Murray Hill Dermatology Associates, P.C. PATIENT INFORMATION

Philip Orbuch, M.D., F.A.A.D. e Rena S. Brand, M.D., F.A.AD. (please print)
345 East 37th Street, Suite 307 e New York, NY 10016

Today’s Date: / /

Patient’'s Name:

LAST FIRST M.I.
Mailing Address:

STREET CITY STATE zIp
Home Phone: () Work Phone: () Cell phone: ()
Date of Birth: / / SS#: Age: Sex: Marital Status
Co-Pay Amount: $
PATIENT’S EMPLOYER INFORMATION
Occupation: Work Phone: () Ext:
Employer Name:
Address:

STREET CITY STATE zIp
PRIMARY INSURANCE INFORMATION
Insurance Company: Plan Type: [ ]HMO [ JPPO [ JPOS Other:
Group/Policy Number: ID Number:
Insurance Company Address:

STREET CITY STATE zIp
Insurance Company Telephone Number: ( )
Policy Holder's Name: Relationship:
Insured’s Date of Birth: / / Sex: [[M [ ]F Employer: SS#:
SECONDARY INSURANCE INFORMATION
Insurance Company: Plan Type: [ JHMO [ JPPO [ ]JPOS Other:
Group/Policy Number: ID Number:
Insurance Company Address:
STREET CITY STATE zIp

Insurance Company Telephone Number: ( )
Policy Holder's Name: Relationship:
Insured’s Date of Birth: / / Sex: [[M [ ]F Employer: SS#:
EMERGENCY CONTACT:
Name: Relationship: _~ Telephone Number: ()
Address:

STREET CITY STATE zIp
Referred By: Primary Care Physician:

Do we have your permission to discuss your medical condition with any member of your household? [ ] Yes [ ] No

If yes, whom? Relationship: FOR OFFICE USE ONLY

Signature INITIAL




Murray Hill Dermatology Associates, P.C.

Philip Orbuch, M.D., F.A.AA.D. e Rena S. Brand, M.D., F.A.AAD.
345 East 37th Street, Suite 307 e New York, NY 10016

Patient Authorization Form

Patient Name: Provider:

AUTHORIZATION TO RELEASE INFORMATION:

| understand that | am financially responsible for all charges not covered by this authorization. |
hereby authorize the release of medical information pertaining to medical treatment as
requested by my health insurance carrier or the Health Care Financing Administration and its
agencies for determination of benefits coverage.

Signature Date
AUTHORIZATION TO PAY INSURANCE BENEFITS:

| understand that | am financially responsible for all charges not covered by this authorization. |
also understand that it is my responsibility to know and supply Murray Hill Dermatology
Associates, P.C., with insurance authorizations, referrals, and vouchers in accordance with the
policy and procedures of my insurance plan for all services rendered. | hereby authorize
payment directly to the above named physician or his/her billing organization, otherwise payable
to me, but not to exceed the regular charges for the services provided.

Signature Date

If a biopsy is performed, you will be receiving a separate bill from the Laboratory

MEDICARE PATIENTS ONLY

Name of Beneficiary Health Insurance Claim Number

| request that payment of Medicare benefits be made on my behalf to Murray Hill Dermatology
Associates, P.C., and/or its doctors for services rendered to me. | authorize any holder of
medical information about me to release to the Health Care Financing Administration and its
agents, any information needed to determine these benefits or the benefits payable for related
services.

Patient Signature Date



Murray Hill Dermatology Associates, P.C.

Philip Orbuch, M.D., F.A.AD. e Rena S. Brand, M.D., F.A.AAD.
345 East 37th Street, Suite 307 e New York, NY 10016

INITIAL VISIT QUESTIONAIRE

Patient’'s Name: Date of Birth: / /

Please circle the appropriate answer:

Have you ever been treated for, or do you have any of the following?

Duodenal, peptic ulcers, colitis, or intestinal disease ...................... yes no
Tuberculosis or IuNG dISEASE ......c.uiviiiiiii i yes no
Heart disease or pacemaker..........coceiiiiiiiiiiicciiie e, yes no
High blood pressure..... ..., yes no
KidNey diSEASE ....ccvvu i yes no
Liver or gall bladder disease ..........ccccevevviiiiiiiiiii e, yes no
Emotional disorders or psychiatric problems.............ccccooovviiiinennn. yes no
Urinary or bladder problems or infections .........cccc.ccoiiiiiiiieinenen, yes no
Venereal diseases (STDS) .....oiviiiiiiiiiiiiii e yes no
Have you ever been given x-ray or Grenz ray treatments to your skin?:.....yes no

If yes, please list areas treated and the year of treatment.

Have you had a recent operation or accident? ............ccccooveiiiii i, yes no

Use of alcohol: [ ] Never [ ]Social [ ]Moderate

Use of tobacco: [ ] Never [ ] Former/Quit [ ] Current packs/day

Have you or any member of your family had any of the following:

ASTNMA . yes no
Hay fOVEE e yes no
HIVES oo yes no
ECZEMa e yes no
DT F=] o= (T yes no
PSOMIASIS ... yes no
SKIN CANCET ....un i yes no

For any “yes” answers, please list your relationship to the person with that problem.
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INITIAL VISIT QUESTIONAIRE (p.2)

Have you ever had?

Difficulty with the healing of wounds ............cccoeiiiiiiiiii e, yes no
Excessive bleeding when cut...........ccccooooiiiiii i, yes no
Overgrown scars or Keloids ..........cccoeiiiiiiiiiiiciiin e, yes no
Allergic reactions to local anesthetics .............ccccoeviiiiiiiiie e, yes no
Are you allergic to any medications or over-the-counter remedies?............ yes no

If yes, please list:

Are you now taking any medicines or over-the-counter remedies?............. yes no
If yes, please list:

Have you had previous skin diseases or have you been treated ................ yes no
by a dermatologist?
If yes, please describe:

Prior hospitalization(s) and surgery (Please give approximate date):

For Women Only:

Have you had vaginal yeast infections? ...........ccccooeeiiii i, yes no
Are you Pregnant? ... yes no
Are you planning a pregnancCy? .......cciieeeeiiiie e yes no

(Please inform the doctor if you plan on becoming pregnant during your treatment period.)

Signature: Date: / /
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MURRAY HILL DERMATOLOGY ASSOCIATES, P.C.

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.

L What this Is

This Notice describes the privacy practices of MURRAY HILL DERMATOLOGY ASSOCIATES, P.C.
IL Our Privacy Obligations

We are required by law to maintain the privacy of medical and health information about you ("Protected Health
Information" or "PHI") and to provide you with this Notice of our legal duties and privacy practices with respect to
PHI. When we use or disclose PHI, we are required to abide by the terms of this Notice (or other notice in effect at the
time of the use or disclosure).
L. Permissible Uses and Disclosures Without Your Written Authorization

In certain situations, which we will describe in Section IV below, we must obtain your written authorization in
order to use and/or disclose your PHI. However, we do not need any type of authorization from you for the
following uses and disclosures:

A. Uses and Disclosures For Treatment, Payment and Health Care Operations. We may use and

disclose PHI in order to treat you, obtain payment for services provided to you and conduct our "health care
operations" (e.g., internal administration, quality improvement and customer service) as detailed below:

® Treatment. We use and disclose PHI to provide treatment and other services to you--for example, to diagnose
and treat your injury or illness. In addition, we may contact you to provide appointment reminders or
information about treatment alternatives or other health-related benefits and services that may be of
interest to you. We may also disclose PHI to other providers involved in your treatment.

e Payment. We may use and disclose PHI to obtain payment for services that we provide to you--for
example, disclosures to claim and obtain payment from your health insurer, HMO, or other company that
arranges or pays the cost of some or all of your health care (" Your Payor"), or to verify that Your Payor will
pay for health care.

e Health Care Operations. We may use and disclose PHI for our health care operations, which include
internal administration and planning and various activities that improve the quality and cost effectiveness
of the care that we deliver to you. For example, we may use PHI to evaluate the quality and competence of our
physicians, nurses and other health care workers. We may disclose PHI to our office manager in order to
resolve any complaints you may have and ensure that you have a pleasant visit with us.

We may also disclose PHI to your other health care providers when such PHI is required for them to treat you,
receive payment for services they render to you, or conduct certain health care operations, such as quality assessment and
improvement activities, reviewing the quality and competence of health care professionals, or for health care fraud
and abuse detection or compliance.

B. Disclosure to Relatives, Close Friends and Other Caregivers. We may use or disclose PHI to a
family member, other relative, a close personal friend or any other person identified by you when you are present
for, or otherwise available prior to, the disclosure. If you object to such uses or disclosures, please notify the Office
Manager.

If you are not present, you are incapacitated, or in an emergency circumstance, we may

exercise our professional judgment to determine whether a disclosure is in your best interests. If we disclose
information to a family member, other relative or a close personal friend, we would disclose only information that is
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MURRAY HILL DERMATOLOGY ASSOCIATES, P.C.

directly relevant to the person's involvement with your health care or payment related to your health care. We may also
disclose PHI in order to notify (or assist in notifying) such persons of your location, general condition or death.

C. Public Health Activities. We may disclose PHI for the following public health activities: (1) to report
health information to public health authorities for the purpose of preventing or controlling disease, injury or disability;
(2) to report child abuse and neglect to public health authorities or other government authorities authorized by law to
receive such reports; (3) to report information about products and services under the jurisdiction of the U.S. Food and
Drug Administration; (4) to alert a person who may have been exposed to a communicable disease or may otherwise be at
risk of contracting or spreading a disease or condition; and (5) to report information to your employer as required under
laws addressing work-related illnesses and injuries or workplace medical surveillance.

D. Victims of Abuse. Neglect or Domestic Violence. If we reasonably believe you are a victim of abuse,
neglect or domestic violence, we may disclose PHI to a governmental authority, including a social service or protective
services agency, authorized by law to receive reports of such abuse, neglect, or domestic violence.

E. Health Oversight Activities. We may disclose PHI to a health oversight agency that oversees the
health care system and is charged with responsibility for ensuring compliance with the rules of government health
programs such as Medicare or Medicaid.

F. Judicial and Administrative Proceedings. We may disclose PHI in the course of a judicial or
administrative proceeding in response to a legal order or other lawful process.

G. Law Enforcement Officials. We may disclose PHI to the police or other law enforcement officials as
required or permitted or permitted by law or in compliance with a court order or a grand jury or administrative subpoena.

H. Decedents. We may disclose PHI to a coroner or medical examiner as authorized by law.

I. Organ and Tissue Procurement. We may disclose PHI to organizations that facilitate organ, eye or
tissue procurement, banking or transplantation.

J. Research. We may use or disclose PHI without your consent or authorization if an Institutional
Review Board/Privacy Board approves a waiver of authorization for disclosure.

K. Health or Safety. We may use or disclose PHI to prevent or lessen a serious and imminent threat to a
person's or the public's health or safety.

L. Specialized Government Functions. We may use and disclose PHI to units of the government with
special functions, such as the U.S. military or the U.S. Department of State under certain circumstances required by law.

M. Workers' Compensation. We may disclose PHI as authorized by and to the extent necessary to comply
with laws relating to workers' compensation or other similar programs.

N. As required by law. We may use and disclose PHI when required to do so by any other law not already
referred to in the preceding categories.

Iv. Use and Disclosures Requiring Your Written Authorization

A. Use or Disclosure with Your Authorization. For any purpose other than the ones described in Section
III, we only may use or disclose PHI when (1) you give us your authorization on our authorization form ("Your
Authorization"). For instance, you will need to execute an authorization form before we can send your PHI to your life
insurance company, to your child's camp or school, or to the attorney representing the other party in litigation in which
you are involved.

B. Special Authorization. Confidential HIV-related information (for example, information regarding
whether you have ever been the subject of an HIV test, have HIV infection, HIV-related illness or AIDS, or any
information which could indicate that you have ever been potentially exposed to HIV) will never be used or disclosed to
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MURRAY HILL DERMATOLOGY ASSOCIATES, P.C.

any person without your specific written authorization, except to certain other persons who need to know such
information in connection with your medical care, and, in certain limited circumstances, to public health or other
government officials (as required by law), to persons specified in a special court order, to insurers as necessary for
payment for your care or treatment, or to certain persons with whom you have had sexual contact or have shared needles
or syringes (in accordance with a specified process set forth in New York State law). This special written authorization
("Your Special Authorization") is a New York State approved form which is a separate document from Your
Authorization.

There is only one type of disclosure of confidential HIV related information which is permitted with Your
Authorization, as opposed to Your Special Authorization: disclosures to a third party payor for any reason other than
obtaining payment for health care services rendered to you.

C. Marketing Communications. We must also obtain your written authorization ("Your Marketing
Authorization") prior to using your PHI to send you any marketing materials. (We can, however, provide you with
marketing materials in a face-to-face encounter, without obtaining Your Marketing Authorization. We are also permitted to
give you a promotional gift of nominal value, if we so choose, without obtaining Your Marketing Authorization.) In
addition, we may communicate with you about products or services relating to your treatment, case management or care
coordination, or alternative treatments, therapies, providers or care settings. We may use or disclose PHI to identify health-
related services and products that may be beneficial to your health and then contact you about the services and products.

V. Your Individual Rights

A. For Further Information: Complaints. If you desire further information about your privacy rights, are
concerned that we have violated your privacy rights or disagree with a decision that we made about access to PHI, you may
contact our Office Manager. You may also file written complaints with the Director, Office for Civil Rights of the U.S.
Department of Health and Human Services. Upon request, the Office Manager will provide you with the correct address for
the Director. We will not retaliate against you if you file a complaint with us or the Director.

B. Right to Request Additional Restrictions. You may request restrictions on our use and disclosure of PHI
(1) for treatment, payment and health care operations, (2) to individuals (such as a family member, other relative, close
personal friend or any other person identified by you) involved with your care or with payment related to your care, or (3) to
notify or assist in the notification of such individuals regarding your location and general condition. All requests for such
restrictions must be made in writing. While we will consider all requests for additional restrictions carefully, we are not
required to agree to a requested restriction. If you wish to request additional restrictions, please obtain a request form from
our Office Manager and submit the completed form to the Office Manager. We will send you a written response.

C. Right to Receive Confidential Communications. You may request, and we will accommodate, any
reasonable written request for you to receive PHI by alternative means of communication or at alternative locations.

D. Right to Inspect and Copy Your Health Information. You may request access to your medical record file
and billing records maintained by us in order to inspect and request copies of the records. All requests for access must be
made in writing. Under limited circumstances, we may deny you access to your records. If you desire access to your records,
please obtain a record request form from the Office Manager and submit the completed form to the Office Manager. If you
request copies, we will charge you $0.75 for each page. You should take note that, if you are a parent or legal guardian of a
minor, certain portions of the minor's medical record will not be accessible to you (for example, records relating to venereal
disease, abortion, or care and treatment to which the minor is permitted to consent himself/herself (without your consent)
such as HIV testing, sexually transmitted disease diagnosis and treatment, chemical dependence treatment, prenatal care,
care received by a married minor, and contraception and/or family planning services).

E. Right to Revoke Your Authorization. You may revoke Your Authorization, Your Special Authorization,
or Your Marketing Authorization, except to the extent that we have taken action in reliance upon it, by delivering a written
revocation statement to the Office Manager identified below. [A form of Written Revocation is available upon request
from the Office Manager.]

F. Right to Amend Your Records. You have the right to request that we amend PHI maintained in your
medical record file or billing records. If you desire to amend your records, please obtain an amendment request form from the
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MURRAY HILL DERMATOLOGY ASSOCIATES, P.C.

Office Manager and submit the completed form to the Office Manager. All requests for amendments must be in writing. We
will comply with your request unless we believe that the information that would be amended is accurate and complete or
other special circumstances apply.

G. Right to Receive An Accounting of Disclosures. Upon written request, you may obtain an accounting of
certain disclosures of PHI made by us during any period of time prior to the date of your request provided such period does
not exceed six years and does not apply to disclosures that occurred prior to April 14, 2003. If you request an accounting
more than once during a twelve (12) month period, we will charge you [$1.00 per page] of the accounting statement.

H. Right to Receive Paper Copy of this Notice. Upon written request, you may obtain a paper copy of this
Notice, even if you agreed to receive such notice electronically.

VL Effective Date and Duration of This Notice
A. Effective Date. This Notice is effective on April 14, 2003.
B. Right to Change Terms of this Notice. We may change the terms of this Notice at any time. If we change

this Notice, we may make the new notice terms effective for all PHI that we maintain, including any information created or
received prior to issuing the new notice. If we change this Notice, we will post the revised notice in waiting areas of the
Practice. You may also obtain any revised notice by contacting the Office Manager.

VIL Office Manager
You may contact the Office Manager at:
Murray Hill Dermatology Associates, P.C.
345 East 37th Street, Suite 307

New York, New York 10016
(212) 532-5355
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