Center For Specialty Care, Inc.
50 East 65th Street

New York, New York 1002)
Telephone (212) 249-8000

Fax (212) 245-7300

1 .AUTHORIZATION TO RELEASE INFORMATION

ADMISSION SHEET FORM B

I/We authorize release of medical information as required for collection of penefits
from insurance carriers or other third party sources of payment in connection with

the illness or injury of the patient.

2 .MEDICARE /MEDICAID PATIENT CERTIFICATION,AUTHORIZATION TO RELEASE INFORMATION & PAYMENT REQUEST
I/We certify that the information given to me in applying for payment under Title XVII

and, or Title XIX, of the Social Security

Act,

1s coxrect. I authorize any holder of

medical or other information about me to release to the Social Security Administration

.or its intermediaries or carriers,

any information needed for this or related Medicare

claims. I request that payment of authorized benefits be made on my behalf to the

Centexr For Specialty Care, Inc.
insurance deductibles and coinsurance.
3 .ASSIGNMENT OF INSURANCE BENEFITS

I/We avthorize payment directly to the Center [For Specialty Cére, Inc.

I understand that 1 am responsible for any health

arising from insurance

through which the patient is insured and which the patient 1s insured and which are otherwise

payable by me,
4 . GUARANTEE OF PAYMENT

but not to exceed the amouvnt charged for the services provided.

For and in’'consideration of services rendered or to be rendered to this patient by the

Center For Specialty Care, Inc.

for said patient which are not covered or allowableby insurance,

I/We hereby guarentee payment of any and all bills rendered

together with all collection

costs, including a reasonable attorney fee for the providers listed above in the event it

becomes necessary for them to file sult to effect payment.

I understand that all bills are

payable and become due in full receipt of the 60 day billing statement. I understand that fee
information provided to me before services are provided in an estimate.

DATE: SIGNATURE:

(Parent or legal guardian {f patfent is a minor}

Relationship to Patient:

Fétreet Address City,State

[ Surgery Date [Patient's Name(First—Middle—Lasfi]gjﬁirthdate
Fgg;gzt%;ﬁd;ess- l City,State L_Zip Code

Notify in Case of Emergency Télephone Surgeon

}st Responsible Party Name TTTelephone 2nd Resonsible Party Name

Age

SSN

Telephone

Referring Physician

Telephone

Street Address

City,State,Zip

Zip Code ’SSN Relationship Zip Code 58N Relationship
Employer Occupation Employer Occupation

| _

(Employer‘s Address

Employer’s Address

City,State,Zip

Patient Full Name

Primary Subscriber Name (First-Last) [Ins.Code

City,State, Zip

Accident Date

-

Medical Record Number

| MOT SET

Insurance Carrier

Ext.reference/Pre-Cert/Auth #

1 1

Secondary Subscriber Name

Primary Insurance Carrier Address
;JIns.Code

Policy Number

Group Number

Insurance Carrier

N

Secondary Insurance Carrier Address

Ext.reference/Pre-Cexrt/Auth #

[

Group Number Policy Number

]




CENTER FOR SPECIALTY CARE, INC.
50 East 69'" Street, New York, New York 10021
Tel. 212-249-8000 Fax 212-249-3321

Patient’s Medication List (Please Print Legibly)

Medication Dosage # Times a Medication Use | Continue | Stop MD
day at home | Meds | Initials
FOR OFFICE USE ONLY
New Medication | Dosage | # Timesa | Medication Use | Continue | Stop MD
Dispensed day athome | Meds | Initials
MD Signature

Please fill out medications, dosages prescribed with, and how many times a-day. Also

include herbs, Vitamins, Minerals, and any other Supplements that you are currently
taking.

Patient name Signature

Date




The Center for Specialty Care
50 E69th Street
New York, NY 10021
(212) 249-8000
(212) 249-7300 Fax

PLEASE READ THIS STATEMENT & AGREEMENT CAREFULLY

The Center for Specialty Care staff has contacted your insurance company to
verify your benefits. The information obtained during this phone call includes
your policy deductible, co-insurance, percentage of coverage and pre-certification
requirements. Our billing policy is to collect the estimated deductible/coinsurance
charges discovered during the confirmation of benefits phone call on the day of
service. Patients are potified prior to their date of service of this patient
responsibility. (Under certain circumstances, the patient may not be able to be contacted and as a
result, they may be unprepared to make payment on the date of service.) In the event that the
estimated charge collected is more than your responsibility after claim processing,
we will refund you any account overpayment. However, if the patient
responsibility collected is less than what was estimated, you will be balance billed
for the difference. Therefore, please sign this statement confirming that you
understand that you will be balance billed for any charges applied to your patient
responsibility by your insurance.

I certify that I will make payment for any insurance deductible or co-insurance or
any other related expenses (Denied Charges, i.e. coverage termination, charges not
deemed medically necessary, pre-existing limitations) that will be billed for my
procedure at the Center for Specialty Care.

*Please note this charge is separate from the Surgeon’s charge and Anesthesia*

Patient Name (Please Print)

Signed

Date of Service




CENTER FOR SPECIALTY CARE, INC.
. 50 Easl 63th Sireel

Neve York, NY 10021

Telephone (212) 249-8000

Fax (212) 2493321

FORM E
PATIENT HEALTH QUESTIONNAIRE

Please take @ moment to carefully answer the following questions. Place a check mark in the YES/NO column or write your response on the
appropriate line. “This information will be reviewed by your anesthesiologist prior to surgery and help in preparing and conducting a safe
anesthetic for you. Thank You.

Name .
Yes  No
Age: Height: _
20. Do your legs (calves) get cramps when you
Telephone Number: walk a short distance?
Current medical doctor (Internist): 21. Do you get short of breath if you do not sleep
1. Doyou take Aspirin? [ es [ INo on 2 or more pilows?
2. How much do you smoke (packs a day)? 22. Havi you had a recent sore throat or chest
3. How much alcohol do you drink in a week? cold”
4. List all operations that you have had and note the year of surgery. 23 D0 you have asthma, bronchitis, emphysema
or history of pneumonia?
24. Have you been treated for TB?
25. Do you have stomach problems (ulcer or
heartbum)?
5. Hava you bean hospitalized for any other medicat conditions? 26. Do you have a hiatal hernia?
27. Have you ever been treated for anemia?
6. Have you had any problems with anesthesia in the past? ‘ Jou have Sickle Cell anemia or a trait?
Describe 29. Do you bruise or bleed easily?
7. Do you have allergies to any medications? (Inciude eggs/soybean, 30. Have you ever had a transfusion?
latex, rubber, condoms) 31. Have you ever had kidney failure, stones,
List them: or infection?
32. Do you have thyroid disease?
33. Do you have diabetes (how long)?
Yes | No 34. Do you have liver disease (cirrhosis or
8. Do you have any loose testh, dentures hepatitis?
or caps 35. Do you have arthritis of your jaw, neck,
9. Do you wear contacl lenses? or back? — -
10. Have therc been any anesthelic related 36. Do you have difficulty opening your mouth?
[ dblems in your family? 37. Do you have epilepsy (seizures)?
1. ast history of drug abuse? 38. Have you ever had a stroke or lemporary
12. Do you have high blood pressure? blackout? .
13. Do you gel chest pain {angina)? 39. Do ){ou take birth control pills?
{4. Have you had a hearta 1ck or congestive 40. Could you be pregnant?
heart failure? 41. Date of fast menstrual perioc
N
15. Do you get palpitations’ 42. Have you had a significant weight less in the
16. Have you ever had rheumatic fever? last six months without dieting?
17. Do you have a heart murmur? 43 Do you have or have been diagnosed with )
18. Any significant mitral vaive profapse? Sleep Apnea?
19. Do you_have a pacemaker defibrillator? 44, If yes, Do you use CPAP?

Please sign below when you have completed this form lo the best of your knowledge and are satisfied that you understand the questions.

Signature

Date =

Carm QQIAN 7

PHYSICIAN: SEND TO CENTER PRIOR TO SURGERY



CENTER FOR SPECIALTY CARE, ",

212-249-8000

PATIENT RIGHTS:

. Understand and use these rights. [f for any reason you do not
understand or you need help, the ambulatory surgery center
must provide assistance, mncluding an unterpreter, if possible.

Receive lreatment withoul discriminalon as (o race, color,
celigion, sex, national ongin, disabihity, sexval onentztion or sovrce

ol payment

Receive considerate and cespectful care in a clean and sale
enviroiment free ol unnecessary restraints.

Reccive emergency care if you need il

Kiow the names, positions and functions of any sta(f involved in
your care and refuse (heir treatment, examination or observation.

Receive complete information regarding your diagnosis,
treatment and prognaosis.

Receive all the information thal you need (o give wformed
consent for any proposed procedure or reatment. This s{ormation
shall include the passible risks and benefits of the procedure or

(reatmentl

Refuse treatment and be told what eficct this may have on your
health.

Refuse (o take part in research. In deciding whether or not to
participate, you have the nght to a full explanation.

10. Privacy while in Lhe Center, and confidentiality of al! information

and records regarding your care.

. Participatc in al! decisions about your treatment and discharge
and be given a written discharge plan.

12. Review your medical record without charge. Oblain a copy of

your medical record, for which the Center can charge a reasonable
{ee. You cannaf be dented a copy solely becanse you cannot afford

o pay.

. Recerve an itermzed bill and explanation of al! charges.

13

14. Complain without fear of repnsals about the care and services
you arc receiving wnd 10 have the Center respoad to you and if you
tequest i, be given a waiiten responsc. I you arc not satisfied with
he response, you can complain to he New York State Health
Department, The State 1Health Depariment telephone number is
212-613-4855.

PATIENT'S RESPONSIBILITIES:

As a pabienl you bave the responsibility to:

I. Provide your physician(s) and the Center staff wath accurate

wiformation related 1o your conditon and care. You are responsible
forielling v dnctor vour medical and surgical tustory, whether

you have been hospitalized in the pasy, what {or, and what
medications you are now taking or have with you.

2. Tell your dactor ar nurse if there is a change i your condition
o if problems anse in your treatment.

3. Tell your doctor or nurse if you do not understand your
lreatment or any insleuctions given 10 you.

4. Follow the treatment plans. Pabients are responsibie for
medical consequences which resull from refusing trealment
or not foliowing instructions of physicians and Center staff.

5. Use Ceater eqt;iprncm and facdities carcfully, so that they
remain in good condition for use by others.

6.- Exhubit behavior that is cespectful of the physicians, staff and
other patients.

7. Observe that'smoking is not permitted jn the Cenler.

8. Supply all necessary insurance information and pay your bil)
promptly so that the Center for Specialty Care can continue
to serve others effectively.

9. To assure that there 1s an adull escort available to accompany
thern at the time of discharge

ADVANCE DIRECTIVE NOTIFICATION:

In the State of New York, all patients have the right to participate
in their awn health care decisions and to make Advance
Directives or Lo cx_écuic Power of Attorney thal authorizes

others to make decisions on their behalf, based on the patient's
expressed wishes when the paticnt is unable (o make decisions

to communicate decisions. Cenler tor Specialty Case, Inc.
respects and uphold hose nghts.

However, unlike an acule care hospilal setting, the Surgery
Center docs not routinely perform “high nsk’* procedures Mos
procedures performed in thus facility are coasidered 10 be of low
risk. Of course, no surgery is without risk. You will discuss the
specifics of your procedures with your physician who can
answer your questions as 1o ils risks, your expecled recovery,
and care afler surgery.

Therefore, 1t is our policy, regardless of the contents of any
Advance Directive or mstruclions rom a health care surrogale
for attormey-in-fact, that if an adversc event occurs during your
ueatment at this facility, we will initiate resuscitative or other
slklizing measares and transier you (o an acute care hospital
{or further evaluation. At the acute care bospital, further
treatments or withdrawal of treatmeat measures alrcady

begun will be ordered in accordance with your wishes,
Advance Directive, or Healtheare Power uf Attomey. Y our
agreement with this facility’s policy will pot revoke ar
invalidale any current health care dvecuve or health care

power ol attorney.



If you do not agree with (his facility's policy, we.will be pleased (o assist

you in rescheduling your procedure elsewhere.

If a patient is adjudged incompetent under the states laws, the rights of
the patient are exercised by the person appointed and/or the legal
representative designated by the patient under New York State Jaw

to acl on the patient’s behalf. The center will accept a Court Appointed
Guardian, Dual Power of Attorney, or a Health Care Surrogate.

PATIENT COMPLAINT OR GRIEVANCE:

! I€ you have a problem or complaint, please speak lo the receplionist
or your care giver. We will address your concem(s} promptly.

2. 1f necessary, your problem or complzint will be advanced to the

Admnistrator and/or Medical Director for resolution. . You will
receive 3 letter or phone call to inform yoo of the actions laken 16

3. If you are not satisfied with the response of the surgery center, you

address your complainl.

may conlact:

Patient complaints or grievances against an ambulatory
surgical cenler may be filed through the State of New

York at 1-800-804-5447 or write to the address below:

New York State Department of Health
Centralized Hospital Intake Program
433 River Street, Suite 303
Troy, NY 12180-2299

If you have a complaint against a health care professional

and want to received a complamt form, call 1-800-633-
6114 or wnte to the address below:

New York State Department of Health
- Office of Professional Medical Conduct
433 River Street, Suite 303
Troy, NY 12180-2299

You may also contact AAAHC by mail at:
AAAHC, Inc.
5250 Old Orchard Road, Suite 200
Skokue, IL 60077

AJl Medicare beneficianies may also file a complaint or
grievance with the Medicare Beneficiary Ombudsman.
Visit the Ombudsman’s webpage at:

www.cms. hhs.gov/center/ombudsman

DISCLOSURE-F OWNERSHIPR:

The Center for Specialty Care, Inc. is 2 corporate entity
privately owned by the family of and operated by the late
Dr. James W. Smuith.

Your physician does not have any ownership at the Center
For Specialty Care, Inc. Your physician is credentizaled by
the Center to perform cases, as an aftending at a free
standing private Ambulatory Surgery Center.

BY SIGNING THIS DOCUMENT, I ACKNOWLEDGE THAT [ HAVE READ AND UNDERSTAND ITS CONTENTS:

By:

Dale Notice Received-

(Patient/Patient representative Signature)



CENTER FOR SPECIALTY CARE, INC.
SO EAST 69TH STREET
NEW YORK, N.Y. 1002}

TeL: 212-249-8000
FAX: 212-249-7300

NOTICE OF PRIVACY PRACTICES

| have:-

Oreceived  Orefused a copy of the Center’s Notice of privacy practices.

Patient Signature . Date

At the request of the New York State Department of Health, the Center requests that each
patient indicate their Race & Ethnicity below. This is not a DOH or Center requirement.
You may refuse. However, as a part of its statewide data collection process for all
hospitals and ambutatory surgery centers, the DOH asks that we ask you to do this, if you
are willing. If you are, please indicate both your Race & Ethnicity origin below. If not, you
may ignore our request, Thank you.

Patient Race: Patient Ethnicity:

D American Indian or Alaska Native O Not of Hispanic, Lalino/a, or Spanish Origin
0 Asian Indian D Mexican, Mexican American, Chicano/a

O Chinese D Puerto Rican

O Fifipino D Cuban

0O Japanese O Another Hispanic, Latino/a, or Spanish Origin
O Korean 0 Unknown

0O Viethamese
O Other Asian

D Biack or African American Advance Directives:
0O Native Hawaiian .

0O Guamanian or Chamorro O Yes

O Samoan O No

O Other Pacific Islander

O White

0O Other Race

. Expandad version as of Jan 2014



CENTER FOR SPECIALTY CARE
PATIENT 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 READ iT

CAREFULLY.
I YOUR RIGHTS REGARDING MEDICAL INFORMATION ABOUT YOU

Your health record is the physical property of the Center for Specialty Care. The informalion
conlained in the record, however, belongs to you. You have the right to:

A. Requesl a restriclion or limitation on the medical informalion we useé or disclose aboul
you for your trealment, payment or health care operations. You also have the righl to request a limit on
the medical informalion we disclose about you to someone who is involved in your care or Ibe payment
for your care, like a family member or friend. We are nol required to agree lo your requested restrictions.
if we do not agree, we will comply with your request uniess the informalion is needed lo provide you

emergency treatment.

B. Obtain a copy of this Natice by requesling il from the Executive Director of the surgery
cenler. .

C. Inspect and obtain a copy of your health care record by submitting a request in wrmng lo
lhe Medical Record Depariment of the Center for Specially Care.

D. Amend your heasllhcare record if you feel that medical informalion that we have about you
Is incorrecl or ncomoplete by requesling, in wriling, that an amendment be made. You musl provide 2

reason that supports your requesl.

[-. Obtain a report of all of lhe disclosures of your heallh information (hal we have made.

.F' Request thal we communicate with you about your medical information in a cerlain way
or at a certain location.

G. Revcke your authorization lo use and disclose medical information aboul you, except o
Ihe exlent that we have aiready used or disclosed your medical informalion.

I. OUR RESPONSIBILITIES REGARDING YOUR MEDICAL INFORMATION
We are required by law lo:
A. Mainlain the privacy of your health informalion.

B. Provide you with this Notice, which descnbes our legal dulies and privacy practices with
respect lo informalion we collecl about you.

Cc Abide by (he terms of this Nolice.
D. Nolify you if we are unable to agree o a requesled reslriction
E. Accommodate reasonable requesis that you have made (0 have us communicate your

healih infarmalion lo you in a cerlain way or a certam location.

HIPAA C



WE RESERVE THE RIGHT TO CHANGE TH!S NOTICE. We reserve the right to make lhe
revised and changed notice effective for medical information that we already have about you, as well as
any information we receive in the future. We will post a copy of the current notice in the Center. The
notice will contain (he effective dale on the first page. Each lime you regisler al the Cenler for Specially
Care for heaith care services, we will offer you a copy of the current natice in effect.

nl. ROW WE MAY USE AND DISCLOSE MEDICAL INFORMATICN ABCUT YOU.

Each time you visil us a record of your visil is made. We may use or disclose lhe health
information contained in this record. The following categories describe the different ways thal we may
use and disclose your medical information.

A, Treatment. We may use medical information aboul you lo provide you wilh medical
treatment and services. We may disclosa medical information aboul you lo doctors, nurses, technicians,
or olher surgery center personnel who are involved in laking care of you al thé surgery center.

For example, information obtained by a nurse, physician, or other member of your heallh care
team will be recorded in your medical record and used o delermine (he course of realment thal should
work best for you. Your physician will document in your record his or her expeclalions of the members of
your health leam. Member of your heallhcare team will then record \he actions that they took and their
observations. By reading your medical record, the physician will know. how you are responding (o
treatment. ’

B. Payment. We may use and disclose medical informalion about you so lhal the trealmenl
and services you receive at the surgery center may be billed 1o and paymenl may be collected from you,
an insurance company or third party.

C. Health Care Operations. We may use ang disciose medical information about you for the
operalions of (he Cenler for Specially Care.

For example, members of the medical slaff, the nsk or quality improvemenl manager, or
members of the qualily improvemenl team may use informalion in your health record lo assess the care
and outcomes in your case and clhers like it. This information wilt be used in a way (o improve the quality
and effectiveness of lhe healthcare and services that we provide.

D. Appointmenl Reminders. We may use and disclose medical informalion lo conltacl you
as areminder Lhat you have an appointment for Ireatmenl or medical care at the surgery cenler.

(= Treatment Allernatives. We may use ang disclose medical informalion to \ell you aboul
or recommend possitle lrealmenl options or allernatives Ihat may be of interesl to you.

F. Health-Reialed Benelils and Services. We may use and disclose medical infermation to
inform you aboul hesllh-related benefils or services lhal may be of interest to you.

G. Individuals Involved in Your Care or Payment of Your Care We may release medical
information about you lo a friend or family member who 1s involved in your medical care or who helps pay
for your care

H Research. We may disclose medical information to researchers when therr research has
heen approved by 2n nstilutional review board thal has reviewed lhe researchers’ proposal and
estanlished piotocols {o ensure the privacy of your healih information

l As Reguired by Law  We will disclose medical informalion about you when reguired ta do
50 hy federal_ slaie or local law

HIPAA C



J. Emergency. We may use and disclose medical inforrnation aboul you when necessary 10
prevent a serious threal to your health and safety or the health and safety of the public or another person.
The Center for Specialty Care, however, would only disclose the informalion lo someone 3able to help
prevent the threal.

K. Organ and Tissue Donation. Consistent with applicable law, we may disclose health
informalion lo organ procurement organizations or olher enlilies engaged in the procuremeat, banking or
lransptantation of organs for the purpose of tissue donation and transplant,

L. Business Associales. Some of the services provided at the Center for Specialty Care are
provided by business associates. For example, we contracl with certain laboralories lo perform lab tests.
When we conlract for these services, we may disclose your health informalion to our business associates
so thal they can perform the job we have hired them 10 do. To protecl your heallh informalion, we require
our business associales |0 appropriately safeguard your information. .

M. Workers' Compensation. We may release medical information about you to the extent
authorized by and lo the extent necessary to comply with the laws relating to workers’ compensation or
other similar programs established by law.

N. Public Health Risks. As required by law, we may disclose your health informalion lo
public heallh or legal authorilies charged with prevenling or conirolling disease, injury or disabilily.

C. Health Oversight Activities. We may disclose medical information to a heallh oversight
agency for activities authorized. by law. These oversighl activilies include, for example, audits,
.invesligations, inspeclions and licensure. These aclivities are necessary for the governmeni to monitor
the healih care syslem, governmenl programs and compliance with civil righls laws.

P Lawsuils and Dispules. If you are involved in a lawsuil or 3 dispule, we may disclose
medical information abocul you in response 1o a court or adminisirative order. We may also disclose
medical informalion aboul you in response lo 38 subpoena, discovery request or other lawful process by
someone else involved in a dispute, bul only if efforts have been made (o tell you aboul the requesl or lo
.obtain an order prolecting the ipformalion requesled.

Q. Law Enforcemenl. We may disclose heallh informalion for {aw enforcemenl purposes as
required by law or in response (o a valid subpoena.

R. Cgroners, Medical Examiners and Fuperal Direclors We may release medical
informalion lo 2 coroner or medical examiner. We may 2also disclose heallh information lo funeral
directors consistent with applicable law to carry oul their dulies.

S Food and Drug Adminislration. We may disclose to the FDA health nlormation relaled to
adverse evenls wilh respecl lo food, supplements, producls and product delecls, or post markating
survediance information to enable product recalls, repairs, or replacement

T. inmales. Il you are an inmate of a correctional nstituiion or under the custody of 3 law
enforcemenl official, we may release medical informalion about you (o the corectional instilution or law
enforcemenl official.

V. OTHER USES OF MEDICAL INFORMATION

Olner uses and disclosures of medical mlormahon not covered by (his Nolice or (he faws {hal
apply o us will be made only upan written aulhorizalion you previde lo us 3l you provide us aulhorization
10 use or disclose medical information aboul you, you may revoke thal authorizalion, in wriling, al any
lime. Il you revoke your authorization, we will nct longer use or disclose medical informalion about you
fore Ihe reasons covered by your wrillen aulhorization. The revocation, however, will not have any alfecl
on any aclion Ihe Center for Speciatly Care look befare il received (he revocation

HIPAA C



- V. _QUESTIONS OR COMPLAINTS

If you have queslions and would like addilional information, you may contact Belh
Goldman, Chief Privacy Officer, (212) 452-5160 at the Cenler for Specialty Care.

If you believe your privacy righls have been violated, you can submit a writien
complaint describing the circumstances surrounding the violalion to Sebastian Damiani,
Executive Director, (212} 452-5157 at the Center for Specialty Care or the Secretary of
Health and Human Services. You will not be penalized for filing any complainls.



The Center for Specialty Care, Inc.
S0 E 69" Street

New York, NY 10021

(212) 249-8000

Patient Name; Jdentification Number:

ADVANCE BENEFICIARY NOTICE OF NONCOVERAGE (AbBIN)
NOTE: If Medicare doesn’t pay for items listed in the box below, you may have to pay. Medicare does not pay for
everything, even some care that you or your health care provider have good reason to think you need.
We expect Medicare may not pay for the items listed or checked in the box below.

et - | Colonoscopy ]
es Colonoscopy with biopsy and or polyp removal

Upper gastrointestinal endoscopy

Upper gastrointestinal endoscopy w/biopsy

Flexible sigmoidoscopy

Routine physicals and most tests for screening

Cosmetic Surgery

Medicare ultimately determines whether your procedure is deemed a medical necessity. This cannot be
determined untii the claim is received by Medicare and reviewed by their claims department.

Colonoscopy $465.92
Colonoscopy with biopsy and or polyp removal  $469.92
Upper gastrointestinal endoscopy $427.59
Upper gastrointestinal endoscopy w/biopsy $427.59
Flexible sigmoidoscopy $114.56
Cosmetic surgery *Based on surgical OR time

| Surgical procedure not approved by Medicare_ __*Based on current MC fee schedule
wWHAT YOUNEED TODONOW: T )
®Read this notice, so you can make an informed decision about your care.

®Ask us any questions that g0u may have after you finish reading,

*Choose an option below about whether to receive the checked items listed in the first box above,
Note: If you choose Option | or 2, we may help you to use any other insurance that you might have, but

Medicare ~annot require us to do this.

- Opti.. = Check only one box. We  nnot choose a hox for you, - ]
0 orn ~want the listed above. You may ask to be paid now, but L also want :c are

billed for an official decision on payment, which is sent to me on a Medicare Summary Notice (MSN). I
understand that if Medicare doesn’t pay, I am responsible for payment, but I can appeal to Medicare by
following the directions on the MSN. If Medicare does pay, you will refund any payments I made to you,
less co-pays or deductibles. -

Q OPTION 2. 1 want the listed above, but do not bill Medicare.. You may ask to be paid now as
I am responstble for payment. I cannot appeal if Medicare is not billed.
Q OPTION 3. 1don’t want the listed above. I understand with this choice | am not responsible

for payment, and I cannot appeal to see if Medicare would pay.

This notice gives our opinion, not an official Medicare decision. If you have other questions on this notice or
Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).
Signing below means that you have received and understand this notice. You also receive a copy.

Signature: Date:

According Lo the Pzpewark Reduction Acl of 1985, no persons are required (o respond lo a oollecton of Infarmation unless R displays a valld OM8 contcol humber.  na val  JMB cantrol nurber for Whis
informallon collection ks 0938-0566. The Ume required (0 complete (his informaton collection is estimaled lo average 7 minules per respense, including the ime (o ceview instruclions, search exising defa
resources, gather he data needed, and complsie and review e information collecton. |f you have comments conserning the accurecy of the Yime esfmale or suggestons for improving this (omm, pragse wiila lo:
CMS, 7500 Securily Soutevard, Atw: PRA Reports Clearance Officer, Baflimore, Marylang 21244-1859.

form CMS-R-131 (03/08) o / > *2014 Form Approved OMB No. 0938-0566
K A 7 N /
- f_ _ . , 4 _ .

L . . . '




Northeastern Anesthesia Services, 118 N. Bedford Rd, Mt Kisco NY 10549 (914) 666-8866

Patient Name: ___ (billing office use only):

Advance Beneficiary Notice of Noncoverage (ABN)

NOTE: if Medicare doesn't pay for the service below, you may have to pay.

Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need. We expect Medicare may not pay for the service below.

Medicare considers the use of

Administration of intravenous intravenous Propofol sedation and
Propofol sedation Monitored Anesthesia Care not $165.00
and Monitored Anesthesia Care medically necessary unless there are

specific risk factors or significant
medical conditions present.

WHAT YOU NEED TO DO NOW: :
e Read this notice, so you can make an informed decision about your care.
e Ask us any questions that you may have after you finish reading.
« Choose an option below about whether to receive the service listed above.
Note: If you choose Option 1 or 2, we may help you to use any other insurance

n L]
{1 OPTION 1. | want the service listed above. You may ask to be paid now, but | also want
Medicare billed for an official decision on payment, which is sent to me on a Medicare
Summary Notice (MSN). | understand that if Medicare doesn’t pay, | am responsible for
payment, but [ can appeal to Medicare by following the directions on the MSN. If Medicare
does pay, you will refund any payments | made to you, less co-pays or deductibles.
L] OPTION 2. | want the service listed above, but do not bill Medicare. You may ask to be
paid now as | am responsible for payment. | cannot appeal if Medicare is not billed.

[0 OPTION 3. ! don't want the service listed above. | understand with this choice | am not
responsible for payment, and | cannot appeal to see if Medicare would pay.
Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions on

this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).

Signing below means that you have received and understand this notice. You also receive a copy.
Signature: Date:

According to the Paperwork Reduction Act of 1995, no persons are required (o respond to a collection of informalion unless it displays a valid OMB conlcol number.
The valid OMB control number for this (nformation collection is 0938-0566. The ume required to complete this information collection is estimated lo average 7
minutes per tesponse, including the lime lo review insiructions, scarch existing data resources, gather the dals needed, and complete and review the informalion
collection. I you have commenis conceming the accuracy of the Lime eslimate or suggestions for improving (his fom, please wrte to: CMS, 7500 Sccudty
Boulevard, Atin: PRA Reports Cleatance Officer, Baltimore, Maryland 21244-1850.
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MEDICARE QUESTIONNAIRE

You are completing this form in order to assist your anesthesiologist in determining the need for intravenous
Propofol sedation, which we believe to be the preferred anesthetic technigue for your procedure. We will bill

your Medicare insurance carrier in our usual and customary way and alert you to any issues that may arise.
Y ) £ Y —

NAME: DOB: DATE:
1. Are you a smoker? - - - O Yes|d No
2. Do you have heart disease? (chest pain, a prior heart attack, valvular disease, O Ye 7 No
palpitations, other ) | |
3. OD;Z:JLi have lung disease? (COPO,)pneumoma, bronchitis, emphysema, asthma, O vYeslD No
4. Do you have diabetes? _ @ YesO No |
Do you have symptoms of a hiata! hernia or of reflux disease? O Yesld No
6. Do you have kidney or liver disease? (cirrhosis, hepatitis, renal failur;, 1
other )
7. Doyou have thyroid disease? ) B O Yes O r\f;
8. Have you ever had a stroke or “mini” stroke/TIA? O Yes|O No
9. Do you have any neurologica! diseases? (MS, epilepsy, cther )_ O Yes|O No
TO. Do you take tranquilizers or narcotics more than once per week? (Percocet, Vicodin,
Tylen'ol I1I, other ) O Yes|D No
11. Are you very anxious prior to medical procedures preventing you from remaining ;
motioniess when requested? } U Yesi No
12. Are you treated for depression or other mental iliness? EI Yes OO No
13. Do you have a low pain threshold? O VYes{d No
14. Have you abused drugs or alcohol? O Yes|d No
COBSTRUCTIVE SLEEP APNEA SCREEN {STCPBANG)
15. Do you snore loudly (have you been told this)? O Yes|O No
16. Are you very tired during the day? [0 Yes|d No
“177Have you been told you stop breathing for short periods of time duiring slecp? _-U—'Ye_s O
18. Do you have high blood pressure? N O Yes|O No
19. Are you ove*rv_veig ) (M}d i - : § © Yes (O No
..20. A?e yo—u..over 507 _ _ : 3 Yes| OO No
_21. 1s your neck circumference over 16 inches? - o O Yes|O No
22. Are you male? - O Yes O Noj
SIGNATURE: IF LESS THAN 3 CHECKED “YES” PLEASE SIGN BACK



Center for Specialty Care, Inc.
50 East 69" Street, New York, NY 10021
T: 212-249-8000 F: 212-249-7300

Screening Questionnaire for Latex Sensitivity
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3. Have you ever been told by a doctor that you
are allergic to latex?. ........ ... DYes 0 No
4. How many surgeries have you had in the past? (List all surgeries)

.......................................................................................

Seasonal hay fever?............ooeiieiinn, DOYes 0 No

Asthma?........ocviiii OYes d No

Eczema?. ..o AYes D No

Autoimmune disease................coeini [Yes 0 No

6. Do you have on-the-job exposure to latex?............ OYes d No
7. Were you bom with problems involving your :

SPINAl COTd?. . it OYes .1 No

8. Do you catheterize yourself to wrinate?.................. DYes O No

9. Do you have any food allergies?..............cooeennnn. OYes 0 No

10. Are you allergic to bananas?............c.coceveniniinnn. OYes O No

Kawi frutts?. .o JYes L No

Avocados? ..o 1JYes 0O No

Guacamole?. . ... OYes O No

Chestnuts?. ..o OYes O No

11. Are you allergic to latex or products containing rubber? OYes 00 No

For example:

o History of spina bifida, urological reconstructive surgery
o History of repeated surgical procedures (eg.,>9)
e History of intolerance to latex-based products: balloons, rubber gloves,
condoms, dental dams, rubber urethral catheters
e History of intraoperative anaphylaxis of uncertain etiology
If yes, are the symptoms a rash?

e Hives?. ... OYes MNo
o Tteching?. ..o, OYes ONo
o Wheezing?.......c.vviivii OYes LINo
o Difficulty breathing?.......................... OYes UNo
o Wateryeyes?......coovvvieeeinieenneene...Yes ONo
o Anaphylaxis?..........coooi DYes ONo
12. Do you have allergic symptoms while:
e Blowing up balloons?..................cceie. UYes ONo
e During dental examinations?.................. OYes UNo
¢ On contact with diaphragms/condoms?......0Yes ONo
o During vaginal or recta) exams?............. OYes MNo

e While wearing rubber gloves?................ OYes ONo



