
AlJergy and Asthma Medical PIC. I

PATII!NT RI!GISTRATION FORM

Today's Date __/__/ _

I PATIENT INFORMATION I
Please:PRINT ;,ridCOMPLETE ALL SECTIONS

Sex: o Male 0 Female Date of Birth:_'_, Age:__ yr(s) Social Security# _

Name: __.__. Home address:. _

Lallnam'· .nrat naine(a.llt appearl on your Inlurancecerd) middle Inilla'

(Al't#...;,;,.. __.......__...J) City: State: Zip:, _

HomePhone: ....... Work Phone: ext:, _

'"
O~u~~n: ....... ~ OFuIITI~D~rtnme

' State:, _

:~;:.g_e....n....c_y_c"""_o_nta_.._c_t_ln_f_o_r_m_8_t_io_n Relationship' to patient. ::""~
.. "~ ..........>

C~IIPhone# Homephone ..,..

WhoJs yourPrim8ry Care Physician (I.e. Family physician; Pediatrician)?

Name: Phone#: _

Address: Cit)' ----State:----Zip Code: _

Whoml11ay we thank for recommending you to us? (Please check all that applies)

o A Friend or Familymember: Name:~ _
Relationshlp: _

o InsuranceWebsite/Physician Directory 0 A Physician Referral Service 0 Yellow Pages

o Another doctor-Is this the Primary Care Physician listed above? 0 Yes 0 No If you answered no, please list na~e:

Name: Phone #:. -



PRIMARY Insurance: .; Member ID #:'--------------,.--
Group #: Co-pay $ .

Do YQU have other Insurance coverage other than your prlmarycov.rage? 0 No 0 Yes (if so please list below)

"SECQNDARy'lnsurance: Member 10#:, _

,Group#:_' _

'SOCIAL$ECURITY # _

: :Completethls sectIon IF YOU ARE LISTED AS A DEPENDENTor SPOUSE on your Insuranc. cov.rage•.' I' ..,. ,,' ' ',' . Otherwise skJp to the Medlcel History Section. .

'." GUA:~NT.~R.INFORMATION I
"Guarantor's name: Relationship to Patient: 0 Parent0 Spouse

lalt namlFlratnaml MI 0 Other------
11Date of Birth 1__-: Social Security# __--.1

/
__....: _

~"Employer's Name: Work Phone: _

o SAME : Pleasecheck this box If the home address Is the same as the patient's. If DIFFERENT, WRITEthe .ddress
'below .

'Address: City: State: Zlp:, _

I haver.ad, und.nstand, and agr•• with the above Information about the cost of my medical care today.

ASSIGNMENT OF BENEFITSIRELEASE OF INFORMATION

I authorize my insurance benefits to be paid directly to AllergyandAsthma Medical PC or it's desIgnee forallmedIcal
. seNices rendered. I understand that I am ultimately responsIble for any account balance for professIonal servIces that

my insurance does not cover.

I also authorize Allergyand Asthma Medical PC to release pertinentinformation to my insurance company asneeded to
facilitate payment of a claim and to InitIate complaints to the insurance commission for any reason on my behalf. I certify
that the informatIon I have reported wIth regard to my insurance coverage is correct and accurate.

I also acknOWledge that I have receIved, and understandmy rIghts under the HIPAA Privacy Laws. I furtheragree that a
photocopyof thisagreementwill be valid as the original.

I authorize thephysician(s) to treat myself and/or my chi/d.

x

Signature of Policyholder Date



Fax server 7/28/Z008 10: 19 PAGE OOt/OO~ 'ax server

WAIVER 0'REFERRAL MHOftlZA110N
It happens, Ihe patlent shows In your oftIce. scheduled or unKhechAed, and while you
belhwlt a nrralls req~redpriorto SGlVfces belllg pnwIded, thepa_ent doesnot haveIhe
referral, and mayevendenythat they have anoblgation to provide.

Tht foUCMfng has betn prvparvd for thoso cl~umstancos. It lnvitoe tho patlont to darffy
their under&tandng, and acknowledge. their aeceptance of naaponliblUty for their
"prtsentaIClftl.

A patient can waive their obtgsion to obtain, and your obtigation to receive. 8 referral
before 111, PrcMtlon of wrylGU. If anadult, ~Ih ApilGIty, .wei". _/TIII ...~...mentl,
and accepts ,"penllllility for the ..lYle•• nJ"dered, 1hen this form wiD document flat
WIIv,rfortho pebnt" Ind tho I)DYOr.

Nones OF PATIENT RIiSPONSIalLITY
Pali.nlN.,;
Hea'" PI.n·N""-t-:---------
Patient Htlllh Plan IDNumber. _

As.n·tnrdll. or theReve namedMalth plan, I U'I.....,d thatmyhealth plan usuaRy ,.qu....
IeftnJlrrcm my Pllm,ryCare Phyalclan fc:rl8lYlee PrcMd.d by"'II medc.al ~ce.

Pie•• reYiew Ihes1tuallClls described below andplace achedl: mark bytie desClfpdon that best
explains yourmdtllttndlng of why no.'.ITI••uthoriutcn exls•.

_, did notobtain pliarreferrallLllhorlr.atlon from myPrimary CarePhysician and I am
~ngly ..If-nnfng for1hls visit I LltdelSw,d th.t liMlI bllUsponsl.. forthe CQSt of _~ClIiIS
provlded 1oday.

_I did not olDln PIIor munal aUlhorlzallon from my Primary CaruPbpI'" bec.use I do not
belleY' Itls taqUred. I "'dorsUM lhatlfl.m Incorrect I¥lfll be letponslble for1he cost ct 1hese
tlMetl.

_ My Pllmary Ca., Phyeidan hat ag...ed to l'8(ft m. fot111. Visit ,nd It ,ppe,,.. tlat this oft ce
hasnot yet11IC1lved theapproprlallt rlfenal aulhoriullal. I LIlde..1ilInd lhat It la my ,.spcnsllilily
toeOl'\tlet my (ll1m.1')' e... PhY-ld.., to contlrm fils" f.ft'll and toobtaIn and prowId. "I, oI'ftce
~...docl.lTl.n&ltlcn or". authorization for1h1t vI.lt Irtll ref'tn-a!,ultollulon I. not conillfted
and pI'OYlded to ttia dlice Ylithln ;Q hours, I viII bll!spa1sible ferthecaat rllelVlcaa randertd

S15J1lture _

Name: _

TodaYI ea..: _

PI...lie ......NY PenaL Cod4i h;tIDn 171.01
AhullulIlth...., "IW Insur.';CI act Is COI'IIIftIIMclIi,""y plflcn-0. kn"'gJyand ..... 1"_1 II) c»h lid, prRMnU. ...
• ~Im b P')'I1Itn\MMGft oroIwr ~n.1t purwtlJnt~ wuoh pclI;y, 1:CIIl1rJ~ orplJn. WIfllch h.MOWli ,,: (i1UislDiiil
mtu'YfaIM Infgm1f,fX' cgnmmJnq mym'IO"" "en",,,», cr lbl 'P'CiC1' tt lit purpowt pfmllfMdJoA JnJprm"m
c;nssm1ng anv bet m"lllJ! !len;;,
TIle IIlIlft"ptNdt ~CCIn.Ii'lfomlaliOfl .t1O~....lnlUnlftCt CO'tllnIfll, • ft. oblIMlllto'MlYlce,'''lIDugh
4lecepkn, IUlih JO bymt_tlnt.". orb)o h '-I. WIof InlUraac:e10, GOnsitutt,. frt!.Gulon' .1Ot.

.Ldt "tu" llin~ lOt~ a dill "..1 IlOtI..lCCeed UC60amlfl..lJlld"",\IU'''. .Inllofe,ch vlallllOfl.

http://docs.google.comlgview?srcid...OB..hauOyYOoP3YWY4NTljODctZmQXZSOOMDI...
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ALLERGY AND AsTHMA MEDICAL P.C.
NATHANAEL S. HORNE, M.D.

1886 BROADWAY, SECOND FLOOR

NEW YORK, NY10023

TEL. (212) 247-2080

FAX. (508) 590-0240
ALLERGYASTHMAMEDICAL.COM

Allergy and Asthma Medical PC (AAMPC) Test Results Policy

Telephone follow-up regarding the results of lab testing and imaging studies are a
courtesy service provided in certain circumstances by AAMPC to reduce patient
inconvenience and expense.

IfAAMPC has informed you at the time of your visit that you will be contacted with your
results: AAMPC hereby notifies you that AAMPC will attempt you by phone two (2)
times to discuss the results of their labs. In the event that AAMPC is unable to reach you
after two (2) attempts to discuss your results by phone, we will usually request that you
make a follow-up appointment at AAMPC to discuss the test results. If no
communications have been received from AAMPC within two (2) weeks after the test
was administered, please contact AAMPC to enable proper follow-up and investigation
into the results. Test results can be mailed or faxed to patients upon request.

DIPLOMATE AMERICAN BOARD OF ALLERGY & IMMUNOLOGY

DIPLOMATE AMERICAN BOARD OF INTERNAL MEDICINE



ALLERGY ANDAsTHMA MEDICAL P.C.
NATHANAEL S.HORNE, M.D.

1886 BROADWAY, SECONDFLOOR
NEWYORK, NY 10023
TEL. (212) 247-2080

FAX. (508) 590-0240
ALLERGYASTHMAMEDlCAL,COM

I hereby acknowledge receipt of Allergy and Asthma Medical P.C. 's Lab Test Results
Policy.

Patient/Guardian Signature Date

Print Patient Name

DIPLOMATE AMERICAN BOARD OFALLERGY & IMMUNOLOGY
DIPLOMATE AMERICAN BOARD OF INTERNAL MEDICINE



NOTICE OF PRIVACY PRACTICES (HIPAA)
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.

At Allergy and Asthma Medical P.e. we respect the confidentialily of your medical information and will protect that information in a
responsible manner. We have a comprehensive privacy program in place that meets the requirements of the Health Insurance
Portability and Accountability Act (HIPAA) Privacy Regulations, the government legislation that sets standards for the privacy of medical
information.
Allergy and Asthma Medical p.e. follows all state privacy laws te- which we are subject that do not conflict with the HIPAA Privacy
Regulations. However, if a state privacy law conflicts with the HIPAA Privacy Regulations yet provides greater privacy rights or
protections than the HIPAA Privacy Regulations, we will follow that state law.
We must follow the privacy practices that are described in this notice while it is in effect. We reserve the right to change our privacy
practices and the terms of this notice at any time, as long as the changes are permitted by law. Before we make a significant change to
our privacy practices, we will change this notice and send the new one to our current patients. This new notice will be effective for all
medical information that we maintain, including medical information we created or received before the changes were made.
Additionally, please know that Allergy and Asthma Medical P.C. is required by law to maintain the privacy of your medical information
and to give you this notice regarding your rights, our privacy practices and legal duties concerning your medical information.

Definition of Medical Information
When we refer to medical information in this notice, we mean inf::lrmation that is individually identifiable health information. This
includes demographic information collected from you or created or received through your health plan, your employer or a health care
clearinghouse.
This information relates to: (1) your past, present or future physical or mental health or condition; (2) the provision of health care to you
or (3) past, present or future payments for the provision of health care to you.

Uses and Disclosures of Medical Information
This section provides you with a general description and examples of the ways your medical information is used and disclosed. Our
uses and disclosures are not limited to these examples.
Treatment: Your medical information may be used or disclosed to a physician or other health care provider in order for them to provide
you with treatment.
Payment: Your medical information may be used or disclosed

• for billing, claims management and collections activities.
• to get our claims payments from your insurance carrier
• to determine your eligibility for benefits.
• to conduct risk adjustment activities.
• to obtain "precertification" or "pre-authorization" from your irsurance carriers for medically necessary procedures or services.
• to obtain information regarding your premiums, deductibles or co-insurances.

Health Care Operations: Your medical information may be used and disclosed in connection with our health care operations, including
• quality assessment and improvement activities and protocol development.
• conducting or arranging for medical review, legal services, aUditing and fraud and abuse detection and compliance programs.
• business management and general administrative activities. including management activities relating to privacy, patient service and

resolution of internal grievances.
Additional Disclosures: Your medical information may be disclosed to other persons or entities that assist us in conducting our
payment, health care operations and business activities. We will not disclose your medical information to those persons or entities
unless they agree to keep it protected.
Health-Related Services: Your medical information may be used to send you appointment reminders or to communicate with you for
purposes of treatment, or to direct or recommend alternative treatments, therapies, health care providers or settings of care.
To Your Family and Friends: Your medical information may be disclosed to a family member, friend or other person to the extent
necessary to help with your health care or with payment for your health care.
Your name, location and general condition or death may be used or disclosed to notify or assist in the notification of (including
identifying or locating) a person involved in your care.
We will prOVide you with an opportunity to object to such uses or disclosures, unless, based on professional judgment, we may
reasonably infer from the circumstances that you do not object to such uses and disclosures.
If you are not present, or in the event of your incapacity or an emergency, we will use our professional judgment in deciding whether
disclosing your medical information would be in your best interest.
Disaster Relief: We may use or disclose your medical information to a public or private entity authorized by its charter or by law to
assist in disaster relief efforts.
For the Public Benefit: Your medical information may be used or disclosed as authorized by law for the following purposes:

• as required by law for public health activities, including disease and vital statistic reporting, child abuse reporting, FDA oversight
and to employers regarding work-related illness or injury

• to report adult abuse, neglect or domestic violence
• to health oversight agencies
• in response to court and administrative orders and other lawful processes
• to law enforcement officials pursuant to subpoenas and other lawful processes concerning crime victims, suspicious deaths, crimes

on our premises, reporting crimes in emergencies and for purposes of identifying or locating a suspect or other person



• to coroners, medical examiners and funeral directors
• to organ procurement organizations
• to avert a serious threat to health or safety
• in connection with certain research activities
• to the military and to federal officials for lawful intelligence, counterintelligence and national security activities
• to correctional institutions regarding inmates
• as authorized by state workers' compensation law

Your Written Authorization Is Required: Other uses and disclosures of your medical information that are not described above will
only be made with your written authorization. You may give us written authorization to use or to disclose your medical information to
anyone for any purpose.
You may revoke your authorization at any time. However, your revocation will not affect any use or disclosure that you permitted prior to
your revocation.
Your Individual Rights
Access to Your Information: You have the right to inspect or obtain a copy of the medical information about you that is contained in a
"patient chart/folder". A "patient chart/folder" generally contains medical and insurance information as well as other records that are
maintained by or for us, or used by or for us to make decisions about you.
We may ask you to submit your request in writing and to provide us with the specific information we need in order to fulfill your request.
We reserve the right to charge a reasonable fee for the cost of producing and mailing the copies to you. In certain situations, we may
deny your request to inspect or obtain a copy of the requested information. If we deny your request, we will notify you in writing and
may provide you with an opportunity to have the denial reviewed.
Accounting of Disclosures: You have the right to receive a list of instances in which we or our business associates disclosed your
medical information for purposes other than treatment, payment, health care operations or those authorized by you as well as for
certain other activities that occurred up to six years before the date of your request. However, you will not be able to obtain a list of
disclosure instances that occurred prior to April 14, 2003; the dale this notice is effective. Any list we send you will include the date(s) of
the disclosure, to whom it was made, their address, if known, a brief description of the information disclosed and the purpose of the
disclosure. If you request this accounting list more than once in a 12-month period, we may charge you a reasonable administration fee
for these additional requests.
Restrictions on Use or Disclosure: You have the right to request that we restrict the use or disclosure of your medical information in
connection with treatment, payment and health care operations. You also have the right to request that we restrict disclosures to
persons involved in your health care or payment for your health care. We may ask you to submit your request in writing. We will review
your request, but we are not required to comply with it.
Confidential Communication: You have the right to request that we communicate with you about your medical information by a
different means or location. You must make your request in writing and state that the information could endanger you if it is not
communicated by a different means or location. We must accommodate your request if it is reasonable and specifies the new means or
location of contact. It must also allow us to collect on claims we filed on your behalf. This includes issuing explanations of benefits to the
subscriber of the health plan in which you participate.
An explanation of benefits issued to the subscriber about the subscriber or others covered by the health plan in which you participate,
may contain sufficient information to reveal that you obtained health care for which
we received payment, even though we communicated with you in the confidential manner you requested. Once your request for
confidential communications is in effect, all of your medical information will be communicated in accordance with your instructions.
Amending Your Medical Information: If you believe that the medical information contained in your "designated record set" is not
correct or complete, you have the right to request that we amend it. We may require your request be in writing and that it explains why
the information should be changed. If we make the amendment, we will notify you. In addition, if we make the change, we will make
reasonable efforts to inform others, including people you name, of the amendment and to include the changes in any future disclosures
of that information.

Additional Copies, Questions or Complaints
Requests for Additional Copies and Questions Regarding Privacy and Individual Rights:
* You may request a copy of our notice at any time.
* If you view this notice on our website or receive it bye-mail, you are also entitled to receive it in written form.
* You may request more detailed information about your rights and privacy protections or learn how to exercise those individual

rights as described in this notice.
Complaints: If you believe that Allergy and Asthma Medical P.C. has violated your privacy rights, you may file a complaint with the
Secretary of the U.S. Department of Health and Human Services. Complaints filed directly with the Secretary must: (1) be in writing; (2)
contain the name of the entity against which the complaint is lodged; (3) describe the relevant problems; and (4) be filed within 180
days of the time you became or should have become aware of the problem. We will provide you with this address upon request. We will
not retaliate in any way if you choose to file a complaint with us or with the U.S. Department of Health and Human Services. We support
your right to the privacy of your medical information.


