
pediatrics Associates of Plainvtew
400 South Oyster Bay Road, Suite 207

Hicltsville, NY 1180L

Patient's
Address

Last Name First Na,me
Home Pho'ne

City State- Zip Birth date
Male Female

Last Name
Address

City
Work Phone

Primary:
Insurance Name
Address
city- State-*zi'P-
Insured Party

Pati en t's or Au'thorizeii' Sri gnatu re :

First Name
Home Phone
Birth Date

State- Zip- So'eial Security #
Patient
Relation

State- Zlp-

Secondary:
Insurance Name
Ad dress

[if different from above)

City

Emp
Emp

Ioyer
loyer's Address

Ciry Sta,te 'Zi,p

Ins,u,red Farty,

lnsdrance ID# Ins'urance IE#

Effective Date of Effective Date of

Insu rario,e lnsuran ce

I her,eby authorize the above named physician to furn,ish any and al'l recor'ds pertai'ni'ng to medical history,

services rendered or treatment given to me, or my depend:ents-forlpurposes of review,:investigation or

evaluation of clairns,lauthorize paymentof medica'lbe,nefits to the above na'rn'ed pltysician'

D'a'te:

Please print and complete all information where applicable,



tast Namel

PATIENT INFOR},IAT(ON

First Nante;

Male 

- 
Female 

-
Date of Birth:

Address; I{ome Phone:

Cell Phone:

Mother's Name: occupationl 

-\\/ork 

Phone:

Father,s Name: Occupationi _- \\/ork Phone:

I\,IEDICAL I{ISTORY

Birth Wei

List any p

Allergies:

ghtr 

-- 

Type of Deliveryl Apga;r Score:

roblems while in the nervborn nurser\':

Current Medications:

Surgeries/Operations :

Hospitallzations:

Serious or Chronic i,rn.rr.r,

FANtrLY HISTORY
Please circle if the listed condition has occurred in a fanrill't'nenrber.

Asthma, seizures, diabetes, heart disease, stroke, sudden deatb before age 50,

htgh blood pressure, high cholesterol, kldney failureidialysis,

: c2rlc€r (typ e)-_-, an err-ia./b lo o d diso rd er, colitis/cro b n's ileitis,

metrtal retardation, c0nnectiye tissue dlsease (I-upus. Rheunratoid arthritts, etcJ,

genetic or inherited conditic,ns (specifyl ), deafness,

severe allergic reactions (specifv: ), other

Please note any other medicll information you feel is fm'portaDt:



Pediatric Associates of Ptainview, LLp
Gail Kaden, MD, FAAP [tyse Nayor, DO, FAAP

Brian Rabinowip, MD, FAAP
400 South Oyster Bay Rd, Suite 207 llickwille, Ny I IE0l

Phore (516) E22-1400 Fax (516) \ZLS602

PATIENT AUTIIORIZATION FOR PRACTICE TO RELEASE
Pnorrcrgn HraLrH IxroRM.q,TIoN ro THIRD PARrms

OxB fiwrB _Usp Basrs

By signing this authorization, I a-uthorize Pediatric Associates of Plhinvierv, LLP to use and/or dischse
certain protected health information (PHI) about me (if >18 yrs. of age) or my child to or for t6" parry
or parties listed below.

This authorization allows for provision at any time of my PHI baclk to re if >18 yrs- old or provisbn
of my child's PHI back to me (or other legal guardian) if minor or dependent.

This authoraationpermits Pedifiric Associates of Plainvierv, LLP to use or discbsc wytwychiH's
PHI to the following other parfy or parties:

Specifically the following information such as date(s) of service, level of detail to be released (ie. a
summary or actualcopy of chart information), etc.:

This authorization will expire on

When my information is used or ,Jisclosed pur$uant to thjs authorisatbn, it Bay be s*ie6 to
redisclosure by the recipient and rray no longer be protected by the federal HIPAA Privey RuIe. I
have the right to revoke this authoruation in writing sent to tbe practice Bt 400 Sorrh Oy*ier BEy Rd.,
Suite 207 Hicksville, NY 1 1801 except to the extent that Pediatric Associares of Phiqvi€sr, LLP bss
acted in reliance upon this authorizatioa

Signed by:
Signature of Legal Guardian (or patient if>18 yrs. old) Dde

Full Name of Patient

Relationship to PalieruPrint Name of Legal tiuardian



Pediatric Asssciates of Plainview, LLP
Gail Kaden, MD, FAAP
Ilyse Nayor, DO, FAAP

Briau Rablnowif4 MD, FAAP
400 South Oyster Bay Rd., Suite 207

Hicksvllle, t{Y 11801
Phone (src) n2-M00

Fax (516) 82?.5602

With my qgnseRt, Pediatric Associates of Plainview, LLP may use and,disclsss p1'otected

health infoirnation (PFil) about me to carry ow treatnient, payment and healthcar€
operations (TPO), Please refar to Pediatris Associates of Plainvierv, LLP's Notice of
Privacy Practices for a more complete description of.zuch uses and disclozures.

I arn aware that the Notice of Privaoy Fraetioos,is available for my revierv and tirst upon

request I rnay be furnished with my owu.eopy prior to signing this consent. I arn alvare

that this practioe reserves the right to rovise tts Notice of Privacl, Practices at aay time

and I rnay review and /or request my own copy of any revised notices. By signing this

forq I am consenting to Pediarric fusociates of Plainview's use and disclosre of rn)'

PHI to carry out TPO.-

By signing this forrn, I also authorize Pediatric Associales of Plainvierv, LLP to disclbp
at any time certain PHI about me (if >18 yrs, old) or my child back to me (or other,legal

guardian) if minor or dependent,

I may revoke my consent in writing except to the extent that the practice bas ahady
made disclosures in reliance upon my prior consoot, If I do not sign tbe consed, I

understand that Pediatric Asscciates of Plainview, LLP may decline to provide treatrral
to me,

Signature of Legal Guardian (or Patient if >l8yrs old ) Due

Print Name of Legal Guardiar

FullName of Patient(s)

oF' P.RoTE crED l{Bar,ru IrrnoervraTrro-N

Relationship to Patient



Pediatric Associates of Plainvirew, LLP
Gail Kaden, MD, FAAP Ilyse Nayor,, DO, FAAP

Brian Rabinowitz, MD, FAAP
400 South Oyster Bay Rd., Suite 207 Hicksville t{Y 11801

Phone (516) 822-1400 Fax (51 6) 822-5602

PArrBxr 4.qrnoryzau oN,ro, n P na cru c e ro Rpl;F,$sE
Pnorpcrno HBaluI IxrpnuarlQx ro Tlunn Penrrns

CYBanr.i Basls roR Scqgol. Capr. on Snvtu.n)

By signing'this authorization, i authorize Pediatric Associates of Flainvieu,, LLP to use andlor
disclose eerlain protected health information GfD about me (if >18 yrs. of age) or my child to or
for the party or parties listed bolow.

This authorization allows for p'rovision at any time of my PtlI back to me if >18 yrs. old or
provision of my child's PHI back to me (or other legal guardian) if mi,nor or dopendeot.

This authorization permits Pediatric Associates of Plainview, LLP to use or disclosa nrylmy childis
PFtrI for the following school y:arlcalendsr year _
intheformatofareiuiredschoolphysicalorspo@r'carrip.ph,ysica|or
other group extraourricular physical if requested by me tothe following entity/entiriesi

School:

Camp:

Other:

This authorization will expire o:r iI not a specified yesr as above

When my information is used or disclosed pursuant to this authorizatioq it may be strbjea to
redisclosure by the recipient anc may no longer be protected by the federal HIPAA Privacy Rule. I

have the right to revoke this authorization in writing sent to the pr:actice at 400 South Q,ster Bay
Rd,, Suite 207 Hicksville, NY 11801 except to the extent that Pediatric Associates of Plainvierv,

LLP has acted in reliance upon this authorization,

Signed by:

Signature of Legal G.rardian (or patient if > I 8 ns. old) Date

Relatio*hiP io Patient

Full Name of Patient



Pediatrlc Assoclates of plalnvlew, L.L.p,
. Gatl Kaden, M.D. F.A.A,p.
llyse Nayor, D,O., F.A,A.p

Brlan Rablnowltz, M,D., F,A,A,).
400 South Oyster Bay Road Ste ?07

Hlcksvllle, New Yor.k 11801
Phonel (SX6) SZZ" t4O0 ':. .

raxl (S1.6) aZZ" S6Oa

Re: Fees & payrent, " "*

I understand that lt ls my responslblllty to confirm that at least on, of the followlng provlders,
Gall Kaden' M'D" llyse Nayor, 0,o., or Erlan Rablnowltz, M,D., ls a parflqlpatlng provlder and is llsted asmy PCP (lf necegsary under my pollcy). Further, I understand that my rnsurance company may not cover100% of my bllls for servlces provided, and that I wlll be responslble for the payment of any remalnlngbalance due.

I understand that it is my responsibility to provide pedlatrlc Associates of plalnview wlthapproprlate and current lnsurance lnformaflon- and to notlfy the offlce lmmedlately upon any change inmy lnsurance coverage'to ensure efficient claims bllllng and payment, ln the event that I fall to provldeall necessary and current insurance tnformatlon, r understanu *,,rirv r.;;;;;pany (res) maydeny payment of clalms relating to services rendered to me, and I understand that I may be fullyresponslble for my entlre account balence,

I understand that I will be responslble for paylng co-paymen:s, deducflbles, and any fees relatingto servlces rendered that are not fully (or at all) covered by my'lnsurance comBany (les), includlngadmlnlstrailve fees.

Slgneture
Date

Prlnt Name
Prlnt Chlld's ilame

ffit



Pediatric Associates of Plain riew,
400 South OYster BaY Road, Suite

Hicksville, New York 11801 Phone

L.L.P.
207
(516) 822-1400 FAX: (516) 8?2-560?

Patient Name

Address

D.O.B,-l-l-
State-ZlP

Phone #

I her,eby authorize the Medical Records Dept staff at

information from my medic,al record to (if self please

Pediatric Associates of Plainvlew
400 S. Oyster Bay Road Suite 207
Hicksville NY 1 1801 (516-) 822-1400

3. For the purpose of: Contihued Treatment
I request the information released to include the following items:

Outpatient / Office Record including lmmunizations, growth charts, lab work, well check-
ups, problem list, and specialists' letters'

Any exclusions, please sPecifY:

7.

CONFI DENTIAL INFORMATION

lf the requested portion of the record contains information pertaining to mental health or drug or alcohol
treatment or contains HIV related information, you must specifically authorize the release of such

information by initialing one or hoth of the followlng:

I understand that if my record concerns information concerning mental health and/or drug and

ffi-treatnrentr such information will be released pursuant to this authorization.

I urderstand that if my record contains confidential HtV related information, such informafion will

Uc r*easeO pursuant to this authorization form. Confidential HIV related information is any information

intticating gtata per.son had an HIV related tgst, orhas HIV infection, HIV related illness orA|DS, or any

informati6n whlch could indicate that a person has been potentially exposed to HlV.

I know I do not have to allow release of HIV related lnformation and thal I can change my mind at any time before it is released. lf I

eiferience discriminaflon because of rebase of HIV confidential inforrndron I can call the NYS Division of Human Rtghts at (212)

48b-2493 and/or the NYC' Commission cf Human Rights at (212) 306-7450

Thls authorlzatlon wlll automagcally explre wlthln 6 months from the date of signature. I understand that I have a right to

revoke this authorlzation at any flme, I understand that if I revoke this authonzation I must do so in writing and present my written

revocation to the Medical Rec6rds Deparlment at Pedlatric Associates of Planr're.v. I understand thatthe revocation vrill not apply

to information that has already been relee sed in response to this authoruabon

I also understand that ln an effort to prevent unauthorized re-disdosure, POdratrrc AssOciates of Plainview attaches a notice when

sendlng out records that states " re-disclcsure is prohibited.'However. the potential for an unauthorized re-disclosure may not be

protected by federal confidentiality rules,

I also understand that in order to proce;s this request to reproduce rnedical record information on a timely basis, Pediatric

Assoclates of plainvlew, from whom I am requesting information, may utdae a photocopy service and my signature authorizes the

release of information to such photocopy sarvice for the purpose of saUsfynng thls request.

Signature Date

to release1.

2.

indicate below):

4.

8.

Print Name Relationship to patient

A


