatment-related infiormation or confidential HlV-related infornation may only be accessed and may only be
re-disdosed if accompanied by the required statemenk regarding prohibition of re-disclosure.

Effective Feriod. This Consent Form will remain in effect until the day you change your consent choice. death or until
such time as Healthix eases operatbn. lf Healthix merges 'rrrih anolher Qualified Entity your consent choices will remain
effective with the newly merged entig.

Ghanglng Your Consent Choice. 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 choice. Organizations that access your heafth information
through Healthix while your consent is in effect may copy or include your information in their own medical records. Even il
you later decide to change your consent decision they are not requircd to return your information or remove it lrom their
records.

Copy of Form. You are entided to get a copy of this Consent Form.

7.

8.

9.

10.
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cxnffi*,o"
\Ve help you call the shots!
w\M^/.nyc.gou/health/cir

Health Care Providers may document verbdl valunt*ry consent ar *dapt this sampte farm for use.

Consent for Participation in Citywide Immunization Registry (CIR)

far individuak 79 yeors of age ond older

The New York Citywide Immunization Registry (CIR) is a confidential, computerized system that allows
authorized users access to a person's immunization records. Strict federal and state laws protect the
privacy of personal information in the system. Here are some benefits of participating in the CIR:

. Your health care provider can use the CIR to ensure that you receive all needed
immunizations.

o The CIR provides you with a permanent and easily accessible record of your immunizations.

Participation in the CIR is voluntary for people l-9 and older, so immunizations you receive after l-8
years of age will not be included unless you give consent. If you want to participate, please carefully
read the statement below and sign in the space provided. For additional information about this
consent, please call (344 396-2400.

XE YOR( CIIY DEPARTMEI{T OT
HEALTH AilT MEXTA HYGI€NE
MatyT. gassett, M.D,, M,P.H.,
Commis$iorer

nyc4ilrh€ltr lkt$r
Phone: {247139t-2ffi
Fax 1347| 39&2559

Declaration of Consent

I give my consent for (name of doctor or organization) to
release my immunization{s) and identifuing information to the New York Cih/wide Immunization
Registry (CIR). I understand the purpose of the CIR is to assist in my medical care and to record the
immunizations that I have had or will receive in the future. My imnrunization information may
potentially be used by the Department of Health for quality improvernent purposes, epidemiologic
research. and disease control purposes. Information used for quali$ improvement or any research
purposes will have my personal identifoing infornration removed.

The immunization information in the CIR may be released to the following: myself, my health
insurance organization, the state and local heahh departments, the school that I am registered to
attend, and authorized medical providers that deliver my medical care"

I understand that there will be no effect on rny treatment, payment, or enrollment for benefits if I
choose not to participate in the QR. This consent may be withdrawn at any time by using the form
provided. Information about immunizations received by the CIR with my consent will remain in the
CIR if I later choose to withdraw my consent. However. future immunizations will not be recorded in
the CIR.

Print Name Date of Birth

Signature Date

The Citywide lmmunization Registry
4l Ag )8' 5:196'. 5' Fl.,LN 11. L.iC. N/ I t r0,-4rj-t
Fh.rls ir47l 396 24AO F,?x {-3471 39/3 2559


