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Dear

Welcome and thank you for choosing New York Breast Health. For over a combined forty years, our Physi-
cians have been providing premium comprehensive healthcare for our patients in their state-of-the-art
cancer centers using the latest treatment therapies. We are always on the cutting edge of technology and
medicine, while ensuring that our patients are treated with dignity, comfort, and respect.

You presently have a new patient appointment scheduled with:

Dr Date: Time:

Location:

We ask that you please arrive 15 minutes prior to your scheduled appointment time for registration. We
have enclosed forms for you to complete and bring with you, along with any records pertaining to your
diagnosis and insurance cards. If you have an insurance that requires a referral, please obtain it prior to
your appointment so there is no delay in your care at NYBH. If your insurance requires a copay, it is due at
the time of your appointment.

Please feel free to contact our New Patient Navigators at 516-676-7676 or visit our website,

www.NYBreastHealth.com, to learn more about us, and for office locations and directions should you
have any questions prior to your visit.

We look forward to seeing you.

NEW YORK BREAST HEALTH 1010 Northern Boulevard, Suite 102 - Great Neck, NY 11021 TEL: (516) 676-7676
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PATIENT INFORMATION SHEET
NEW ADDRESS/NEW NAME/NEW INSURANCE/NEW PATIENT/HOSPITAL FOLLOW UP

NYBH Location: Date:

Name: Date of Birth:

Sex: Male Female: Age: Social Security #

Address:

Ethnicity / Race: Pref. Language:

Telephone: Marital Status: S M D w
Email Address: Cell Phone:

Preferred Method of Contact: Email, Home OR Cell Phone:

Referred By: Family Physician:

Emergency Contact: Relationship:

Preferred Pharmacy: Pharm. Phone #:

Occupation: Full Time: Part Time:
Patient’s Employer: Employer Phone #:

Employer Address:

Primary Insurance: ID# Group#
Subscriber Name: DOB: Relationship:
Subscriber Employer & Address:

Secondary Insurance: ID# Group#
Subscriber Name: DOB: Relationship:

Subscriber Employer & Address:

Advanced Directives (CIRCLE): Living Will / Durable Power of Attorney/Health Care Proxy / DNR

Assignment of Benefits:
| hereby assign all medical and/or surgical benefits to include major medical benefits to which | am entitled, including, Medicare, Private
Insurance and any other Health Plan to: New York Breast Health.

This assignment will remain in effect until revoked by me in writing. A photo copy of this assignment is to be considered as valid as an original.
| understand that | am financially responsible for all charges whether or not paid by said insurance* | hereby authorize said assignee to release
all information necessary to secure payment.

*In the event this account is assigned to collection, | agree to pay all costs of collection, including reasonable attorney fees.

PLEASE NOTE ATTACHED NOTICE OF PRIVACY PRACTICE FORM AND PATIENT
ROCRD FORM AS REQUIRED UNDER HIPAA GUIDELINES MUST BE COMPLETED

Patient’s Signature: Date:
Subscriber’s Signature: Date:

NEW YORK BREAST HEALTH

1010 Northern Boulevard, Suite 102 « Great Neck, NY 11021

TEL: (516) 676-7676
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BREAST/MEDICAL HISTORY

NOTE: This is a confidential record and will be kept at your doctor’s office.
Information contained here will not be released to anyone without your authorization to do so.

Name (Print) DOB: Age: Date:
Who Referred You? Accompanied By:

Primary Care Doctor: Town Phone:

Gyn: Town Phone:

Other Mds Caring For You:

CHIEF COMPLAINT:

Please Describe Why You Are Here Today In Your Own Words?

GENERAL MEDICAL HISTORY:

Significant Medical Conditions: [ ] None

Current Medications: |:| None

Operations: D None

Allergies: (Meds And Food) [] None

PAST FAMILY HISTORY:

Family History Of Breast Or Ovarian Cancer
(Please List Relative/approx Age Diagnosis)

Mother’s Side
Father’s Side

BRCA Testing (You Or Family) Ashkenazi Jewish?

NEW YORK BREAST HEALTH 1010 Northern Boulevard, Suite 102 - Great Neck, NY 11021 TEL: (516) 676-7676
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BREAST/MEDICAL HISTORY CONTINUED
PAST BREAST/GYN HISTORY:

Previous Breast Problems

PREVIOUS NEEDLE BIOPSIES SIDE DATE WHERE DOCTOR DIAGNOSIS
PREVIOUS BREAST SURGERY SIDE DATE WHERE DOCTOR DIAGNOSIS
Date Most Recent Mammogram Where
Date Most Recent Sonogram Where
Date Most Recent Mri Where
Do You Do Breast Self Exams Last Exam By Physican
Age Of First Menstrual Period Date Of Last Menstrual Period Now
Age Of First Pregnancy Age At Birth Of First Child
How Many Live Births Miscarriages? Terminations? Ectopics
How Many Children Did You Breast Feed For How Long
Have You Ever Taken Birth Control Pills For How Long
Have You Ever Taken Hormone Medication Of Any Type? Y/N (Includes Pills, Creams And Injections)
Drug/duration Of Use
Do You Take Soy Supplements Or Vitamins/Herbs Of Any Type? If Yes, Please Describe yes ____no

If Yes, Please List:

SOCIAL HISTORY:

Occupation: marital Status: Os Om Ob Ow
LISTAMOUNT CONSUMED:

Coffee Cups/day Chocolate X Per Day /Month/Year

Tea Cups/day Do You Add Salt To Food When Eating/Cooking Oves CONo
Soda Glass/day Do You Exercise O ves O no

Alcohol Glasses /wk times Per Week For Minutes Per Sessions

For Years

Cigarettes/Nicotine? Y / N Packs/Day For Years | Quit_____ Years Ago | Rec.Drugs

NEW YORK BREAST HEALTH 1010 Northern Boulevard, Suite 102 « Great Neck, NY 11021 TEL: (516) 676-7676
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BREAST/MEDICAL HISTORY CONTINUED

LAST PAP: LAST COLONOSCOPY: LAST BONE DENSITY: SKIN CHECK :
MONTH/YEAR MONTH/YEAR MONTH/YEAR
B/P: HEIGHT: WEIGHT:
REVIEW OF SYSTEMS:
NO SYMPTOMS AT THIS TIME

PLEASE CHECKYES OR NO AND EXPLAIN

CONDITION YES | NO IF YES, PLEASE EXPLAIN

RECENT FEVERS OR WEIGHT/APPETITE CHANGE
NIGHT SWEATS/HOT FLASHES

EYE, EARS, NOSE /THROAT PROBLEMS
(DOUBLE VISION, TEARING, NOSELEEDS, HOARSNESS)

HEART OR CIRCULATION PROBLEMS
« Hxof Heart Attack

+ Congestive Heart Failure

Heart Murmur/Mitral valve prolapse

« Circulation problems/blot clots
BREATHING PROBLEMS (SHORTNESS, WHEEZING, COUGH)
+ Asthma/Emphysema

Hx of Pneumonia/bronchitis

STOMACH/INTESTINAL PROBLEMS
(DIFFICULTY SWALLOWING, GAS, PAIN)

« Liver disease

« Indigestion/reflux/ulcers

-« Colitis/Irritable bowel /diarrhea

KIDNEY, BLADDER OR GENITAL PROBLEMS
Uterine / Ovarian / Prostate disease

Kidney disease / Stones

+ UTl or bladder infections / Frequency

« Change in menses, irreg. Bleeding

PROBLEMS WITH MUSCLES / JOINTS
(BONE PAIN, JOINT PAIN, LEG CRAMPS)

PROBLEMS WITH SKIN / SKIN CANCER
(RASH, LESIONS, ABNOMRAL GROWTHS)

PROBLEMS WITH BRAIN / SPINAL CORD
(HEADACHE DIZZINESS, WEAKNESS, NUMBNESS)

« Stroke

« Seizures

+ Fainting

Migraines
PSYCHIATRIC PROBLEMS

+ Depression

+ Anxiety

THYROID PROBLEMS / DIABETES
BLEEDING DISORDERS
INFECTIOUS DISEASES

TRAVEL OUTSIDE OF COUNTRY
EXPOSURE TO TOXIC CHEMICALS

PATIENT SIGNATURE:

NEW YORK BREAST HEALTH 1010 Northern Boulevard, Suite 102 « Great Neck, NY 11021 TEL: (516) 676-7676
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CONSENT FOR RELEASE OF MEDICAL RECORDS

Date: Medical Record #:

Patient:

Address:

Phone #: Date of Birth:

Authorization is Hereby Given to: to

Provide New York Breast Health with Access to MY MEDICAL AND/OR HOSPITAL RECORDS:

Phone #: Fax #:

1. Records regarding admission and/or treatment for the following dates of service:
From: To:

2, The following specified information:
A. Blood work Yes No
B. Radiology Yes No
C. Pathology Yes No
D. All of the above Yes No
E. Specifics:

Patient Signature: Date:

NEW YORK BREAST HEALTH 1010 Northern Boulevard, Suite 102 - Great Neck, NY 11021 TEL: (516) 676-7676
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PATIENT RECORD OF DISCLOSURES

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of their protected health information (PHI). The
individual is also provided the right to request confidential communications or that a communication of PHI be made by alternative means, such as sending
correspondence to the individual’s office instead of the individual’s home.

| wish to be contacted in the following manner (check all that apply):

[0 Home Phone: [J written Communication:
O okto leave message with detailed information [ oK to mail to my home address
O Message with call-back number ONLY O ok to mail to my work/office address
[ oK to fax to this number:
[ cell Phone: [ work Phone:
[ oK to leave message with detailed information [ oK to leave detailed message
O Message with call-back number ONLY [] Message with call-back number ONLY

Other (LIST HERE ANY FAMILY MEMBER WE MAY RELEASE MEDICAL INFORMATION TO.)

NAME: RELATIONSHIP: Phone #:
NAME: RELATIONSHIP: Phone #:
NAME: RELATIONSHIP: Phone #:
Patient Signature Date
Print Name Date of Birth

The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure of,
and requests for PHI to the minimum necessary to accomplish the intended purpose. These provisions do not
apply to uses or disclosures made pursuant to an authorization requested by the individual.
Healthcare entities must keep records of PHI disclosures. Information provided below,

If completed properly will constitute an adequate record.

Note: Uses and disclosures for TPO may be permitted without prior consent in an emergency.

NEW YORK BREAST HEALTH 1010 Northern Boulevard, Suite 102 « Great Neck, NY 11021 TEL: (516) 676-7676
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

Patient Name:

Date of Birth: Social Security #:

By signing this form, you acknowledge that we have provided you with our Notice of Privacy Practices,
which explains how your health information may be handled in various situations including your
treatment, payment of your bill, and our healthcare operations. If your first date of service with us was
due to an emergency, we must try to provide you with our Notice and get your written acknowledgement
for the Notice as soon as we can once the emergency has passed.

[CJ1 have received the Notice of Privacy Practices (effective date February 14, 2018).

Patient’s (or Legal Representative’s) Signature) Date

Relationship of Legal Representative

For Office Use Only
To be completed only if Acknowledgement is not signed.
1) Was the patient given a copy of the Notice of Privacy Practices? []Yes []No

2) Please explain why the patient was unable to sign this Acknowledgement and our efforts to try to
obtain the patient’s signature:

Name/Title Date

NEW YORK BREAST HEALTH 1010 Northern Boulevard, Suite 102 - Great Neck, NY 11021 TEL: (516) 676-7676
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RESPONSIBILITY AND CONSENT STATEMENT

Your insurance is a method for you to receive reimbursement for fees you have paid to the physician for services rendered.
Having insurance is not a substitute for payment. Many insurance companies have fixed allowances or percentages based
on your coverage with them, not with our office. It is your responsibility to pay the deductible, co-insurance, and any other
balances not paid for by your insurance. We will assist you in receiving reimbursement as much as possible, but you are
responsible for your bill.

Patient Name: Patient DOB:

Primary Insurance: Address:

Policy Number: Group #: Phone:
Subscriber: Relationship to Subscriber:

Secondary Insurance: Address:

Policy Number: Group #: Phone:
Subscriber: Relationship to Subscriber:

YOUR SIGNATURE IS REQUIRED FOR US TO PROCESS ANY INSURANCE CLAIMS AND TO ENSURE PAYMENT OF SERVICES RENDERED.

Non-Medicare Patient

| authorize the release of all medical information necessary to process my claims and that is pertinent to my medical care. |assign all
medical and/or surgical benefits, including major medical benefits to which | am entitled, to Physician / Clinic. This assignment will
remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as the original.

Medicare and Medicaid Patient

| request the payment of authorized Medicare benefits to be made to me or on my behalf to Physician/Clinic for any services furnished to
me by the provider. |authorize any holder of medical information about me to release to the Health Care Financing Administration and
its agents any information needed to determine benefits or the benefits payable for related services. This assignment will remain in effect
until revoked by me in writing. A photocopy of this assignment is to be considered as valid as the original.

| AGREE TO BE FINANCIALLY RESPONSIBLE FOR ALL CHARGES. I HAVE READ THIS INFORMATION AND UNDERSTAND IT.

Patient Signature: Date:

Responsible Party: Date:

NEW YORK BREAST HEALTH 1010 Northern Boulevard, Suite 102 « Great Neck, NY 11021 TEL: (516) 676-7676
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NCCN Distress Thermometer
and Problem List for Patients

NCCN DISTRESS THERMOMETER

PROBLEM LIST

Patient Name:

Patient DOB:

including today.

Extreme
distress

No distress

Instructions: Please circle the number (0-10)
that best describes how much distress you
have been experiencing in the past week
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YES NO Practical Problems

Child care

Housing
Insurance/financial
Transportation
Work/school
Treatment decisions

Family Problems
Dealing with children

Dealing with partner
Ability to have children
Family health issues

Emotional Problems
Depression

Fears

Nervousness
Sadness

Worry

Loss of interest in
usual activities

Spiritual/religious
concerns

Other Problems:

Please indicate if any of the following has been a problem
for you in the past week including today.
Be sure to check YES or NO for each.

YES NO Physical Problems

Iy Iy Iy Iy N Ny

I A Iy Ay Sy Ny Wy

Appearance
Bathing/dressing
Breathing

Changes in urination
Constipation
Diarrhea

Eating

Fatigue

Feeling swollen
Fevers

Getting around
Indigestion
Memory/concentration
Mouth sores
Nausea

Nose dry/congested
Pain

Sexual

Skin dry/itchy

Sleep

Substance use
Tingling in hands/feet

Version 2.2018, 02/23/18 © National Comprehensive Cancer Network, Inc. 2018, All rights reserved.The NCCN Guidelines

Version 2.2018, 02/23/18. The NCCN Clinical Practice Guidelines (NCCN GuidelinesVersion 2.2018, 02/23/18). The NCCN Clinical Practice Guidelines (NCCN Guidelines) are
a statement of evidence and consensus of the authors regarding their views of currently accepted approaches to treatment. Any clinician seeking to apply or consult the NCCN
Guidelines is expected to use independent medical judgment in the context of individual clinical circumstances to determine any patient’s care or treatment. The National

Comprehensive Cancer Network (NCCN) makes no representations or warranties of any kind regarding their content, use or application and disclaims any responsibility for
their application or use in any way. The NCCN Guidelines are copyrighted by National Comprehensive Cancer Network. All rights reserved. The NCCN Guidelines and the
illustrations herein may not be reproduced in any form without the express written permission of NCCN. ©2018.

NEW YORK BREAST HEALTH
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HIPAA NOTICE OF PRIVACY PRACTICES

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

INTRODUCTION
We understand that your medical information is private and confidential. Further, we are required by law to maintain the privacy of “protected health information."“Protected health information” or
“PHI"includes any individually identifiable information that we obtain from you or others that relates to your past, present, or future physical or mental health, the health care you have received, or
payment for your health care. We will share protected health information with one another, as necessary, to carry out treatment, payment, or health care operations relating to the services to be
rendered at New York Breast Health.

As required by law, this notice provides you with information about your rights and our legal duties and privacy practices with respect to the privacy of PHI. This notice also discusses the uses and
disclosures we will make of your PHI. We must comply with the provisions of this notice as currently in effect, although we reserve the right to change the terms of this notice from time to time and to
make the revised notice effective for all PHI we maintain. You can always request a written copy of our most current privacy notice from our reception team or log onto NYcancer.com.

PERMITTED USES AND DISCLOSURE
We can use or disclose your PHI for purposes of treatment, payment, and health care operations. For each of these categories of uses and disclosures, we have provided a description and an example
below. However, not every particular use or disclosure in every category will be listed.

Treatment means the provision, coordination, or management of your health care, including consultations between health care providers relating to your care and referrals for health care from one
health care provider to another. For example, a doctor treating you for a broken leg may need to know if you have diabetes because diabetes may slow the healing process. In addition, the doctor
may need to contact a physical therapist to create the exercise regimen appropriate for your treatment.

Payment means the activities we undertake to obtain reimbursement for the health care provided to you, including billing, collections, claims management, determination of eligibility and
coverage, and other utilization review activities. For example, we may need to provide PHI to your Third Party Payor to determine whether the proposed course of treatment will be covered. When
we subsequently bill the Third Party Payor for the services rendered to you, we can provide the Third Party Payor with information regarding your care if necessary to obtain payment. Federal or
State law may require us to obtain a written release from you prior to disclosing certain specially protected PHI for payment purposes, and we will ask you to sign a release when necessary under
applicable law.

Health care operations means the support functions of New York Breast Health related to treatment and payment, such as quality assurance activities, case management, receiving and responding
to patient comments and complaints, physician reviews, compliance programs, audits, business planning, development, management and administrative activities. For example, we may use your
PHI to evaluate the performance of our staff when caring for you. We may also combine PHI about many patients to decide what additional services we should offer, what services are not needed,
and whether certain new treatments are effective. We may also disclose PHI for review and learning purposes. In addition, we may remove information that identifies you so that others can use the
de-identified information to study health care and health care deliver without learning who you are.

OTHER USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION
We may also use your PHI in the following ways:
« To provide appointment reminders for treatment or medical care.
+ To tell you about or recommend possible treatment alternatives or other health-related benefits and services that may be of interest to you.
+ To your family or friends or any other individual identified by you to the extent directly related to such person’s involvement in your care or payment for your care. We may use or disclose your PHI
to notify, or assist in the notification of, a family member, a personal representative, or another person responsible for your care, of your location, general condition, or death. If you are available, we
will give you an opportunity to object to these disclosures, and we will not make these disclosures if you object. If you are not available, we will determine whether a disclosure to your family or
friends is in your best interest, taking into account the circumstances and based upon our professional judgment.
+ When permitted by law, we may coordinate our uses and disclosures of PHI with public or private entities authorized by law or by charter to assist in disaster relief efforts.
We will allow your family and friends to act on your behalf to pick up filled prescriptions, medical supplies, x-rays, and similar forms of PHI when we determine, in our professional judgment that it is in
your best interest to make such disclosures.
+ We may contact you as part of our fundraising and marketing efforts as permitted by applicable law. You have the right to opt out of receiving such fundraising communications.
+ We may use or disclose your PHI for research purposes, subject to the requirements of applicable law. For example, a research project may involve comparisons of the health and recovery of all
patients who received a particular medication. All research projects are subject to a special approval process which balances research needs with a patient’s need for privacy. When required, we will
obtain a written authorization from you prior to using your health information for research.
+ We will use or disclose PHI about you when required to do so by applicable law.
+ Inaccordance with applicable law, we may disclose your PHI to your employer if we are retained to conduct an evaluation relating to medical surveillance of your workplace or to evaluate whether you have a
work-related illness or injury. You will be notified of these disclosures by your employer or New York Breast Health. as required by applicable law.

Note: Incidental uses and disclosures of PHI sometimes occur and are not considered to be a violation of your rights. Incidental uses and disclosures are

by-products of otherwise permitted uses or disclosures which are limited in nature and cannot be reasonably prevented.
SPECIAL SITUATIONS

Subject to the requirements of applicable law, we will make the following uses and disclosures of your PHI:
Organ and Tissue Donation. If you are an organ donor, we may release PHI to organizations that handle organ procurement or transplantation as necessary to facilitate organ or tissue donation and
transplantation.

Military and Veterans. If you are a member of the Armed Forces, we may release PHI about you as required by military command authorities. We may also release PHI about foreign military personnel
to the appropriate foreign military authority.

Worker’s Compensation. \We may release PHI about you for programs that provide benefits for work-related injuries or illnesses.

Public Health Activities. We may disclose PHI about you for public health activities, including disclosures:

to prevent or control disease, injury, or disability;

to report births and deaths, child abuse or neglect;

to persons subject to the jurisdiction of the Food and Drug Administration (FDA) for activities related to the quality, safety, or effectiveness of FDA-regulated products or services and to
report reactions to medications or problems with products;

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 that an adult patient has been the victim of abuse, neglect, or domestic violence. We will only make this disclosure if the
patient agrees or when required or authorized by law.

ORK BREAST HEALTH 1010 Northern Boulevard, Suite 102 « Great Neck, NY 11021
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A HIPAA NOTICE OF PRIVACY PRACTICES (continued)

Health Oversight Activities. We may disclose PHI to federal or state agencies that oversee our activities (e.g., providing health care, seeking payment, and civil rights).

Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose PHI subject to certain limitation.

Law Enforcement. We may release PHI if asked to do so by a law enforcement official:

In response to a court order, warrant, summons, or similar process;

To identify or locate a suspect, fugitive, material witness, or missing person;

About the victim of a crime under certain limited circumstances;

About a death we believe may be the result of criminal conduct;

About criminal conduct on our premises; or

In emergency circumstances, to report a crime, the location of a crime or the victims, or the identity, description or location of the person who committed the crime

Coroners, Medical Examiners, and Funeral Directors. \We may release PHI to a coroner or medical examiner. We may also release PHI about patients to funeral directors as necessary to carry out their duties.

National Security and intelligence Activities. We may release PHI about you to authorize federal officials for intelligence, counterintelligence, and other national security activities authorized by law,
or to authorized federal officials so they may provide protection to the President or foreign heads of state.

Inmates. If you are an inmate of a correctional institution or under the custody of a law enforcement official, we may release PHI about you to the correctional institution or law enforcement official.
This release would be necessary (1) to provide you with health care; (2) to protect your health and safety or the health and safety of others; or (3) for the safety and security of the correctional
institution.

Serious Threats. As permitted by applicable law and standards of ethical conduct, we may use and disclose PHI if we, in good faith, believe that the use of disclosure is necessary to prevent or lessen a
serious and imminent threat to the health or safety of a person or the public or is necessary for law enforcement authorities to identify or apprehend an individual.

Note: HiV-related information, genetic information, alcohol and/or substance abuse records, mental health records, and other specially protected health information may enjoy certain special
confidentiality protections under applicable state and federal law. Any disclosures of these type of records will be subject to these special protections.

OTHER USES OF YOUR HEALTH INFORMATION
Certain uses and disclosures of PHI will be made only with your written authorization, including uses and/or disclosures: (a) of psychotherapy notes (where appropriate); (b) for marketing purposes;
and (c) that constitute a sale of PHI under the Privacy Rule. Other uses and disclosures of PHI not covered by this notice or the laws that apply to us will be made only with your written authorization.
You have the right to revoke that authorization at any time, provided that the revocation is in writing, except to the extent that we already have taken action in reliance on your authorization.

YOUR RIGHTS

1. You have the right to request restrictions on our uses and disclosures of PHI for treatment, payment, and health care operations. However, we are not required to agree to your request. We are,
however, required to comply with your request if it relates to a disclosure to your health plan regarding health care items or services for which you have paid the bill in full. To request a restriction,
you may make your request in writing to the Privacy Officer at New York Breast Health.
2. You have the right to reasonably request to receive confidential communications of your PHI by alternative means or at alternative locations. To make such a request, you may submit your request
in writing to the Privacy Officer at New York Breast Health.
3. You have the right to inspect and copy the PHI contained in your medical/billing records, except:

(i) for psychotherapy notes, (i.e., notes that have been recorded by a mental health professional documenting counseling sessions and have been separated from the rest of your medical record);

(i) for information compiled in reasonable anticipation of, or for use in, a civil, criminal, or administrative action or proceeding;

(iii) for PHIinvolving laboratory tests when your access is restricted by law;

(iv) if you are a prison inmate, and access would jeopardize your health, safety, security, custody, or rehabilitation or that of other inmates, any officer, employee, or other person at the

correctional institution or person responsible for transporting you;

(v) if we obtained or created PHI as part of a research study, your access to the PHI may be restricted for as long as the research is in progress, provided that you agreed to the temporary

denial of access when consenting to participate in the research;

(vi) for PHI contained in records kept by a federal agency or contractor when your access is restricted by law; and

(vii) for PHI obtained from someone other than us under a promise of confidentiality when the access requested would be reasonably likely to reveal the source of the information.

(viii) In order to inspect or obtain a copy of your PHI, you may submit your request in writing to the Medical Records Section at New York Breast Health. If you

request a copy, we may charge you a fee for the costs of copying and mailing your records, as well as other costs associated with your request.

(ix) We may also deny a request for access to PHI under certain circumstances if there is a potential for harm to yourself or others. If we deny a request

(x) foraccess for this purpose, you have the right to have our denial reviewed in accordance with the requirements of applicable law.
4. You have the right to request an amendment to your PHI but we may deny your request for amendment if we determine that the PHI or record that is the subject of the request:

(i) Was not created by us, unless you provide a reasonable basis to believe that the originator of PHI is no longer available to act on the requested amendment;

(i) Is not part of your medical or billing records or other records used to make decisions about you;

(iii) Is not available for inspection as set forth above; or

(iv) Is accurate and complete.
In any event, any agreed upon amendment will be included as an addition to, and not a replacement of, already existing records. In order to request an amendment to your PHI, you must submit your
request in writing to the Medical Records Section at our office along with a description of the reason for your request.

5. You have the right to receive an accounting of disclosures of PHI made by us to individuals or entities other than to you for the six years prior to your request, except for disclosures:
(i) to carry out treatment, payment, and health care operations as provided above;
(i) incidental to a use or disclosure otherwise permitted or required by applicable law;
(iii) pursuant to your written authorization;
(iv) to persons involved in your care or for other notification purposes as provided by law;
(v) for national security or intelligence purposes as provided by law;
(vi) to correctional institutions or law enforcement officials as provided by law;
(vii) as part of a limited data set as provided by law.
(viii) To request an accounting of disclosures of your PHI, you must submit your request in writing to the Privacy Officer at our office. Your request must state a specific time period for the
accounting (e.g., the past three months). The first accounting you request within a twelve (12) month period will be free. For additional accountings, we may charge you for the costs of
providing the list. We will notify you of the costs involved, and you may choose to withdraw or modify your request at that time before any costs are incurred.

6. You have the right to receive a naotification, in the event that there is a breach of your unsecured PHI, which requires notification under the Privacy Rule.

COMPLAINTS
If you believe that your HIPAA privacy rights have been violated, you should immediately contact the Privacy Officer at 516-676-7676. We will not take action against you for filing a complaint. You
also may file a complaint with the Secretary of the U.S. Department of Health and Human Services, Region Il Office for Civil Rights, 26 Federal Plaza, New York, NY 10278.
CONTACT PERSON

If you have any questions or would like further information about this HIPAA notice, please contact the Privacy Officer at 516-676-7676. This notice is effective as of February 14, 2018.
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We respect the dignity and pride of each individual we serve. We comply with applicable Federai civil rights laws and do not discriminate on the basis of age, gender, disability, race, color, ancestry, citizenship,
refigion, pregnancy, sexual orientation, gender identity or expression, national origin, medical condition, marital status, veteran status, payment source or ability, or any other basis prohibited by federal, state,
or focal law. Each individual shail be informed of the patient's rights and responsibilities in advance of administering or discontinuing patient care. We adopt and affirm as policy the following rights of patients
who receive services from our facility:

Considerate and Respectful Care

- To receive ethical, high-quality, safe and professional care without discrimination

+ To be free from all forms of abuse and harassment

« To be treated with consideration, respect and recognition of their individuality, including the need for privacy in treatment. This includes the right to request the facility provide a
person of one's own gender to be present during certain parts of physical examinations, treatments or procedures performed by a health professional of the opposite sex, except in emergencies, and
the right not to remain undressed any longer than is required for accomplishing the medical purpose for which the patient was asked to undress

Information Regarding Health Status and Care

To be informed of his/her health status in terms that patient can reasonably be expected to understand, and to participate in the development and the implementation of his/her plan
of care and treatment

The right to be informed of the names and functions of all physicians and other health care professionals who are providing direct care to the patient

The right to be informed about any continuing health care requirements after his/her discharge from the surgery center, and each patient will be provided with written discharge
instructions and when necessary, overnight supplies. The patient shall also have the right to receive assistance from the physician and appropriate staff in arranging for required
follow-up care after discharge

To be informed of risks, benefits and side effects of all medications and treatment procedures, particularly those considered innovative or experimental

To be informed of all appropriate alternative treatment procedures

To be informed of the outcomes of care, treatment and services

To appropriate assessment and management of pain

To be informed if the surgery center has authorized other health care and/or education institutions to participate in the patient's treatment. The patient shall also have a right to know
the identity and function of these institutions, and may refuse to allow their participation in his/her treatment

Decision Making and Notification

To choose a person to be his/her healthcare representative and/or decision maker. The patient may also exercise his/her right to exclude any family members from participating in
his/her healthcare decisions

To have a family member, chosen representative and/or his or her own physician notified promptly of admission to the hospital

To request or refuse treatment. This right must not be construed as a mechanism to demand the provision of treatment or services deemed medically unnecessary or inappropriate
To be included in experimental research only when he or she gives informed, written consent to such participation. The patient may refuse to participate in experimental research,
including the investigations of new drugs and medical devices

To formulate advance directives and be informed prior to receiving treatment how the surgery center will or will not comply with these directives

To leave the surgery center against your physician's advice to the extent permitted by law

Access to Services

To receive, as soon as possible, the free services of a translator and/or interpreter, telecommunications devices, and any other necessary services or devices to facilitate communication
between the patient and the surgery center's health care personnel (e.g., qualified interpreters, written information in other languages, large print, accessible electronic formats)

To bring a service animal into the facility, except where service animals are specifically prohibited pursuant to facility policy (e.g., operating rooms, areas where invasive procedures are
performed, etc.)

To pastoral counseling and to take part in religious and/or social activities while in the surgery center, unless your doctor thinks these activities are not medically advised

To safe, secure and sanitary accommodation and limited refreshments prior to discharge

To access people outside the facility by means of verbal and written communication

To have accessibility to facility buildings and grounds. We recognize the Americans with Disabilities Act, a wide-ranging piece of legislation intended to make American society more
accessible to people with disabilities. The policy is available upon request

To a prompt and reasonable response to questions and requests for service

Access to Medical Records
+ To have his/her medical records, including all computerized medical information, kept confidential and to access information within a reasonable time frame. The patient may decide who
may receive copies of the records except as required by law
+ Upon leaving the healthcare facility and in accordance with the surgery center's policies regarding records requests, patients have the right to obtain copies of their medical records

Ethical Decisions
- To participate prior to receiving treatment in ethical decisions that may arise in the course of care including issues of conflict resolution, withholding resuscitative services, foregoing or
withdrawal of life sustaining treatment, and participation in investigational studies or clinical trials
- If the healthcare facility or its team decides that the patient's refusal of treatment prevents him/her from receiving appropriate care according to ethical and professional standards, the
relationship with the patient may be terminated

Protective Services

To access protective and advocacy services

To be free from restraints of any form that are not medically necessary or are used as a means of coercion, discipline, convenience, or retaliation by staff

To all legal and civil rights as a citizen unless otherwise prescribed by law

To have upon request to patient's physician an impartial review of hazardous treatments or irreversible surgical treatments prior to implementation except in emergency procedures
necessary to preserve your life

To an impartial review of alleged violations of patient rights

To expect emergency procedures to be carried out without unnecessary delay

To give consent to a procedure or treatment and to access the information necessary to provide such consent

To not be required to perform work for the facility unless the work is part of the patient's treatment and is done by choice of the patient

To file a complaint with the Department of Health, Federal, State and/or Local Agencies, or other quality improvement, accreditation or other certifying bodies if he /she has a concern
about patient abuse, neglect, about misappropriation of a patient's property in the facility or other unresolved complaint, patient safety or quality concern.
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Patient Rights (continued)

Payment and Administration

+ To examine and receive an explanation of the patient's healthcare facility's bill regardless of source of payment, and may receive upon request, information relating to the availability of
known financial resources

+ A patient who is eligible for Medicare has the right to know, upon request and in advance of treatment, whether the health care provider or health care facility accepts the Medicare
assignment rate

« To receive, upon request, prior to treatment, a reasonable estimate of charges for medical care

+ To be informed in writing about the facility policies and procedures for initiation, review and resolution of patient complaints, including the address and telephone number of where
complaints may be filed

Additional Patient Rights
+ Except in emergencies, the patient may be transferred to another facility only with a full explanation of the reason for transfer, provisions for continuing care and acceptance by the
receiving institution
« Toinitiate their own contact with the media
+ To get the opinion of another physician, including specialists, at the request and expense of the patient
« To wear appropriate personal clothing and religious or other symbolic items, as long as they do not interfere with diagnostic procedures or treatment
« To request a transfer to another area (if medically appropriate) if another patient or a visitor in the room is unreasonably disturbing him/her

PATIENT RESPONSIBILITIES

The care a patient receives depends partially on the patient him/herself. Therefore, in addition to the above rights, a patient has certain responsibilities. These should be presented to the patient in the spirit of
mutual trust and respect.

To provide accurate and complete information concerning his/her health status, medical history, hospitalizations, medications and other matters related to his/her health

To report perceived risks in his/her care and unexpected changes in his/her condition to the responsible practitioner

To report comprehension of a contemplated course of action and what is expected of the patient, and to ask questions when there is a lack of understanding

To follow the plan of care established by his/her physician, including the instructions of nurses and other health professionals as they carry out the physician's orders

To keep appointments or notifying the facility or physician when he/she is unable to do so

To be responsible for his/her actions should he/she refuse treatment or not follow his/her physician's orders

To assure that the financial obligations of his/her healthcare care are fulfilled as promptly as possible

To follow facility policies, procedures, rules and regulations

To be considerate of the rights of other patients and facility personnel

To be respectful of his/her personal property and that of other persons in the facility

To help staff to assess pain, request relief promptly, discuss relief options and expectations with caregivers, work with caregivers to develop a pain management plan, tell staff when
pain is not relieved, and communicate worries regarding pain medication

To inform the facility of a violation of patient rights or any safety concerns, including perceived risk in his/her care and unexpected changes in their condition.
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