
      IDEAL   MEDICAL   CARE   OF   NEW   YORK,   PLLC       Registration   Form    2020   

  
Today’s   date :    _____/____/_____       

Name :    Last_____________________________,   First___________________________,   MI   ____      

Birth   date :   _____/____/_____            Birth   Sex:    M   ☐   /   F   ☐   Social   Security   number :   ___________________   

Home   Address :    Street____________________________,   City__________________,   State:_______,   zip:____________   

Phone :    Cell:   _______________________,     Home:   ________________________,     Job:   ___________________________   

E-Mail   Address :    _________________________________    @     ___________    .    COM   

Emergency   Contact   1:    Name:   _________________________Phone:   _____________________   Rela�on:   ___________  

                            Do   you   permit   us   to   share   your   medical   informa�on   with   this   person:     Yes    ☐   /   No   ☐   

Emergency   Contact   2:    Name:   _________________________Phone:   _____________________   Rela�on:   ___________  

                            Do   you   permit   us   to   share   your   medical   informa�on   with   this   person:     Yes    ☐   /   No   ☐   

  

Demographics:    Race :    Asian☐,   Black☐,   White☐,   Hispanic   or   La�no☐,   Na�ve   Hawaiian☐,   Other____   

Ethnicity :   La�no   or   Hispanic☐,    Non-La�no   or   Non-Hispanic☐,   Other_______________   

Occupa�on :   _____________ Marital   Status :   __________________   

Religion : _____________   Preferred   Language :   ___ __________ _     

Smoking   status :   Never☐,   Formal   smoker☐,   Daily☐,   Occasionally☐   

Special   Need : None☐,   Cane☐,   Wheelchair☐,   Homebound☐,   Blind☐,   Deaf☐   

  

Tele-Health    allows   me   to   have   video   or   phone   appointments   with   my   Dr.   I   have   read   the   details   on   the   next   

page   of   this   form   and   I   am   giving   consent   for   it:    Yes     ☐     /    No    ☐   

Appointment   Cancella�on   &   No-Show   policies :   I   have   read   the   office   policies   related   to   appointment  

cancella�ons   or   no-shows   penal�es   on   the   next   page.     

  

Pharmacy:    Name:   _____________________,   City:   ________________,   Zip:   __________,   Phone:   ___________________   

  

Insurance   Informa�on:        ☐    No   Insurance   

Primary   Insurance:      Ins.   Company:   _____________________,   ID   #:__________________,   Group   #:____________   

                 Policy   holder’s   name:   Last_________________________,   First___________________________,   MI_______   

Rela�on   to   the   pa�ent:   _________________,   Birth   date:   ________________   S.S#:______________________     

Address:   Street_________________________________,   City:   _________________,   State:   _____.   Zip:   _____     

Employer’s   name:   ___________________________   ,   Employer’s   phone:   _____________________________   

Addi�onal   Insurance:    Ins.   Company:   _____________________,   ID   #:__________________,   Group   #:____________   

  

Please   read   the   next   page   carefully   for   our   policies/info   and   then   sign   here:   

Pa�ent’s   Signature:    _________________________   ,   Date:   _______________________   

Parent/guardian’s   Name:   __________________   ___,   Rela�on:   ____________,   Signature:   _____________   

  



      IDEAL   MEDICAL   CARE   OF   NEW   YORK,   PLLC         Registration   Form   
  
  

Office   Appointment   &   No-Show   Policies:   
No   Show   or   Late   Cancella�on :     
[We   request   at   least   24-hour   no�ce    to   cancel   or   reschedule   an   appointment.   Please   call   us   during   
office   hours   to   cancel   or   reschedule.   Not   informing/Late-cancella�on/Leaving   messages   on   answering   
machine   are   considered   as   “No   Show”   and   you   will   be   charged   a   $50.00    fee .   This   fee   is   not   paid   by   
your   insurance   company.   You   are   responsible   to   pay   it.   A�er   three   “no-shows”   in   a   calendar   year,   we   
have   the   right   to   dismiss   you   from   our   prac�ce.   
Walk-in   appointments   are   for   URGENT   medical   ma�ers   only.   Appointments   are   required   for   
non-urgent   ma�ers]   
I   have   read   &   agree   with   the   above   office   appointments   policies.   
  

Advance   Beneficiary   No�ce   (ABN)   &   Agreement:   
I  hereby  authorize  IDEAL  MEDICAL  CARE  OF  NEW  YORK,  PLLC.,  the  physicians  (including  covering                
physicians)  and  other  medical  staff  to  provide  such  medical  care  and  treatment,  including               
immuniza�ons,  as  deemed  necessary  or  advisable  at  each  encounter.  I  acknowledge  that  no               
assurances  have  been  made  concerning  the  results  from  any  services  that  I  will  receive  from  IDEAL                  
MEDICAL   CARE   OF   NEW   YORK,   PLLC.     
I  authorize  payment  directly  to  IDEAL  MEDICAL  CARE  OF  NEW  YORK,  PLLC.  for  the  services.  I                 
understand  that  I  am  financially  responsible  for  all  charges  not  covered  by  the  insurance  including                 
services,  supplies  and  copayments/deduc�bles.  I  am  responsible  to  know  how  my  plan  works  and  I                 
acknowledge  responsibility  for  any  payment  denied  due  to  seeing  a  provider  out  of  network  or  due  to                   
incomplete   or   inaccurate   informa�on   provided.   
Advance  Beneficiary  No�ce  (ABN):  (Physician/PA  at  Ideal  Medical  Care  of  New  York,  PLLC.  may                
some�mes  offer/deliver  services/procedures/tests  that  he/she  may  determine  to  be  ‘reasonable  and             
necessary’  based  on  the  informa�on  available.  If,  under  Medicare  or  other  insurance’s  standards  your                
diagnosis  does  not  support  these  services/procedures/tests,  Medicare/other  insurance  will  deny            
coverage.  In  such  cases  the  billing  will  be  forwarded  to  you  and  you  will  be  responsible  for  the  cost  of                      
these  services,  not  the  physician  or  the  company).  In  such  a  case  I  agree  to  be  personally  and  fully                     
responsible   for   the   payment.   

  
Tele-Health/Virtual   Care:      
(It  means  VIDEO  &  PHONE  APPOINTMENTS  and  PORTAL/TEXTING  communica�ons.  IT  GIVES  EASE  OF               
ACCESS  BETWEEN  THE  PATIENT  AND  HIS  OR  HER  PHYSICIAN.  WHEN  NEEDED  YOU  CAN  GET  MEDICAL                 
HELP   FROM   THE   COMFORT   OF   YOUR   HOME.   This   can   be   ini�ated   by   the   pa�ent   or   by   the   provider)   
I  understand  that  Tele-health  is  not  for  life-threatening  emergencies.  In  such  cases  911  should  be                 
called.  I  understand  that  INSURANCE  eligibility/rules/policies/fee  apply.  I  agree  to  be  responsible  for               
the  cost  of  the  fees  associated  with  Virtual  Visits  that  are  not  covered  by  insurance  or  third  party                    
payment,   including   copays   and   deduc�bles.     
  

Acknowledgment   of   Receipt   of   No�ce   of   Privacy   Prac�ces :   (HIPAA)   
(No�ce   of   privacy   prac�ces   explains   how   we   may   use/   disclose   your   protected   health   informa�on   and   
what   are   your   rights   in   this   regard.    It’s   available   in   the   wai�ng   room,   by   the   recep�onist   desk   and   
online   @   Idealmedicalcare.net   for   your   convenience)   
I  have  reviewed  this  prac�ce’s  No�ce  of  Privacy.  I  have  been  given  the  opportunity  to  ask  ques�ons  in                    
this   regard   to   fully   understand   it.   

  
Cer�fica�on:   I  confirm  that  the  above  informa�on  has  been  read  by  me  /  above  informa�on  has  been                   
explained   to   me   on   request,   and   that   I   fully   understand   all   of   the   above.   
I   cer�fy   that   all   the   informa�on   given   by   me   is   complete   and   accurate   to   my   knowledge.   
In  case  of  minors  /  dependents ,  I  cer�fy  that  I  am  the  legal  guardian  and  grant  permission  to  receive                     
services   offered   by   Ideal   Medical   Care   of   New   York,   PLLC.   

   A�er   reading   the   above   carefully,   please   sign   on   the   previous   page.   



(including OTC meds, vitamins, herbal medicines)



Patient/Guardian’s Signature:

Any details:Other Surgeries:

Details:
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Authorization for Access to Patient Information 
New York State Department of Health Through a Health Information Exchange Organization 

 

 
Patient Name Date of Birth Patient Identification Number 

Patient Address 

I request that health information regarding my care and treatment be accessed as set forth on this form. I can 
choose whether or not to allow Ideal Medical Care of NY, PLLC to obtain access to my medical records through 
the health information exchange organization called Healthix. If I give consent, my medical records from different 
places where I get health care can be accessed using a statewide computer network. Healthix is a not-for-profit 
organization that shares information about people’s health electronically to improve the quality of healthcare and 
meets the privacy and security standards of HIPAA, the requirements of the federal confidentiality laws, 42 CFR 
Part2, and  New York State Law. To learn more visit Healthix’s website at www.healthix.org. 

 

The choice I make in this form will NOT affect my ability to get medical care. The choice I make in this 
form does NOT allow health insurers to have access to my information for the purpose of deciding 
whether to provide me with health insurance coverage or pay my medical bills. 

 

My Consent Choice. ONE box is checked to the left of my choice. 
I can fill out this form now or in the future. 
I can also change my decision at any time by completing a new form. 

 

 1. I GIVE CONSENT for Ideal Medical Care of NY, PLLC to access ALL of my electronic health 
information through Healthix to provide health care. 

 
   

 2. I DENY CONSENT for Ideal Medical Care of NY, PLLC to access my electronic health information 
through Healthix for any purpose. 

If I want to deny consent for all Provider Organizations and Health Plans participating in Healthix to access my 
electronic health information through Healthix, I may do so by visiting Healthix’s website at www.healthix.org or 
calling Healthix at 877-695-4749. 

 
My questions about this form have been answered and I have been provided a copy of this form. 

 
Signature of Patient or Patient’s Legal Representative Date 

Print Name of Legal Representative (if applicable) Relationship of Legal Representative to Patient (if applicable) 
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Details about the information accessed through Healthix and the consent process: 
 

1. How Your Information May be Used. Your electronic health information will be used only for the following healthcare 

services: 

• Treatment Services. Provide you with medical treatment and related services. 

• Insurance Eligibility Verification. Check whether you have health insurance and what it covers. 

• Care Management Activities. These include assisting you in obtaining appropriate medical care, improving the 
quality of services provided to you, coordinating the provision of multiple health care services provided to you, or 
supporting you in following a plan of medical care. 

• Quality Improvement Activities. Evaluate and improve the quality of medical care provided to you and all patients. 
 

2. What Types of Information about You Are Included. If you give consent, the Provider Organization listed may access 
ALL of your electronic health information available through Healthix. This includes information created before and after the 
date this form is signed. Your health records may include a history of illnesses or injuries you have had (like diabetes or a 
broken bone), test results (like X-rays or blood tests), and lists of medicines you have taken. This information may include 
sensitive health conditions, including but not limited to: 

• Alcohol or drug use 

problems 

• Birth control and abortion 

(family planning) 

• Genetic (inherited) 

diseases or tests 

• HIV/AIDS 

• Mental health conditions 

• Sexually transmitted 

diseases 

• Medication and Dosages 

• Diagnostic Information 

• Allergies 

• Substance use history 

summaries 

• Clinical notes 

• Discharge summary 

• Employment Information 

• Living Situation 

• Social Supports 

• Claims Encounter Data 

• Lab Test 

3. Where Health Information About You Comes From. Information about you comes from places that have provided you 
with medical care or health insurance. These may include hospitals, physicians, pharmacies, clinical laboratories, health 
insurers, the Medicaid program, and other organizations that exchange health information electronically. A complete, 
current list is available from Healthix. You can obtain an updated list at any time by Healthix’s website at www.healthix.org 
or by calling 877-695-4749. 

 
4. Who May Access Information About You, If You Give Consent. Only doctors and other staff members of the 

Organization(s) you have given consent to access who carry out activities permitted by this form as described above in 
paragraph one. 

 
5. Public Health and Organ Procurement Organization Access. Federal, state or local public health agencies and certain 

organ procurement organizations are authorized by law to access health information without a patient’s consent for certain 
public health and organ transplant purposes. These entities may access your information through Healthix for these 
purposes without regard to whether you give consent, deny consent or do not fill out a consent form. 

 
6. Penalties for Improper Access to or Use of Your Information. There are penalties for inappropriate access to or use of 

your electronic health information. If at any time you suspect that someone who should not have seen or gotten access to 
information about you has done so, call Ideal Medical Care of NY, PLLC at 516-285-4356 ; or visit Healthix’s website: 
www.healthix.org; or call the NYS Department of Health at 518-474-4987; or follow the complaint process of the federal Office 
for Civil Rights at the following link: http://www.hhs.gov/ocr/privacy/hipaa/complaints/. 

 

7. Re-disclosure of Information. Any organization(s) you have given consent to access health information about you may 
re-disclose your health information, but only to the extent permitted by state and federal laws and regulations. Alcohol/drug 
treatment-related information or confidential HIV-related information may only be accessed and may only be re-disclosed 
if accompanied by the required statements regarding prohibition of re-disclosure. 

 
8. Effective Period. This Consent Form will remain in effect until the day you change your consent choice, death or until 

such time as Healthix ceases operation. If Healthix merges with another Qualified Entity your consent choices will remain 
effective with the newly merged entity. 

 
9. Changing Your Consent Choice. You can change your consent choice at any time and for any Provider Organization or 

Health Plan by submitting a new Consent Form with your new choice. Organizations that access your health information 
through Healthix while your consent is in effect may copy or include your information in their own medical records. Even if 
you later decide to change your consent decision they are not required to return your information or remove it from their 
records. 

 
10. Copy of Form. You are entitled to get a copy of this Consent Form. 


