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NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/1/02)

. . NY Premier Medical Practice, P.C. d/b/a .
I, , ("Assignor") hereby assign to  NY Spine Care Interventional Pain Managment , ("Assignee")

(Print patient's name) (Print hospital or health care provider name)
all rights privileges and remedies to payment for health care services provided by assignee to which | am
entitled under Article 51 (the No-Fault statute) of the Insurance Law.

The Assignee hereby certifies that they have not received any payment from or on behalf of the Assignor and

shall not pursue payment directly from the Assignor for services provided by said Assignee for injuries sustained

due to the motor vehicle accident which occurred on , not withstanding any other agreement
(Print accident date)

to the contrary.

This agreement may be revoked by the assignee when benefits are not payable based upon the assignor’s lack
of coverage and/or violation of a policy condition due to the actions or conduct of the assignor.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO,
IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND
SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF
THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

(Print name of Patient) (Signature of Patient)

(Date of signature)

(Address of Patient)
NY Premier Medical Practice, P.C. d/b/a F ﬂ/—\
NY Spine Care Interventional Pain Managment /
Dr. Ji Han, M.D. L
(Print name of Provider) (Signature of Provider)

188-16 Northern Blvd

(Date of signature)

Flushing, NY 11358
(Address of Provider)

NYS FORM NF-AOB (Rev 1/2004)



JiHan, M.D.

188-16 Northern Blvd.

&
‘% i" Flushing, New York 11358
' 4 Tel: 718.762.7000 Fax: 718.762.7002

Interventional Pain Management

i

Medical Lien

To Attorney:

RE: Reports and Lien for:

(Patient Name)

Date of Injury:

I hereby authorize and direct, you, my attorney, to pay directly to NY Premier Medical Practice,
P.C., dba NY Spine Care Interventional Pain Management, Dr. Ji Han (herineafter NY Spine
Care) such sums as may be due and owing NY Premier Medical Practice, P.C. for medical
services rendered to me by reason of this accident and to withhold such sums from any
settlement, judgment or verdict as may be necessary to adequately protect NY Premier Medical
Practice, P.C. I further give a lien on my case to NY Premier Medical Practice, P.C. against
any proceeds of any settlement, judgment or verdict which may be paid to you, my attorney, or
to myself, as the result of the injuries for which I have been treated or injuries in connection
therewith.

I fully understand that I am directly and fully responsible to NY Premier Medical Practice,
P.C. for all medical bills submitted by NY Premier Medical Practice, P.C. for services rendered
to me and that this agreement is made solely for NY Premier Medical Practice, P.C.’s additional
protection and in consideration of NY Premier Medical Practice, P.C. awaiting payment. I
further understand that such payment is not contingent on any settlement, judgment or verdict
from which I may eventually recover said fee.

In the case of automobile accidents, where no-fault regulations govern the medical
reimbursement, this lien will be effective only to the extent of those applicable no-fault
regulations. Namely, this lien will only be effective in the event of lack of coverage and/or
violation of a policy condition due to my actions.

Date: Patient's Signature:
(Guardian Signature if Patient is a Minor)

The undersigned, being the attorney of record for the above patient, does hereby agree to observe
the terms of the above and agrees to withhold such sums from any settlement, judgment or
verdict as may be necessary to adequately protect NY Premier Medical Practice, P.C.

Date: Attorney's Signature:
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] OCA Official Form No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

Patient Name Date of Birth Social Security Number

Patient Address

I, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), I understand that:

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on
the appropriate line in Item 9(a). In the event the health information described below includes any of these types of information, and I
initial the line on the box in Item 9(a), I specifically authorize release of such information to the person(s) indicated in Item 8.

2. If I am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is
prohibited from redisclosing such information without my authorization unless permitted to do so under federal or state law. I
understand that I have the right to request a list of people who may receive or use my HIV-related information without authorization. If
I experience discrimination because of the release or disclosure of HIV-related information, I may contact the New York State Division
of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are
responsible for protecting my rights.

3. I have the right to revoke this authorization at any time by writing to the health care provider listed below. I understand that I may
revoke this authorization except to the extent that action has already been taken based on this authorization.

4. I understand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure.

S. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this
redisclosure may no longer be protected by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).

7. Name and address of health provider or entity to release this information:

8. Name and address of person(s) or category of person to whom this information will be sent:
NY Spine Care Interventional Pain Management - Dr. Ji Han P: (718) 762-7000 F: (718) 762-7002

9(a). Specific information to be released:
U Medical Record from (insert date) to (insert date)
0 Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films,
referrals, consults, billing records, insurance records, and records sent to you by other health care providers.

Q Other: Include: (Indicate by Initialing)
Alcohol/Drug Treatment
Mental Health Information
Authorization to Discuss Health Information HIV-Related Information
(b) Q By initialing here I authorize
Initials Name of individual health care provider

to discuss my health information with my attorney, or a govemmental agency, listed here:

(Attorney/Firm Name or Governmental Agency Name)

10. Reason for release of information: 11. Date or event on which this authorization will expire:
QO At request of individual
4 Other:

12. If not the patient, name of person signing form: 13. Authority to sign on behalf of patient:

All items on this form have been completed and my questions about this form have been answered. In addition, I have been provided a
copy of the form.

Date:

Signature of patient or representative authorized by law.

* Human Immunodeficiency Virus that causes AIDS. The New York State Public Health Law protects information which reasonably could
identify someone as having HIV symptoms or infection and information regarding a person’s contacts.
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Telehealth Appointment Consent Form
This consent is for all telehealth services provided to me by
Ji Han, MD

Telehealth is the use of the Internet to provide remote health care for patients. Such care may come
from doctors, nurses, mental health providers, and professional health educators.

Specifically, a health care professional will be communicating with me remotely via the Internet using
doxy.me web-based audio-video software (referred to in this form as Telehealth Appointment).
Doxy.me only hosts the software and does not provide medical advice or information.

This Telehealth Appointment may be for diagnosis, continuity of care, treatment, testing, or medical
consultation deemed necessary by my Healthcare Provider or me.

| understand that during a Telehealth Appointment

e details of my medical history and personal health information may be discussed with me and/or
other health professionals;

e audio, video, or photo recordings containing medical details may be transmitted via secure
channels and those details may become part of my permanent medical record;

e all confidentiality protections granted to me by various state and federal laws also apply to my
care during this appointment;

e industry-standard network and software security protocols are in place that protect the privacy
of the communication and safeguard my transmitted information against eavesdropping and
corruption;

e there may be security and privacy risks associated with Internet-based communications;

e there are benefits and limitations when compared to a traditional in-person visit due to the fact
that | will not be in the same room as my healthcare provider;

e either my Healthcare Provider or | can discontinue the Telehealth Appointment if either of us
feelsthat the information obtained through remote communications is not adequate for
diagnostic decision-making or for providing the care | desire;

e in addition to my Healthcare Provider named above, | will be informed of any other person(s)
who may be present during the appointment and have the right to have them leave the viewing
and listening area;

e to maintain my privacy, | need to ensure that my viewing and listening area is limited to myself
and any other person that has a need to participate during the virtual appointment;



e due to the limitations of telehealth that are out of my control (such as an unreliable internet
connection), | will call local authorities (9-1-1) to assist me with a medical emergency;

e | have the right to omit or withhold specific details of my medical history/physical examination
that are personally sensitive;

e my Healthcare Provider may advise me to seek immediate treatment or determine that there is
a medical emergency and, as such, local authorities may be given my personal details to assist
me;

e the communication is privileged and confidential, and | will not record the audio or video
without first seeking the permission of my Healthcare Provider.

THEREFORE, BY CONSENTING TO THIS TELEHEALTH APPOINTMENT:

1. | desire to engage in remote audio-visual communication with my Healthcare Provider.

2. | understand the risks and benefits of using Internet-based communications and that no results can
be guaranteed.

3. 1 acknowledge that if the Healthcare Provider believes that remote communication is insufficient for
treatment, consultation, or evaluation, then | will be offered alternate services or options.

4. | understand that | may be responsible for co-payments, deductibles, or other charges from my
Healthcare Provider, and additional charges may occur for services related to this appointment.

5. 1 understand that some parts of the exam involving physical tests may be conducted by individuals at
my location, or at a testing facility, at the direction of the Healthcare Provider.

6. | have ability to ask direct questions to my Healthcare Provider about this appointment, including
details about the Healthcare Provider's privacy policy.

7. If my questions are not answered to my satisfaction, | have the right to terminate the appointment.

8.1 am at least 18 years of age.

Patient Name:

(=]l

Signature: O]

*® Spanish

Initials:




