PRINT AT HOME AND BRING WITH YOU TO YOUR APPOINTMENT

PLEASE READ BOTH SIDES OF THIS PAPER

*Patient's Last Name * First MI *Phone No. *Cell Phone

*Date of Birth *Social Security *E-mail Address *Home Address

Vision / Optical Insurance

*Primary Medical Insurance *Member ID No. Secondary Medical Insurance Member ID No.
*Name of Insured (or Guardian if a Minor) Relation to Patient
*Soc. Sec. of Insured * Date of Birth of Insured

Your Medical plan will pay for medically necessary eyecare such as diagnosing and treating eye diseases like glaucoma or
pink eye. Except in rare cases, your medical plan does not cover routine examinations, or checkups for eyeglasses or
contact lenses. If your medical insurance does not pay, our regular fees are:

* Our minimum charge for a routine exam is: 95.00
* Our minimum charge for eyeglass testing is: 35.00

* Our minimum charge for contact lens testing is: $ 99.00

* Our minimum charge for vision therapy testing is: $150.00

Initial please

You are responsible for your co-payment and/or deductible, and for any uncovered service. If your plan requires a
referral, you are responsible to provide us with it at the time of your visit, or you will be charged our
minimum fee of $95.00. For some plans, like GHI and NYS Empire Plan, there may be multiple co-pays for multiple
services on the same day.

ASSIGNMENT OF BENEFITS

The signature on this form indicates the assignment of my claim to the doctor and permission to submit all insurance
forms in my name.
I hereby authorize the doctor to release all information necessary to secure the payment of benefits.

PLEASE NOTE: We assume that you are eligible for benefits. If this is not the case, you will be billed for all
or part of the services not covered by your insurance. You agree to pay all non-covered fees, unmet
deductible and/or copayments.

I have read both sides of this document and acknowledge receipt thereof.

Print name / Relationship to patient Signature Date

South Shore Eyecare Associates
50 Cooper Avenue, Dongan Hills, SI NY 10305
718-979-2020

PLEASE READ BOTH SIDES OF THIS PAPER

*-Required information S:/document/Medical Ins Info-HIPAA



Notice of Privacy Practices
. ) ) o . Effective January 1, 2013 o ) o
This Notice describes how medical information about you may be used and disclosed and how you can get access to this information. Please teview it
carefully. If you have any questions please contact our Office. We are requited by law to: Maintain the privacy of your protected health information, give
rou this notice of our duties and privacy practices regarding health information about you, and follow the terms of ‘our notice that is currently in effect.
i—IOW WE MAY USE AND D CLdé)E YOUR %IE H INFORMATION:

Described as follows are the ways we may use and disclose health information that identifies you (Health Information, or PHI). Except for the following
purposes, we will use and disclose Healthi Information only with your written permission. You may revoke such permission at any time by writing to us
and stating that you wish to revoke permission you previously gave us.
Treatment. We may use and disclose IEIealth Information for your treatment and to provide ci[ou with treatment-related health care services. For example, we
may disclose Hedlth Information to doctors, nutses, technicians, or other personnel, including people outside our office, who are involved in your medical
care and need the information to provide you with medical care. . . . .
Payment. We may use and disclose Health Information so that we may bill and receive payment from you, an insurance company, or a third party for the
treatment and services you received. For example, we may give your health plan information so that thc;ly will pay for your treatment. However, if you pay
for your services yoursélf (e.g. out-of-pocket and without any third party contribution or billing), we will not disclose’Health Information to a health plan
if you instruct us’to not do so. . . ) i
Heéalth Care Operations. We may use and disclose Health Information for health care operation purposes. These uses and disclosures are necessary to make
sure that all of our patients réceive quality care and to operate and manage our office. For example, we may use and disclose information to make sure the
care you receive is of the highest quality. Subject to the exception above if you pay for your care yourself, we also may share information with other
entities that have a relationship with you (for example, your health plan) fof their healthi care opefations. . i
Appointment Reminders, Treatment Alternatives and Health Related Benefits and Services, We may use and disclose Health Information to contact you and to remind
f;ou that you have an appointment with us. We also may use and disclose Health Information to tell you about treatment alternatives or health-relate

enefits and services that may be of interest to you. We will not, however, send you communications about health-related or non health-related products
or services that are subsidized by a third party without your authorization.
Individuals Involved in Your Care or Payment jor Your Care. \F&hen appropriate, we may share Health Information with a person who is involved in your, medical
care or payment for your care, such as your family or a close friend. We also may notify your family about your location or general condition or disclose
such information to an entity assisting in a disastér relief effort. . ) . .
Research. Under certain circumstances, we may use and disclose Health Information for research. For example, a research project may involve comparing
the health of patients who received one treatiment to those who received another, for the same condition. Before we use or cilsclose Health Information
for research, the project will §Q through an approval process. Even without approval, we may permit researchers to look at records to help them identify

a%lents who may be included in their tesearch project or for other similar purposes, as long as they do not remove or take a copy of any Health

nformation.
Fundraising and Marketing. Health Information rna.iv be used for fundraising communications, but you have the ri%?t to opt-out of receiving such
communications. Except for the exceptions detailed above, uses and disclosures of Health Information for marketin _purposes, as well as disclosures that
constitute a sale of Health Information, require your authorization if we receive any financial remuneration from a third party in exchange for making the
communication, and we must advise you that we are receiving remuneration. Other Uses. Other uses and disclosures of Health Information not contained
in this Notice may be made only with your authorization.

SPECIAL SITUATIONS: ) i
As Required by Law. We will disclose Health Information when required to do so by federal, state or local law. .
To Avert a Serious Threat to Health or Safety. We may use and disclose Health Information when necessary to prevent a serious threat to your health and safety
or the health and safety of the public or another person. Disclosures, however, will be made only to someone who may help prevent the threat.
Business Associates. We ay disclose Health Information to our business associates that Eerform functions on out be.h:ilzr or provide us with services if the
information is necessary for such functions or services. For example, we may use another company to perform billing setvices on our behalf. All of our
business associates are obligated to protect the privacy of your information and are not allowed to use or disclose any information other than as specified
in our contract.
Organ and Tissue Donation. If you are an organ donor, we may use or release Health Information to organizations that handle organ procurement or other
entities en%a ed in procuremient; banking ot transportation of organs, eyes, or tissues to facilitate organ, eye or tissue donation; and transplantation.
Military and Veterans. 1f you are a member of the armed forces, we may felease Health Information as required by military command authorities. We also
may rélease Health Information to the appro%riate foreign military authority if you are a member of a foreign miilitary.
Waorkers' Compensation. We may release Health Information for woriers’ compensation or similar programs. These programs provide benefits for work-
related injuries or illness. . . . L . .
Public Health Risks. We may disclose Health Information for public health activities. These activities generally include disclosures to prevent or control
disease, injury or disability; report births and deaths; report child abuse ot neglect; report reactions to medications or Froblems with products; notify
people of recalls of products they may be using; a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease
or condition; and the appropriate govérnment authority if we beliéve a patient has been the victim of abuse, neglect or domestic violence. We will only
make this disclosure if you agree or when required or duthorized by law.
Health Oversight Activities. We may disclose Health Information to a health oversight agency for activities authorized by law. These oversight activities
include, for example, audits, investigations, inspections, and licensure. These activities are necessary for the government to monitor the health care system,
i(zvetr_lment programs, and compliance with civil rights laws. o o .
wsnits. 1f you are involved in a lawsuit or a dispute, we may disclose Health Information in response to a court or administrative order. We also may

disclose Health Information in response to a subpoena, discovery request, or other lawful process by someone else involved in the dispute, but only if
efforts have been made to tell you about the request or to obtain’an order protecting the information requested. ’
Law Enforcement. We may release Health Information if asked by a law enfotrcement official if the information is: (1) in response to a court order,
subpoena, warrant, sumimons or similar process; (2) limited information to identify or locate a suspect, fugitive, material witness, or missing person; (3)
about the victim of a crime even if, under limited circumstances, we are unable to obtain the person's agreement; (4Labout a death we beliéve may be the

result of criminal conduct; (5) about criminal conduct on our premises; and (6) in an emergency to report a crime, the location of the crime or victims, or
the identity, description or location of the person who committed the crime.

Coroners, Medical Exanminers and Funeral Directors. We may release Health Information to a coroner or medical examiner. This may be necessary, for example,
to identify a deceased person or determine the cause of death. We also may release Health Information to funeral directors as necessary for their duties.
National Security and Intelligence Activities. We may release Health Information’ to authorized federal officials for intelligence, counter-intelligence, and other
national secutity activities authotized by law. i ) i ) ) i

Protective Services for the President and Others, We may disclose Health Information to authorized federal officials so they may provide protection to the
President, othef authorized persons, or foreign Leads of state, or to conduct special investigations.

Lnmates or Individuals in sz‘wg/. If you are an inmate of a correctional institution or under the custody of a law enforcement official, we may release Health
Information to the correctional institution or law enforcement official. This telease would be if necéssaty: Q for the institution to provideé you with health
care; (2) to protect your health and safety or the health and safety of others; or (3) the safety and security of the correctional institution.

YOUR RIGHTS: You have the following rights regarding Health Information we have about you: .
Right to Inspect and Copy. You have a right to inspect and copy Health Information that may be used to make decisions about your care or payment for your
cate. Thisincludes g_ledlcal and billing records, other than psychotherapy notes. To inspect and copy this Health Information, you must make your request,
in writing, to our office. . o . . ; )
Right to Amend. If you feel that Health Information we have is incorrect or incomplete, you may ask us to amend the information. You have the right to
requefs_ft_ an amendment for as long as the information is kept by or for our office. To request an amendment, you must make your request, in writing, to
our office.
Right to an Accounting of Disclosures. You have the right to request a list of certain disclosutes we made of Health Information for purposes other than
treatment, payment and health care operations or for which you provided written authorization. To request an accounting of disclosures, you must make
}zsur request, in writing, to our office, o o . )

ight to Request Restrictions. You have the right to request a restriction or limitation on the Health Information we use or disclose for treatment, payment, or
health care operations. You also have the tight to request a limit on the Health Information we disclose to someone involved in your care or the payment
for your care, like a family member or fr1en%. For example, you could ask that we not share information about a particular diagnosis or treatment with your
spouse. To request a restfiction, you must make your request, in writing, to our office. We are not required to agree to all such requests. 1f we agree, we will
comply with your request unless the information is needed to provide you with emergency treatment. i ) . i
Right 1o RePgﬂeﬂ‘ Confidential Communication. You have the right to request that we communicate with you about medical matters in a certain way or at a certain
location. For exaniple, you can ask that we only contact you by mail or at work. To request confidéntial communication, you must make your request, in
writing, to our office. Your request must specify how or wheré you wish to be contacted. We will accommodate reasonable requests. . .
Right 1o a Paper Copy of This Notice. You have thé rl%ht to a paper copy of this notice. You may ask us to give you a copy of this notice at any time. Even if
you have agreed to receive this notice electronically, you are still entitled to a paper copy of this notice. You may obtain a copy of this notice at our web
Site, www.cyesoncooper.com. To obtain a paper copy of this notice please request it in writing, i
Right to Eleitronic Records. You have the right to recetve a_copy of your electronic health records in electronic form. o
Right to Breach Notification. You have the right to be notified if there is a Breach of privacy such that your Health Information is disclosed or used
improperly or in an unsecured way.

CHANGES TO THIS NOTICE: We reserve the riglht to change this notice and make the new notice aEpIy to Health Information we already have as
well as any information we receive in the future. We will post a copy of our current notice at our office. The notice will contain the effective date on the

first page.

COMPLAINTS: If you believe ¥our privacy rights have been violated, you may file a complaint with our office or with the Secretary of the Department
of Health and Humar Services. All complaints must be made in writing. You will not be penalized for filing a complaint.






