	


  72-35 112th street Suite PR 9

  Forest Hills, NY 11375 

  718-263-0555
	  Please Print                                                                                                                        Date: _____/_____/_______                                    


	PATIENT INFORMATION


Name ________________________________________________ SSN____________-________-____________
Date of Birth (MM/DD/YY) ___________________________________ Sex    M   F   T           Married or Single

Permanent Address:

Street___________________________________ City___________________ State/ Zipcode________________

Mailing Address:
Street___________________________________ City___________________ State/ Zipcode________________

Home Phone (         ) _____________________________  Cell Phone (         ) ____________________________

Who is your primary medical care provider? (PCP)? Name ___________________________________________

Name of Clinic____________________________ Phone Number (         ) _______________________________
	RESPONSIBLE PARTY


Responsible Party Name_________________________ Relation Ship to Patient__________________________

Permanent Address:

Street_________________________________ City_____________________ State/ Zipcode________________

Home Phone (         ) ____________________________  Cell Phone (         ) _____________________________

	INSURANCE INFORMATION


Is your condition related to employment (current or previous employer)? Y  or  N   Is it accident related? Y  or  N
Do you have medical insurance? Y or N      If yes, Insurance Carrier Name_______________________________

Subscriber or ID Number _____________________________ Group Number____________________________

Subscriber Name___________________________________ Employer If Any____________________________

Do you have secondary insurance?  Y  or  N If yes, Secondary Insurance Carrier Name _____________________
Subscriber or ID Number _____________________________ Group Number____________________________

Subscriber Name___________________________________ Employer If Any____________________________
I CERTIFY THAT THE INFORMATION I HAVE GIVEN IS TRUE AND CORRECT:

Patient or Representative Signature _________________________________________ Date _____/_____/________
	


                                                              MEDICAL HISTORY / SOCIAL HISTORY 

	Medical history (circle all that apply) «encDate»


	Heart disease
	Diabetes / Sugar
	Bleeding Disorder / Anemia
	Urine / Kidney Disease

	Allergy / hay fever
	High Blood Pressure
	Lyme Disease
	Bone Fractures

	Alcoholism
	Thyroid Problem / Goiter
	Osteoporosis
	Prostate

	Depression
	Depression
	Liver Disease / Hepatitis
	Hearing Defect

	Asthma / Bronchitis 
	Arthritis
	Chronic Pain
	Radiation Therapy

	Tuberculosis
	Irregular Heart Beat
	AIDS/HIV
	Chemotherapy

	Stroke
	Migraines
	High Cholesterol
	Cancer

	Glaucoma
	Epilepsy / Seizures
	Reflux / Ulcer
	Menieres Disease


	Social History (please print) «encDate»


Job description or school grade ________________________________

Are you Single? _______ Married? _______ # of children__________

Do you smoke? ______ Packs a day?______ # of years?______ Did you ever smoke?______ When did you quit?______ Second hand smoke?_______

Do you drink alcohol? ________ Times per Week________ Times per Day_________ Type of Alcohol____________

How many cups of caffeinated beverages per day (coffee, tea or soda) ________ 

Are you pregnant? _______ PAP smear less than 3 years ago? ______

Vaccines up-to-date? ____________________________

Anesthesia  Problems?____________________________

«FirstName» «LastName»  
____________________________________                                             ____/____/______
Name                                                                                                            Date
____________________________________
Patient Signature
	HIPAA Information and Consent Form for Iyar Medical «encDate»


	


                                                                      HIPAA FORM / LIABILITY WAIVER 

	


The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect your privacy. Implementation of HIPAA requirements officially began on April 14, 2003. Many of the policies have been our practice for years. This form is a “friendly” version. A more complete text is posted in the office. What this is all about: Specifically, there are rules and restrictions on who may see or be notified of your Protected Health Information (PHI). These restrictions do not include the normal interchange of information necessary to provide you with office services. HIPAA provides certain rights and protections to you as the patient. We balance these needs with our goal of providing you with quality professional service and care. Additional information is available from the U.S. Department of Health and Human Services. hhs.gov 
We have adopted the following policies:

1. Patient information will be kept confidential except as is necessary to provide services or to ensure that all administrative matters related to your care are handled appropriately. This specifically includes the sharing of information with other healthcare providers, laboratories, health insurance payers as is necessary and appropriate for your care. Patient files may be stored in open file racks and will not contain any coding which identifies a patient’s condition or information which is not already a matter of public record. The normal course of providing care means that such records may be left, at least temporarily, in administrative areas such as the front office, examination room, etc. Those records will not be available to persons other than office staff. You agree to the normal procedures utilized within the office for the handling of charts, patient records, PHI and other documents or information.

2. It is the policy of this office to remind patients of their appointments. We may do this by telephone, e-mail, U.S mail, or by any means convenient for the practice and/or as requested by you. We may send you other communications informing you of changes to office policy and new technology that you might find valuable or informative.

3. The practice utilizes a number of vendors in the conduct of business. These vendors may have access to PHI but must agree to abide by the confidentiality rules of HIPAA. 

4. You understand and agree to inspections of the office and review of documents which may include PHI by government agencies or insurance payers in normal performance of their duties.

5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manger or the doctor.

6. Your confidential information will not be used for the purposes of marketing or advertising of products, goods or services.

7. We agree to provide patients with access to their records in accordance with state and federal laws.

8. We may change, add, delete or modify any of these provisions to better serve the needs of the both the practice and the patient.

9. You have the right to request restrictions in the use of your protected health information and to request change in certain policies used within the office concerning your PHI. However, we are not obligated to alter internal policies to conform to your request.

I, _______________________________________ on date ____________do hereby consent and acknowledge my agreement to the terms set forth in the HIPAA INFORMATION FORM and any subsequent changes in office policy. I understand that this consent shall remain in force from this time forward.  
SIGNATURE  _____________________________________________________
	Liability Waiver «encDate»


I hereby agree that the use of the services, facilities, swimming pool, sauna, and/or programs is at my own risk. As a condition of my use of such services, facilities, swimming pool, sauna, and/or fitness programs, I on behalf of myself, my heirs and expressly agree to forever discharge, waive and release Iyar Medical, its owners, management, staff, servants, agents, employees and/or independent contractors and their heirs, successors and assigns from any and all claims, demands, injuries, damages, actions, or courses of action, and from all acts of active or passive negligence on the part of Iyar Medical, its owners, management, staff, servants, agents, employees and/or independent contractors that I may have or acquire against Iyar Medical, its owners, management, staff, servants, agents, employees and/or independent contractors on account of bodily injury, mental injury and/or property damage from, any mishap, accident, loss, damage or injury suffered by myself or others resulting from , connected with or caused by the use of Iyar Medical’s services, fitness programs, swimming pool, sauna, and /or facilities whether located on or off the Iyar Medical premises, including, but not limited to any injury resulting from mechanical defects or failure of any equipment or devices used in such services, programs, swimming pool, sauna, or facilities. I further agree to defend, indemnify and hold harmless Iyar Medical, its owners, management, staff, servants, agents, employees and/or independent contractors, their heirs, successors and assigns from any and all claims, losses or liability arising from, connected with or caused by my use of Iyar Medical’s services, fitness programs, swimming pool, sauna, and facilities, whether located on or off the Iyar Medical premises. 
Name ____________________________________________ Signature ______________________________________________

Date of Birth ______________________________________ Date __________________________________________________
	


                                                                               Notice of Privacy Practices


Nikolai Lagoduke, MD

Anna Shlapakova, MD
This Notice describes how medical information about you may be used and disclosed and how you can get access to this information. Please review it carefully. 

This Notice will tell you about the ways we may use and disclose medical information about you.  We also describe your rights and certain obligations we have regarding such medical information.  We are required by law to make sure that medical information which identifies you is kept private, to give you this Notice of our legal duties and privacy practices with respect to your medical information, and follow the terms of the Notice that is currently in effect. 

This notice covers the medical practices of Dr. Nikolai Lagoduke, Dr. Anna Shlapakova, and their employed personnel.  It is effective as of May 1, 2008. 

Using and Disclosing Medical Information 

The following categories describe different ways that we use and disclose medical information. 

Treatment 

We may use medical information about you or to provide you with medical treatment or services. We may disclose medical information about you to doctors, nurses, technicians, medical students, or other personnel at our affiliated institutions (New York Hospital Queens), who are involved in taking care of you. For example, a doctor treating for sinusitis may need to know if he or she has diabetes, because diabetes may affect the treatment. Different departments of the affiliated institutions also may share medical information about you, such as prescriptions, lab work and x-rays, to coordinate your treatment. We also may disclose medical information about you to medical personnel outside the affiliated institutions who may be involved in the medical care of you.  Specifically, we will communicate the results of our consultation with your primary care physician’s physician) and the physician who referred you to our office.

Payment 

We may use and disclose medical information about you so that we may bill for treatment and services, and so that we can collect payment from you, an insurance company or another party. For example, we may need to give information about surgery you received or are going to receive to your health plan so that the plan will pay us or reimburse you for the surgery. In the event a bill is overdue, we may need to give information to a collection agency as necessary to help collect the bill or may disclose an outstanding debt to credit reporting agencies. We may also disclose information about you to our Affiliated Institutions and other healthcare facilities for purposes of payment as permitted by law. 

Health Care Operations 

We may use and disclose medical information about you for operations of our Affiliated Institutions. These uses and disclosures are necessary to run these institutions and make sure that all of our patients receive quality care. For example, we may use medical information to evaluate the performance of our staff in caring for you. We may also disclose information to doctors, nurses, technicians, medical students, and other medical personnel for educational purposes. We may also disclose information about you to other healthcare facilities as permitted by law. 

Appointment Reminders; Treatment Alternatives; Health-Related Benefits and Services 

We may use and disclose medical information to contact you to remind you that you  have an appointment for treatment or medical care, or to contact you to tell you about possible treatment options and health-related benefits and services that may be of interest to you. 

Individuals Involved in Your Care or Payment for Your Care 

We may release medical information about you to a friend or family member who is involved in your medical care or who helps pay for your care. We may also tell your family or friends about your condition or the condition of. If you do not wish us to share this information with such individuals, please follow the procedures described in the Right to Request Restrictions section of this Notice below. In addition, we may disclose medical information about you to an entity assisting in a disaster relief effort so that your family can be notified about your condition, status and location. 

Research 

All research projects are subject to a special approval process before your medical information may be used or disclosed. An institutional review board oversees all research involving human subjects, and even chart reviews cannot be undertaken without specific approval of the board.  Furthermore, before any patient-specific information (such as a name or contact number) can be used in this manner, you would be contacted for specific written permission.  You are not under any obligation to give such permission at any time.  Agreeing to this privacy policy does not mean that you are allowing your medical records to be used for any such research purposes. 

As Required By Law 

We will disclose medical information about you when required to do so by federal, state or local law. 

Special Privacy Protections 

If your medical information includes HIV-related information, alcohol or substance abuse, mental health or genetic information, special protections may apply to such information.  You can contact the Privacy Officer if you have any questions. 

To Avert a Serious Threat to Health or Safety 

To Avert a Serious Threat to Health or Safety of you, the public or another person, we may use or disclose medical information about you. 

Organ and Tissue Donation 

If you are an organ or tissue donor, we may release medical information to organizations that handle organ procurement or organ, eye or tissue transplantation or to an organ donation bank. 

Military and Veterans 

If you are a member of the armed forces of the United States or another country, we may release medical information about you as required by military command authorities. 

Workers’ Compensation 

We may release medical information for workers’ compensation or similar programs. 

Public Health Risks 

We may disclose to authorized public health or government officials medical information about you for public health activities when required or authorized by law. These activities generally include the following: to a person subject to the jurisdiction of the Food and Drug Administration (FDA) for purposes related to the quality, safety or effectiveness of an FDA-regulated product or service; to prevent or control disease, injury or disability; to report disease or injury; to report births and deaths; to report reactions to medications and food or problems with products; to notify people of recalls or replacements of products they may be using; to notify a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease or condition; to notify the appropriate government authority if we believe a patient has been the victim of abuse, neglect or domestic violence. 

Health Oversight Activities 

We may disclose medical information to a health oversight agency for activities authorized by law. These oversight activities include, for example, audits, investigations, inspections, and licensure. 

Lawsuits and Disputes 

If you are involved in a lawsuit or a dispute, we may disclose medical information about you in response to a court or administrative order. We may also disclose medical information about you in response to a subpoena, discovery request, or other legal demand by someone else involved in the dispute, but only if efforts have been made by us or someone else to tell you about the request or to obtain an order protecting the information requested. 

Law Enforcement/National Security/Protective Services 

We may release medical information if asked to do so by a law enforcement official: in response to a court order, subpoena, warrant, summons or similar process; to identify or locate a suspect, fugitive, material witness, or missing person; about the victim of a crime if, under certain circumstances, we are unable to obtain the person’s agreement; about a death we believe may be the result of criminal conduct; about criminal conduct on the premises of Weill Cornell; and in emergency circumstances to report a crime, the location of the crime or victims, or the identity, description or location of the person who committed the crime; to authorized federal officials so they may provide protection for the President and other authorized persons, or conduct special investigations, or for intelligence, counterintelligence, and any other national security activities authorized by law. 

Coroners, Medical Examiners and Funeral Directors 

We may release medical information about deceased persons to a coroner, medical examiner or funeral director so they can carry out their duties. 

Other Uses of Medical Information 

Other uses and disclosures of medical information not covered by this Notice or the laws that apply to us will be made with your written authorization, on an appropriate authorization form. You may revoke such an authorization by writing to the Privacy Officer, and such revocation will be effective to the extent that we have not already released the information pursuant to the authorization or otherwise taken action in reliance on the authorization. 

Your rights regarding medical information about you. 

Right to Inspect and Copy 

You have the right to inspect and copy medical information that may be used to make decisions about your care or the care of. Usually, this includes medical and billing records. This right does not include: psychotherapy notes, doctor’s notes; information compiled for use in a legal proceeding; or certain information maintained by laboratories. In order to inspect and copy medical information that may be used to make decisions about you, must submit your request in writing to the Privacy Officer at the address listed at the end of this Notice. If you request a copy of the information, we may charge a fee for the costs of copying, mailing or other supplies associated with your request. We may deny your request to inspect and copy in certain limited circumstances. If you are denied access to medical information, you may request in writing to the Privacy Officer that the denial be reviewed. A licensed healthcare professional who was not directly involved in the original decision to deny access will conduct the review. We will comply with the outcome of the review. 

Right to Request Amendments 

If you think that medical information we have about you is incorrect or incomplete, you may ask us to amend the information. To request an amendment, your request must be made in writing and submitted to the Privacy Officer at the address listed at the end of this Notice. In addition, you must give a reason that supports your request. We may deny your request for an amendment if it is not in writing or does not include a reason to support the request. In addition, we may deny your request if you ask us to amend information that:  (1) was not created by us, unless the person or entity that created the information is no longer available to make the amendment, (2) is not part of the medical information maintained in our records, (3) is not part of the information you would be permitted to inspect and copy, or (4) is accurate and complete. 

We will provide you with written notice of action we take in response to your request for an amendment. 

Right to an Accounting of Disclosures 

You have the right to request an "accounting of disclosures." This is a list of certain disclosures we have made of medical information about you. We are not required to account for any disclosures you specifically requested or for disclosures related to treatment, payment, or healthcare operations, made pursuant to an authorization signed by you, or and which fall into certain other limited categories of disclosures. To request an accounting of disclosures, you must submit your request in writing to the Privacy Officer at the address listed at the end of this Notice. Your request must state a time period, which may not be longer than six years and may not include dates before April 14, 2003. You may request one accounting in any 12-month period free of charge, and we will charge you for any subsequent request in the same 12-month period. Such charge may include reasonable retrieval, list preparation, and mailing costs. 

Right to Request Restrictions 

You have the right to request a restriction or limitation on the medical information we use or disclose about you. You also have the right to request a limit on the medical information we disclose about you to someone who is involved in your care or the payment for your care, such as a family member or friend. If you wish to request such a restriction, you must contact the Privacy Officer in writing at the address listed at the end of this Notice. We are not required to agree to your request. If we agree to your request, we will comply with your request unless the information is needed to provide you with emergency treatment. 

Right to Request Confidential Communications 

You have the right to request that we communicate with you about medical matters in a certain way or at a certain location. For example, you can ask that we only contact you at work or by mail. To request confidential communications, you must contact the Privacy Officer in writing at the address listed at the end of this Notice. We will not ask you the reason for your request. Your request must specify how or where you wish to be contacted. We will attempt to accommodate reasonable requests. 

Right to a Paper Copy of This Notice 

You have the right to a paper copy of this Notice. You may obtain a copy from our office or by contacting the Privacy Officer. You may also obtain a copy of this Notice electronically through our Web site at www.iyarmed.com. 

Changes to this notice 

We reserve the right to change this Notice. We reserve the right to make the revised or changed Notice effective for medical information about you we already have as well as any information we receive in the future. The current Notice in effect at any time will be available from the Privacy Officer as well as at our office. 

Complaints 

If you believe that your privacy rights or the rights of have been violated, you may file a complaint with our office or with the Secretary of the Department of Health and Human Services. To file a complaint with our office, please call or write to the Privacy Officer at the address listed at the end of this Notice. You will not be penalized or retaliated against for filing a complaint. 

Questions

If you have a question about this notice, please contact:

Office Manager at


Iyar Medical P.C.


72-35 112th st Suite PR#9


Forest Hills NY 11375


(718) 263 - 0555

We thank you for your compliance with this notice, and look forward to assisting you on your way to recovery, and rehabilitation!
I have read and agree with how my medical, and personal information will be handled by Iyar Medical P.C.
Name ___________________________
Signature ________________________

Dated «encDate»

	


                     Acknowledgement of Financial and Privacy Policies


	Please Print                                                                                                                        Date: _____/_____/_______                                    


Name ________________________________________________                       Date of Birth (MM/DD/YY) _____________________ 

Welcome to our office!  Please read these policies and let us know if you have any questions, or concerns.

	Private Insurance  «encDate»


Payment is due at the time of service.  You will receive a paid insurance claim form at the time of your visit.  This form can be mailed to your insurance company and reimbursement will be mailed directly to you.  Your policy is a contract between yourself and your insurance company.  We are not a party of that 
contract.
	Participating Plans  «encDate»


Please make sure that the physician you are seeing participates in the plan you are contracted with.  You are responsible for all co-payments at the time of the visit. If your plan requires a referral, please present one at the time of check-in, or be responsible for payment in full at the time of service. Iyar Medical is not responsible for the continued up-to date knowledge of your insurance(s). You must notify us of any changes of plan, or insurance(s). If you fail to do so, your coverage may be terminated, and you will be responsible for treatment that is rejected IN FULL. 
We accept cash, checks, Visa, MasterCard, American Express, Discover or Debit cards.

I request that payment of authorized benefits or any other health insurance benefits be made either to Iyar Medical P.C. or on my behalf to Dr. Nikolai Lagoduke or their employees.  This may include audiological services or tests and procedures.  I agree to pay charges not covered by my insurance carrier(s).  These charges include but are not limited to deductibles and co-pays on my insurance policy.  I authorize any holder of medical information about me to release to the health care financing administration and its agent or any other health insurance, any information needed to determine these benefits or the payable for related services.

I have read and understand the above policies, and have been given opportunity to ask for clarification.  I also acknowledge that I have been provided a copy of the Notice of Privacy Practices, and have therefore been advised of how health information about me may be used and disclosed by Iyar Medical P.C. and how I may obtain access to and control this information.

_______________________________________________________________________

Patient Signature                                  



Date
How did you hear about our office? Please circle all that apply.
	Magazine Add
	Newspaper add
	Medical Referral
	Internet

	Word of Mouth
	Pamphlet
	Mail Card
	Walk-In
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