Home Medical Administration and Billing Services, LLC ﬁl

PO BOX 3203, Schenectady, NY 12303 (518) 346-3100 Office 1 (877) 583-1284 Fax
REGISTRATION PACKET

Thank you for contacting Home Medical Administration and Billing Service
(HMAB). In order to assist you in the intake process, we have provided the following description of what you

can expect in the following weeks:

This process can take several weeks, it is important to note the following information:

“If there is an emergency or illness during this waiting period, you are instructed to go to the Emergency Room or dial 911.”

Until you have had a face-to-face visit with a medical provider and they have admitted you as a patient
to the practice, you are still considered a patient of your current provider and should seek any needed
medical services from that physician.

Steps to being admitted:

1. Complete the registration packet and return by either mail or fax to the information provided in the above
letterhead. Packets CANNOT be dropped off in person. If questions arise during completion of the paperwork, call
our New Patient Coordinator for assistance*. DO NOT SEND AN INCOMPLETE PACKET.

2. Upon receipt of your packet, we will create a chart and verify all of your personal and medical information. This
process moves quicker if the packet we receive is completed correctly, with all forms signed and dated, and
supporting documents are included.

3. We will obtain prior medical records. To help expedite this process the information you provide on the
"Authorization for Release of Medical Records" form should be complete and accurate, listing medical providers,
physicians, specialists, and hospitals visited the last 3 years.

Providers should not be contacted in regards to new patient admissions.

Should you have any questions or need further assistance, please call (518) 346-3100.

DO NOT SEND BACK INFORMATIONAL PAGES

Please, complete registration packet in it entirety and sign where indicated.
Include clear photo copies of both the front and back of your insurance
card(s). If you are signing on behalf of the patient you must include a clear
copy of the Health Care Proxy, and Power of Attorney.



Patient Registration
For use by Peregrine Senior Living at Crossgates

Patient Information: Please PRINT all information and use BLACK ink

Last Name D.O.B (xx/xx/xxxx)
First Name Gender
§ : Male Female Choose not to disclose
Prefix Suffix Mi Transgender:
Home Address: 140 Washington Ave. Ext. Female to Male Transgender
i Male to Female Transgender Gender,
Room No or Apt No: neither Male or Female
city Albany state NY .
\ Marital Status

Zip: 12203 +4 5399 Married Single Divorced Separated
Widowed Legal Partner

Facility#  518-896-8440 Employment Status

Cell or home number of Guarantor# Full-Time Part-Time Not Employed

Retired
Is it ok to leave a message at your home phone number: LYES [NO . .
Sexual Orientation
Race Ethnicity Heterosexual Homosexual Bi-sexual
. Do not know
Primary Language Choose not to disclose

Something else- describe:

PLEASE PROVIDE AN EMAIL ADDRESS FOR YOURSELF OR YOUR CAREGIVER/HCP/POA SO THAT PATIENT PORTAL ACCESS CAN
BE GIVEN. THIS PROVIDES US WITH AN EASIER WAY TO COMMUNICATE WITH YOU REGARDING YOUR CARE.

Email

Guardian/Legal Representative/emergency contact Name:

Address:

Phone: Relationship to the Patient?

**¥YOU MUST INCLUDE COPIES OF INSURANCE CARDS THAT ARE LISTED BELOW-failure to provide them will result in a delay on your
wait list status***

Primary Insurance Carrier:

ID#: Group#

Secondary Insurance Carrier:

ID#: Groupt#t

WE REQUIRE YOUR MEDICARE ID # ON FILE REGARDLESS IF IT IS YOUR PRIMARY INSURANCE-(required; not optional)
ID#:

HOSPITAL (PART A) Coverage start date:

MEDICAL (PART B) Coverage start date:

| understand and agree that (regardless of my insurance status); | am ultimately responsible for the balance of my account
for any professional services rendered. | have completed the above answers and certify this information is true and
correct to the best of my knowledge. | will notify you of any changes in my status of the above information.

Signature of Responsible Party Date



Home Medical Administration and Billing Services, LLC .
Patient Name:

DOB:
Today’s Date:

Treatment and Payment Acknowledgement/Consent

Consent for Treatment

| hereby request and consent to medical /and or diagnostic treatment, by Providers contracted with HMAB and/or any other contracting Physician
operating under HMAB, LLC, and hereby authorize such entities and their physicians, (and whomever he/she may designate as his/her assistant (s),
including Residents) and employees to treat myself or minor(s) in my legal custody, in ways they determine to be therapeutically necessary. |
understand that this treatment may include tests (lab/diagnostics), examinations, administration of medications, medical or surgical procedures. |
understand that during treatment, the possibility exists for health care workers to become directly exposed to the individual’s blood or body fluids.
New York state law authorizes health care providers to test patients for HIV antibodies when the health care provider is exposed to the body fluids
of a patient on the basis of deemed consent. In the event of exposure, | understand that | will be deemed to have consented to testing, and
consent to release test results to the health care worker who may have been exposed. Prior to test, | will be informed and given an opportunity to
ask questions. | further consent to the taking of photographs for treatment and/or payment purposes.

Obligation of Payment

| irrevocably direct and assign payment from my insurance company, Medicaid, Medicare, and/or other provider of health care benefits to any
other contracting Physician, provider operating under Home Medical Administration and Billing Service, LLC (HMAB) for services rendered. |
understand that my insurance policy is a contract between my insurance company and me, and that | am responsible to Home Medical
Administration and Billing Services, LLC and/or it contracting Physician/provider of service for any charges not covered by my insurance, including
co-payments, deductibles, co-insurance payments, and fees for non-covered services within 30 days of statement. If all charges are not paid
when due to the contracting provider, the undersigned agrees to pay all costs of collections, including collection agency and attorney’s fees in an
amount not to exceed thirty three and one-third percent (33-1/3%) of the balance placed with agency and attorney, which shall be deemed
incurred upon referral. | authorize doctor and/or his/her staff to initiate a complaint to the INSURANCE COMMISSIONER for any reason on my
behalf. FORMS: There will be a $35.00 charge for forms completed by the

physician/provider of service that include, but not limited to; disability, Physicals, Return to work after illness or Family Medical Leave, Housing
forms.

Balance Due and Billing Questions

Once payment has been received from my insurance company, any balance remaining on my account will be payable by me upon receipt of my
statement. Co-payments and other self-pay amounts are due immediately. | have been informed that a fee of $45.00 may be applied to my
account for any returned checks. The RETURNED CHECK FEE is only by money order. Please direct all billing inquires to 518-346-3100 ext 13.

Acknowledgments/Certifications

|, the patient/Legal Guardian/Power of Attorney, acknowledge and certify the following:

e | was provided (a) the “Patient/Family Rights & Responsibilities” and (b) the Organized Healthcare Arrangement “Notice of Privacy
Practices” on the date of this Agreement and was given an opportunity to ask questions about the information provided.

e | have read and agree to the terms of the “Patient Financial Policy”. | certify that | understand the payment terms contained in this form.

e | certify that this form has been fully explained to me and | understand the contents of this form and that | am the patient or the patient’s
parent/legal guardian and have the authority to request this treatment. Furthermore, | permit a copy of this document to be used in
place of the original. | certify that all statements are true and correct and | understand that false statements or documents or
concealment of a material fact may be prosecuted under federal or state laws.

Advance Directive to be completed if patient is an adult (18 years or older): Does the patient have an advance directive” Yes No

Consent to Share Medical Information with External Entities

I, the patient/Legal Guardian/Power of Attorney, acknowledge and certify that:

——== (O I consent to share Medical data with external entities for the purpose of medical treatment

(O 1do not consent to share Medical data with external entities for the purpose of medical treatment
For a list of entities, please contact our office at 518-346-3100.

If signing on behalf of the Patient please submit a copy of a Power of Attorney or HCP

PATIENT NAME (Please Print) Patient Date of Birth

SIGNATURE OF PATIENT/LEGAL GUARDIAN RELATIONSHIP TO PATIENT/LEGAL AUTHORITY DATE

Witness:

DATE



Homedical Administration and Billing Services, LLC

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION | febin Connoly, e

Anita S. Farry, FNP

Donna M. Heffernan, MD

Patient Name (PRINT): D.O.B.:

INFORMATION TO BE RELEASED FROM: (PRINT)
Name of Primary Care Physician, Specialists, Hospitals and Health Care Agencies: (use a separate sheet of paper if needed)

1.
Last Name, First Name or Hospital Specialty Phone Number
Street Address City ST, Zip code
2.
Last Name, First Name or Hospital Specialty Phone Number
Street Address City ST, Zip code
3.
Last Name, First Name or Hospital Specialty Phone Number
Street Address City ST, Zip code
4,
Last Name, First Name or Hospital Specialty Phone Number
Street Address City ST, Zip code

INFORMATION TO BE SENT TO:
Home Medical Administration and Billing Services, LLC
PO Box 3203, Schenectady, NY 12303-0203

Fax: 1-877-583-1284
688-1342 * Phone (518) 346-3100
INFORMATION TO BE RELEASED: (Check one)

The most recent two (2) years of medical records

Specific information (detailed description):
PURPOSE FOR WHICH THE DISCLOSURE IS BEING MADE

PATIENT AUTHORIZATION

| understand that my records may contain information regarding the diagnosis or treatment of HIV/AIDS, sexually transmitted diseases,
drug/or alcohol abuse, mental iliness, or psychiatric treatment. | give my specific authorization for these records to be released.
EXCLUDE the following from the records by initialing by each selection

Drug/Alcohol abuse/treatments & diagnosis Sexually transmitted disease(s)
HIV/AIDS diagnosis/treatment/testing Mental illness or psychiatric diagnosis/treatment
MY RIGHTS

| understand | do not have to sign this authorization to obtain health care benefits (treatment, payment, or enrollment.) | may revoke this
authorization in writing. (To view the process for revoking this authorization, please read the Privacy Notice. It is also available at
www.hmabny.com formally www.hmaany.com. | understand that once the health information | have authorized to be disclosed reaches the
noted recipient, that person or organization may re-disclose it, at which time it may no longer be protected under Privacy Laws. Possible
copying fee required.

10F2



Home Medical Administration and Billing Services, LLC

Patient Name (PRINT): D.O.B:

Signature: Date:

Relationship to patient:

If you are signing on behalf of a patient, you must include a photocopy (do not send original) of the HEALTH CARE PROXY and/or
POWER OF ATTORNEY. Please note that the POWER OF ATTORNEY must identify HEALTH INFORMATION ACCESS.

20F2



**PLEASE LIST ANY INDIVIDUALS WITH WHOM WE MAY DISCUSS THE FOLLOWING INFORMATION**

Addendum to HIPAA Release form: Patient Name: DOB

PLEASE PRINT

Billing information release

Full Name

Address:

Phonet#:

Relationship to the patient:

Full Name

Address:

Phonett:

Relationship to the patient:

Full Name

Address:

Phone#:

Relationship to the patient:

Medical Information release:

Full Name

Address:

Phone#:

Relationship to the patient:

Full Name

Address:

Phone#:

Relationship to the patient:

Full Name

Address:

Phonet#:

Relationship to the patient:

| hereby authorize use or disclosure of protected health information about me as described above to the
individuals listed above. | have been provided with and retained the Notice of Privacy Practices for
Home Medical Administraton and Billing Services, LLC.

Signature: Date:

Relationship to patient:




Patient Name: Last Name, First Name Ml Date of Birth MM/DD/YYYY

MEDICAL ADMISSION INFORMATION

SURGICAL HISTORY

List all surgeries, including eye surgery and the date of each

Surgery Date

FAMILY HISTORY

Please complete the table to the best of your knowledge

Family Member Living Age Medical Conditions/Cause of Death
(Yes/No) | (Years)

Mother

Father

Siblings (bothers & sisters)

Children

Family history of (check all that apply):

[ Heart attacks [ Strokes [ Diabetes  [CJEmphysema 1 Mental illness
[ Kidney Disease [ Liver Disease
[ Auto immune disease (ex: Chrohn’s rheumatism) I Alcoholism [ Tuberculosis

] Neurodegenerative disease (ex: Lou Gehrig’s, Parkinson’s, Multiple Sclerosis)
[ Cancer: Lung [ Prostate [Breast [ Colon [ Pancreas [Brain Other

Completed by: Date:




Your Pharmacy Information & Consent to Obtain Medication History

Use this section to tell your prescriber where you want your prescriptions
filled. This will help your prescriber keep track of your pharmacy
information.

Patient Name: DOB:

Your Pharmacy (First Choice):

Pharmacy Address: Ph:

Your Pharmacy (Second Choice):

Pharmacy Address: Ph:

The purpose of this consent is for permission to obtain your medication history. Patient medication history is a list of
prescription medicines that our providers or other providers have prescribed for you, through various sources including but not
limited to pharmacies and health insurers, contribute to the collection of this history.

The collected information is stored in the practice electronic medical record system (EHR/EMR) and becomes part of your
personal medical record. Medication history is very important in helping healthcare providers treat your symptoms and/or
illnesses properly and in avoiding potentially dangerous drug interactions.

Itis very important that you and your provider discuss all your medications to ensure that your recorded medication history is
100% accurate. Some pharmacies do not make drug history information available, and your drug history may not include drugs
purchased without using your health insurance. Over-the-counter drugs, supplements and/or herbal remedies that patients take
on their own may not be included.

By signing this consent form you are giving your healthcare provider permission to collect and giving your pharmacy and your
health insurer permission to disclose information about your prescriptions that have been filled at any pharmacy or covered by
any health insurance plan.

| certify that | have read and fully understand the above statements and consent fully and voluntarily to allow Home Medical
Administration & Billing to obtain my medication history.

Patient Signature: Date:

Personal Representative: Date:

Relationship:




CONSENT AGREEMENT
FOR PROVISION OF CHRONIC CARE MANAGEMENT

By signing this Agreement, you consent to Home Medical Administration and Billing Services, LLC and its contracted providers
(referred to as “Provider”), provide chronic care management services “(referred to as “CCM Services”) to you as more fully
described below.

CCM Services are available to you because you have been diagnosed with two (2) or more chronic conditions which are
expected to last at least twelve (12) months and which place you at significant risk for further decline.

CCM Services include 24-hours-a-day, 7-days-a-week access to a health care provider in Provider’s practice to address acute
chronic care needs; systematic assessment of your health care needs; processes to assure that you timely receive preventative
care services; medication reviews and oversight; a plan of care covering your health issues; and management of care
transitions among health care providers and setting. The provider will discuss with you the specific services that will be
available to you and how to access those services.

Provider’s Obligation
When providing CCM Services, the Provider must:
e Explain to you (and your caregiver, if applicable), and offer to you, all CCM Services that are applicable to your
conditions.
e Provide to you a written or electronic copy of your care plan.
e If you revoke this Agreement, provide you with a written confirmation of the revocation, stating the effective
date of the revocation.

Beneficiary Acknowledgment and Authorization
e You consent to the Provider providing CCM Services to you.
e You authorize electronic communication of your medical information with other treating providers as part of
coordination of your care.
e You acknowledge that only on practitioner can furnish CCM Services to you during a thirty (30) day period.
e You understand that cost-sharing will apply to CCM Services, so you may be billed for a portion of CCM Services
though CCM Services will not involve a face-to-face meeting with the Provider.

Beneficiary Rights
You have the following right with respect to CCM Services:

e The Provider will provide you with a written or electronic copy of your care plan.

e You have the right to stop CCM Services at any time by revoking this Agreement effective at the end of the then-
current thirty (30) day period of services. You may revoke this agreement verbally by calling 518-346-3100 or in
writing to Home Medical Administration and Billing Service, LLC, PO Box 3203, Schenectady, NY 12303-0203. Upon
receipt of your revocation, the Provider will give you written confirmation including the effective date of revocation.

Beneficiary Beneficiary’s Regﬁggﬁ%gtive and/or Caregiver
Signature (patient) Signature
Print Name (Patient AND Date of Birth) Print Name
Date Date



CONSENT AGREEMENT
FOR PROVISION OF CHRONIC CARE MANAGEMENT

By signing this Agreement, you consent to Home Medical Administration and Billing Services LLC and its contracted providers
(referred to as “Provider”), provide chronic care management services “(referred to as “CCM Services”) to you as more
fully described below.

CCM Services are available to you because you have been diagnosed with two (2) or more chronic conditions which are
expected to last at least twelve (12) months and which place you at significant risk for further decline.

CCM Services include 24-hours-a-day, 7-days-a-week access to a health care provider in Provider’s practice to address
acute chronic care needs; systematic assessment of your health care needs; processes to assure that you timely receive
preventative care services; medication reviews and oversight; a plan of care covering your health issues; and
management of care transitions among health care providers and setting. The provider will discuss with you the specific
services that will be available to you and how to access those services.

Provider’s Obligation
When providing CCM Services, the Provider must:

e Explain to you (and your caregiver, if applicable), and offer to you, all CCM Services that are applicable to your
conditions.

e Provide to you a written or electronic copy of your care plan.

e If you revoke this Agreement, provide you with a written confirmation of the revocation, stating the effective
date of the revocation.

Beneficiary Acknowledgment and Authorization
e You consent to the Provider providing CCM Services to you.
e You authorize electronic communication of your medical information with other treating providers as part of
coordination of your care.
e You acknowledge that only on practitioner can furnish CCM Services to you during a thirty (30) day period.
e You understand that cost-sharing will apply to CCM Services, so you may be billed for a portion of CCM Services
though CCM Services will not involve a face-to-face meeting with the Provider.

Beneficiary Rights

You have the following right with respect to CCM Services:

e The Provider will provide you with a written or electronic copy of your care plan.

e You have the right to stop CCM Services at any time by revoking this Agreement effective at the end of the then-
current thirty (30) day period of services. You may revoke this agreement verbally by calling 518-346-3100 or in
writing to Home Medical Administration and Billing Service, LLC PO Box 3203 Service,LLC, Schenectady Ny 12303-0203.

Upon receipt of
your revocation, the Provider will give you written confirmation including the effective date of revocation.

Beneficiary Beneficiary’s Representative and/or Caregiver

COPY KEEP FOR
~ YOURRECORDS




[ ]
Hixny
Hixny Electronic Data Access Consent Form
Home Medical Administration and Billing Service, LLC

In this Consent Form, you can choose whether to allow Home Medical Administration and Billing Services, LLC to obtain
access to your medical records through a computer network operated by the Healthcare Information Xchange of New
York (Hixny), doing business as Hixny, which is part of a statewide computer network. This can help collect the medical
records you have in different places where you get health care, and make them available electronically to our office.

You may use this Consent Form to decide whether or not to allow Home Medical Administration and Billing Services,
LLC to see and obtain access to your electronic health records in this way. You can give consent or deny consent, and this
form may be filled out now or at a later date. Your choice will not affect your ability to get medical care or
health insurance coverage. Your choice to give or to deny consent may not be the basis for denial of
health services.

If you check the “I GIVE CONSENT?” box below, you are saying “Yes, Home Medical Administration and Billing
Service, LLC’s staff involved in my care may see and get access to all of my medical records through Hixny.”

If you check the “I DENY CONSENT” box below, you are saying “No, Home Medical Administration and Billing
Service, LLC may not be given access to my medical records through Hixny for any purpose.”

Hixny is a not-for-profit organization. It shares information about people’s health electronically and securely to improve
the quality of health care services. This kind of sharing is called ehealth or health information technology (health IT).

Please carefully read the information on the back of this form before making your decision. Your
Consent Choices. You can fill out this form now or in the future.
You have two choices.

—> 0O IGIVE CONSENT for Home Medical Administration and Billing Services, LL.C to access ALL
of my electronic health information through Hixny in connection with providing me any health care services,
including emergency care.

O IDENY CONSENT for Home Medical Administration and Billling Services, LLC to access my
electronic health information through Hixny for any purpose, even in a medical emergency.

NOTE: UNLESS YOU CHECK THIS BOX, New York State law allows the people treating you in an
emergency to get access to your medical records, including records that are available through

Hixny.
Print Name of Patient Date of Birth Date
Signature of Patient or Patient’s Legal Representative Print Name of Legal Representative (if applicable)

Relationship of Legal Representative to Patient (if applicable)

hixny.org (rev. 09/30/2016)
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Intelligent Healthcare Solutions
Details about patient information in Hixny and the consent process:

How Your Information will be used
Your electronic health information will be used by Homedical Administrative Associates, LLC only to:

 Provide you with medical treatment and related services
« Check whether you have health insurance and what it covers
+ Evaluate and improve the quality of medical care provided to all patients

NOTE: The choice you make in this Consent Form does NOT allow health insurers to have access to your information for the purpose
of deciding whether to give you health insurance or pay your bills. You can make that choice in a separate Consent Form that health
insurers must use.

‘What Types of Information about You Are Included

If you give consent, Homedical Administrative Associates, LLC may access ALL of your electronic health information available through
Hixny. This includes information created before and after the date of this Consent Form. Your health records may include a history of
illnesses or injuries you have had (like diabetes or a broken bone), test results (like X-rays or blood tests), and lists of medicines you
have taken. This information may relate to sensitive health conditions, including but not limited to:

e Alcohol or drug use problems - HIV/AIDS
+  Birth control and abortion (family planning) «  Mental health conditions
«  Genetic (inherited) diseases or tests »  Sexually transmitted diseases

Where Health Information about You Comes From

Information about you comes from places that have provided you with medical care or health insurance (“Information Sources”). These
may include hospitals, physicians, pharmacies, clinical laboratories, health insurers, the Medicaid program, and other ehealth
organizations that exchange health information electronically. A complete list of current Information Sources is available from
Homedical Administrative Associates, LLC. You can obtain an updated list of Information Sources at any time by checking the Hixny
website: www.hixny.org.

‘Who May Access Information about You, If You Give Consent

Only these people may access information about you: doctors and other health care providers who serve on Homedical Administrative
Associates, LLC’s medical staff who are involved in your medical care; health care providers who are covering or on call for Homedical
Administrative Associates, LLC’s doctors; and staff members who carry out activities permitted by this Consent Form as described
above in paragraph one.

Penalties for Improper Access to or Use of Your Information

There are penalties 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 Homedical Administrative Associates, LLC at:
; or call Hixny at (518) 640-0021; or call the NYS Department of Health at (877) 690-2211.

Re-disclosure of Information

Any electronic health information about you may be re-disclosed by Homedical Administrative Associates, LLC to others only to the
extent permitted by state and federal laws and regulations. This is also true for health information about you that exists in a paper form.
Some state and federal laws provide special protections for some kinds of sensitive health information, including HIV/AIDS and drug
and alcohol treatment. Their special requirements must be followed whenever people receive these kinds of sensitive health
information. Hixny and persons who access this information through the Hixny must comply with these requirements.

Effective Period
This Consent Form will remain in effect until the day you withdraw your consent or until such time Hixny ceases operation.

Withdrawing Your Consent

You can withdraw your consent at any time by signing a Withdrawal of Consent Form and giving it to Homedical Administrative
Associates, LLC. You can also change your consent choices by signing a new Consent Form at any time. You can get these forms from
any Hixny provider, from the Hixny website at www.hixny.org, or by calling (518) 640-0021.

NOTE: Organizations that access your health information through Hixny while your consent is in effect may copy or include your
information in their own medical records. Even if you later decide to withdraw your consent, they are not required to return it or
remove it from their records.

Copy of Form

You are entitled to get a copy of this Consent Form after you sign it.

hixny.org (rev. 09/30/2016)
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Home Medical Administration and Billing Services, LLC
Po Box 3203
Schenectady, NY 12303
(518) 346-3100

Patient Name:

D.O.B:

PATIENT CONSENT FOR MEDICAL PHOTOGRAPHY

In connection with the medical services which I am going to receive from Dr. Donna Heffernan
and/or Nurse Practitioner's Robin Connolly, FNP, Anita Farry, FNP and Craig A Ritchie, ANP:

I consent to have photographs of me take.

I deny consent to have photographs of me take.

Date:

(Signature of responsible party/relationship if not patient

12



NEW YORK STATE DEPARTMENT OF HEALTH Consent For Participation in NYSIIS
Bureau of Immunization for Individuals 19 Years of Age or Older

The New York State Immunization Information System (NYSIIS) is a confidential, computerized system that contains
immunization records and allows authorized users access to a person’s shot record. Strict federal and state laws protect the
privacy of your personal information in the system. The benefits of participating in NYSIIS include:

* Your health care provider can use NYSIIS to be sure that you receive the needed immunizations, and proper medical
treatment is received when needed.

* There will be a permanent and easily accessible record of your immunizations.

Participation in NYSIIS for people 19 years of age and older is voluntary, so your consent is needed. If you want to
participate, please carefully read the consent below and sign in the space provided. For additional information about this
consent, please call (518) 473-2839.

I give my consent for Home Medical Administration and Billing Services, LLC (name of doctor or organization)
to release my immunization(s) and identifying information to the New York State Immunization Information System
(NYSIIS). I understand the purpose of NYSIIS is to assist in my medical care and to record the immunizations thatI have
had or will receive in the future. My immunization information may potentially be used by the Department of Health for
quality improvement purposes, epidemiologic research, and disease control purposes. Information used for quality
improvement or any research purposes will have my personal identifying information removed.

The immunization information in NYSIIS may be released to the following: myself, my health insurance plan, the state
and local health 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 my treatment, payment, or enrollment for benefits if I choose not to enroll in
NYSIIS. This consent may be withdrawn at any time by using the form provided. Information about immunizations
received by NYSIIS with my consent will remain in NYSIIS if I later choose to withdraw my consent. However, future
immunizations will not be recorded in NYSIIS.

Print Patient Name AND Power of Attorney/Health Care Proxy if applicable Date of Birth

Signature Date

13



DOUBLE CHECK
Please, check that items are filled in and pages are signed and dated properly.

Didyou. ..
O Answer EVERY question?
O Sign and date EVERY page?

O List previous medical providers INCLUDING hospitals on the "Release of
Medical Records"? (missing information here will hold up your admission)

O Include copies of insurance cards, POA/HCP, and other supporting
documents?

NOTICE: INCOMPLETE PACKETS WILL BE RETURNED

14
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