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Faculty Group Practice Patient Demographic Form 
Name (Last. First. MI) Email address 

c: Street Address City State I Zip ·~ 

I 

0: 

E ... Home Phone Work Phone Cell Phone .: 
c: ( ) Preferred D ( ) Preferred D ( ) Preferred D I -..... 
c: SSN Date of Birth I Gender I Marital Status .z 

D Male DFemale o Single o Married o Divorced o Widowed o Separated o Partner o Other 0: 
Q. 

Race Ethnicity Preferred Language Country of Origin 

~ 
Is patient responsible party/guarantor') DY esDNo(lf you are over the age of 18 and not in the care of an institution you are the guarantor as you 

.c arc the person financially responsible for any charges you may incur during your visit) 
·;;; 
c: 
0 1'\ame I Address I City/State/Zip I Relationship to Patient Q.. 

"' .... .. 
"t: 
;...0:: 

Occupation I Employer I Email Address I Date of Birth =Q. 
.~ 
"" c: 
0: 

Home Phone Work Phone Cell Phone c: 
~ ( ) Preferred D ( ) Preferred D ( ) Preferred D 

.... Name Relationship to Patient 
"" ..... c: "" .. 0: 
ell .... 
... c: 

Home Phone Work Phone Cell Phone ... 0 
EU ( ) Preferred D ( ) Preferred D ( ) Preferred D 
"" 

Referring Physician's Name I Physician Phone/Fax (ifknown) 
-; ( ) tc.= 
~ c: Physician Address ... -" 

Primary Care Physician's Name (Check if same as Referring Physician above D) I Physician Phone/Fax (if known) 

Q..£ 
( ) 

u c: 
Physician Address Q.-

Primary Insurance Company Policy# Group# 

c: 
Patient's Relationship to Insured 

I 

Name of Subscriber (if other than patient) 

-~ D Self D Spouse D Child D Other 
0: 

E Subscriber's Social Security# Gender Date of Birth Employer of Subscriber Work Phone ... 
.: D Male DFemale ( ) 
c: - Secondary Insurance Company Policy# Group# .. 
"" c: 
0: ... 
= Patient's Relationship to Insured 

I 

Name of Subscriber (if other than patient) "' c 
D Self D Spouse D Child D Other -
Subscriber's Social Security# Gender Date of Birth Employer of Subscriber Work Phone 

D Male D Female ( ) 

By signing below, I acknowledge that the information I provided is correct to the best of my ability. 

Patient Signature: Date: I I ---------

Guarantor Signature (if other than patient): Date: I I ---------

Form Revised: 7/25/2012 



HEALTH INFORMATION EXCHANGE 
CONSENT FORM 

In this Consent Form, you can choose whether to allow the health care providers listed on the attachment to the Consent 
Form ("Participating Providers") to obtain access to your medical records through a computer network operated by NYU 
Langone Medical Center ("NYULMC HIE") and for NYU Hospitals Center to access your medical records through a computer 
network operated by NYCLIX, which is part of a statewide computer network. This can help collect the medical records you 
have in different places where you get health care, and make them available electronically to the providers treating you. 

You may use this Consent Form to decide whether or not to allow NYU Hospitals Center and the Participating Providers to 
see and obtain access to your electronic health records in this way. You can give consent or deny consent and this form may 
be filled out now or at a later date. Your choice will not affect your ability to get medical care or health insurance 
coverage. Your choice to give or to deny consent may not be the basis for denial of health services. 

The NYULMC HIE and NYCLIX share information about people's health electronically and securely to improve the quality of 
health care services. This kind of sharing is called ehealth or health information technology (health IT). To learn more about 
ehealth in New York State, read the brochure, "Better Information Means Better Care." You can ask your health care provider 
for it, or go to the website www.ehealth4ny.org. 

Please carefully read the information on the back of this form before making your decision. 

Your Consent Choices. You can fill out this form now or in the future. You have the following choices: 

Please check Box 1 or 2: 

D 1. I GIVE CONSENT to ALL of the Participating Providers listed on the attachment to this Consent Form 
to access ALL of my electronic health information through the NYULMC HIE in connection with providing me 
any health care services, including emergency care and I GIVE CONSENT to NYU Hospitals Center to access 
ALL of my electronic health information through NYCLIX in connection with providing me any health care 
services, including emergency care. 

D 2. I DENY CONSENT to ALL of the Participating Providers listed on the attachment to this Consent Form 
to access my electronic health information through the NYULMC HIE for any purpose, even in a medical 
emergency and I DENY CONSENT to NYU Hospitals Center to access ALL of my electronic health 
information through NYCLIX for any purpose, even in a medical emergency. 

NOTE: UNLESS YOU CHECK THE "I DENY CONSENT" BOX, New York State law allows the people 
treating you in an emergency to get access to your medical records, including records that are available 
through the NYULMC HIE and NYCLIX. 

Print Name of Patient 

Signature of Patient or Patient's Legal Representative 

Print Name of Legal Representative (if applicable) 

Patient Date of Birth 

Date 

Relationship of Legal Representative 
to Patient (if applicable) 
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NYU Langone Medical Center Electronic Health Information System 

I have received the NYU Langone Medical Center Electronic Health Information System 
Fact Sheet. It describes (1) the purpose of the NYU Langone Medical Center Electronic 
Health Information System; (2) how it works; and (3) how the providers participating in 
the NYU Langone Medical Center Electronic Health Information System will record and 
access my health information. 

I understand that by signing this form, NYULMC providers directly involved in my care 
may access my health information, including my electronic prescription records, and 
that it will be available to my other health care providers in the system, as described in 
the Fact Sheet. 

I acknowledge receipt of the Electronic Health Information System Fact Sheet and 
consent for all of my providers who participate in the NYU Langone Medical Center 
Electronic Health Information System to create and/or access and use my electronic 
health record (EHR) in order to provide my medical care. I understand that this consent 
will remain in effect unless revoked in writing. 

Signature of patient or representative authorized by law Date 

i--lfnat"-fi1-e--p-atlen-Cn-am-e--(IJrln-fY-afpers-an-------------r-Au-fFlo-rltv--fa-sl9-n--t"l11s--rc;r:m--an-Eeil-aTfofiEe--------------~ 

! signing this form: ! patient (example: parent. legal guardian or 
: ! health care proxy): ! 

---------L------------------------------------------------------------------------------------------------------------1 

10/08/2009 



-----~~,~~~~~~~~ 

NYU Faculty Group Practice 

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

By signing below, I acknowledge that I have been provided a copy of the Notice of Privacy 

Practices as required by the Health Insurance Portability and Accountability Act (HIPAA). In this 

notice I was advised of how health information about me may be used and disclosed by NYU 

Faculty Group Practice physicians and staff. I was also told how I may obtain a copy of this 

information and correct errors in my health information. 

Print Name of Patient 

Signature of Patient (or Financially Responsible Party) 

Relationship to Patient 

Date 

Revised: 8/10/09 
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FACULTY GROUP PRACTICE FINANCIAL POLICIES AND PATIENT RESPONSIBILIT 

I understand that NYU School of Medicine, my treating physicians and their respective designees, will use and disclose my 
health information for all purposes necessary for treatment, payment and health care operations, including but not limited to 
release of information requested by my insurance company (or carrier) and any information necessary for discharge planning 
purposes. 

• ASSIGNMENT OF INSURANCE: I hereby authorize my insurance benefits to be paid directly to NYU School of Medicine. I 
understand I am financially responsible for non-covered services. I authorize the release of any medical or other information 
necessary to process insurance claims on my behalf. 

• FINANCIAL LIABILITY: I have been provided a copy of the NYU School of Medicine financial policies and agree to the 
specified terms. I hereby agree to pay all charges due (or to become due) to NYU School of Medicine for care and 
treatment, including co-payments and deductibles as provided under my plan. Benefits, if any, paid by a third party, will be 
credited on account. I understand that I will be responsible for any charges if any of the following apply: 

• My health plan requires prior authorization or referral by a Primary Care Physician (PCP) before receiving services 
at NYU School of Medicine and I have not obtained such an authorization or referral or I receive services in excess 
of such authorization or referral, and/or 

• My health plan determines that the services I receive at NYU School of Medicine are not medically necessary 
and/or not covered by my Insurance plan, and/or 

• My health plan coverage has lapsed or expired at the time I receive services at NYU School of Medicine, and/or 

• I have chosen not to use my health plan coverage. 

• MEDICARE SIGNATURE ON FILE (Medicare Patients Only): I request that payment of authorized Medicare benefits be 
made either to me or on my behalf to all providers who treat me during my hospital stay or any services furnished to me by 
those providers. I authorize the holder of medical and other information about me to release to Medicare and its agents any 
information needed to determine these benefits or benefits for related services. 

Patient's Medicare Number _______ _ Patient Signature ___________ _ 

• ANCILLARY SERVICES: I understand I may receive certain ancillary medical services while I am at NYU School of 
Medicine; such as, anesthesia, interpretation of cardiac tests, imaging services (e.g., x-rays, MRis) and pathology specimen 
examination. I understand that some physicians may not provide services in my presence, but are actively involved in the 
course of diagnosis and treatment. I hereby authorize payment directly for these services under the policy(s) or plan(s) 
issued to me by my insurance carrier. I understand that I may incur additional charges as a result of these ancillary services; 
I agree to pay all charges due with respect to such services to the extent the charge is due after credit is given for benefits 
paid on my behalf by any third party payor. 

• CANCELED OR NO-SHOW APPOINTMENTS: I understand that I may incur a cancelation fee if I do not provide the 
required notice of cancelation, or if I do not keep my appointment and have not canceled. 

I have been provided the Faculty Group Practice Patient Financial Polices. I understand the information 
listed above which has been fully explained to me. 

Patient Signature Date 

Guarantor Signature Date 

Form Revised: 10/1/2012 
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Pharmacy Information 

With the installation of Epic, the new electronic medical record system, at this practice, your doctor is now able toe­

prescribe. This means that any prescriptions the doctor may give you today will be automatically routed to the pharmacy 

of your choice and we will no longer have to provide you with handwritten prescriptions. In addition, when you run out of 

refills on your medication, the pharmacist can now electronically send renewal requests to this office for approval. 

**Note: Controlled medications are not eligible fore-prescribing. 

Please complete the information below if you are interested in e-prescribing. 

Patient Name: 

Preferred Pharmacy Alternate Pharmacy 

Name of Pharmacy: Name of Pharmacy: 

Address: Address: 

City: City: 

State: State: 

Zip Code: Zip Code: 

Phone Number: Phone Number: 

Fax Number: Fax Number: 

Laboratory Information 

Please indicate by placing a checkmark next to one of the options below to identify your preferred laboratory. Some 

insurance plans require that covered patients utilize specific laboratories; failure to follow their guidelines can lead to bills 

that become the patient's responsibility. If you do not know which laboratory to select, please contact your insurance 

carrier. If you do not select a laboratory, the practice will default any lab tests to NYU laboratory. 

LabCorp 

Quest Labs 

NYU Lab 
Other External Location Please provide name of external location: _________ _ 

L-----------------------L---~ 




