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OIfice Visit and Insurance Policv

Patient Name: Date of Birth:

Thank you for your visit to our office today. We are happy to serve you. You will be seen by one ofour two Dermatologists today.

Whether you are a long-time patient, or a new patient, we would like to take this opportunity to outline our longstanding office policy
so that your initial visit is clear and runs smoothly. Once you have read these points, your signature below will be much appreciated.

Please note that your visit today may include medically necessary biopsy or removal ofthe skin tissue and that this will result

in an additional charge beyond the initiayreturn office visit fee that will be explained to you on the consent sheet that you

sign prior to the biopsy.

Please note that in addition to the visit, all specimens whelher benign or not, are set to the pathology laboratory for
diagnosis. The pathology lab handles the insurance coverage for these tests independent ofour office. Therefore, any

questions that you may have about coverage for the pathology processing and reading by the Dermatopathologist must be

directed to the laboratory. For this reason, we may need your insurance card for the laboratory.
Our Dermatologists may also additionally require diagnostic testing, such ordering a blood work panel or hormone testing.

Fee for any ofthese services are handled by laboratories outside ofour practice and any questions about those charges much

be directed to the diagnostic laboratory. Aqain. for this r€ason. we will need vour insurance card so that the laboratorv
can bill vour insurance.

As stated by our telephone receptionist, we would like to kindly remind you that the Faf,ah doctors do not participate with any

insurance plan and are out-of-network with all insurance companies at all four office locations (Syracuse, Fulton, Watertown

and Camillus). Therefore, the expenses for today's visit and any further visits are your responsibility and the doctors' charges

paid in full at the end ofeach visit are non-refundable.

We will provide you with detailed receipt that you can submit to your insurance company. Depending on your plan, you may

get reimbursed fiom your insurance company, but we make no guarantees.

Many ofour patients report that insurances do cover most, ifnot all, ofthe fees for their office visit, However, certain

insurance plans will not reimburse any money ifthe patient requests and seeks services from a physician who is NOT part of
the network. Therefore, we do encourage you speak with your health insurance company about reimbursement prior to your

Yisit.
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Patient/Guardian Signature

Fulton: 120 Ca'.uga St

Suite A
Fulton, l.IY 13069

w!! w.f'arahdenr'ratology.com

Camillus: 5700 W. Genesee St

Suite 201 North

Camillus, NY 13031

Date

Watertown: 19316 U.S Route I I

Suite A
Watertown, NY 13601
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FARAH DERMATOLOGYAND COSMETICS NEW PATIENT FORM

FUAD S. FARAH. MD. EMERITUS PROFESSOR . RAMSAY S. FARAH MD. FAAD - JOYCE B. FARAH MD. FAAD

1000 E. Gen€ee St. Ste 601 SYMCUSE, NY 13210 - 120 Cayuga St. Suite A F|JLTON, Ny 13069

5700 W. Genesee St. Sts 201 N CAMILLUS, NY 13031 - 19316 U.S. Rode ll Suite A WATERTOWN, NY 1360'l

Please be sure to fill out all information clearly and carefully to the best ofyour ability. All categories marker with ao (*) ARE
REQUIRED. Please be aware that paym€nt is required at the time ofservice. Pl€ase call our main office (315)-422-8331 ior any

questions about payment or ally other issues. We look forward to s€eing you.

*Full Name: lDate ofBirth: / / *Date:

*Str€et Address: lcity: *State: *Zip:_

*Home Phone: lCell Phone:_Email:

Social Security #: lHealtb Care Prory Full Name:

Patient Occupation: Marital StNtus:_Number of Children:

*Emergency Contact: lRelationship to Patient: *Phone:

*Name of Primary Care Doctor: Phone:

Phone:
*Name of Referring Doctor (If Referred):

*For Patients Under the Age of 18 (Please Fill out #1):

1. PrrenUcuardian Name: Address/phone:

*CURRENT MEDICATIONS: *DRUG/I{ON-DRUG ALLERGIES: *

Recent Hospital Admissions Within the Last year:

Year RcasqaJflesqs lpgratp! Year Beasodlrcss pr oBqale!

*Med lical History Check All that Appty:

Glaucoma Colitis Eczema
Cataracts Cancer Psoriasis
Asthma Anhritis Rash
Hay Fever Tuberculosis Abnormal Moles
Valve Replacements Depression Hives
Artificial Joints Anxiety Frequent Sun Exposure
Jaundice Bipolar Disorder Hair Loss
History Cardiac Disease History of Tanning Bed use None OfThe Above

l. Are You Currently Pregnant or
Planning Pregnancy?

Yes or No

2. Are Your Menstrual
Periods Regular?

Yes or No

3. What Are Your Methods of Birth
Control?
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Notice of Privacv Practices Acknowledement

I understand that, under the Health Insurance Portability & accountability Act of 1996 (HIppA), I have certain rights
to privacy regarding my protected health information. I understand that this information can and will be used to:

o Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be
involved in the treatment directly and indirectly

. Obtain payment from third party-payers

' Conduct normal healthcare operations such as quality assessment and physician certifications

I have received, read and understand yow Notice ofPrivacy Practices containing a more complete description ofthe
uses and disclosures ofmy health information. I understand that this organization has the righi to change its Notice
of Privacy Practices from time to time and that I may contact this organization at any time;t the add.e"ss above to
obtain a current copy ofthe Notice of private practices.

I understand that I may request in writing that you restrict how my private information is uses or disclosed to carry
out treatment, payment or health care operations. I also understand you are not required to agree to my requested
restrictions, but ifyou do agree then you are bound to abide by such restrictions.

Patient Name:

Patient Guardian:

Signature:

Omce Use Only

I attempted to obtain the patient's signature in acknowledgement on this Notice ofprivacy practices

Acknowledgement but was unable to do so as documented below.

Fulton: 120 Cayuga St

Suite A
Fulton, NY 13069

u $ $ . tarahdennato log-r . corn

Camillus: 5700 W. cenesee St

suite 201 North
Camillus, NY 13031

Watertown: 19316 U.S Route I I

Suite A
Watertovm, NY 13601

rl$$.aad.ors
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Release of Medical Records

Patient's Name: Date of Birth: Date:

Patient/Guardian Name: Date Of Birth:

Patient Signature

AUTHORTY TO REVOKE PERMISSION TO RELEASE RECORDS MUST BE OBTAINED
IN WRITING FROM THE PATIENT

THIS DOCUMENT IS PART OF PATIENT'S MEDICAL RECORDS

I authorize Ransav s. Farah M.D and Jovce B. Farah M.D to release any and all of my
medical records, including but not limited to:

o Records ofoffice visits and treatnents rendered, clinical laboratory reports, diagnostic
test results, x-ray reports, videotapes and photographs.

Such records may be released to my attomey, another physician, or any other health care
professional for the purpose ofdiscussing my condition, consulting ormy case, or reviewing my
medical records.

These records may also be released to any govemmental agencies, insurance comparies for the
purpose of pursuing payment, insurance reimbursement, submiuing claims for services rendered
or to be rendered to me, or preforming quality assurance reviews ai required by law.

Fulton: 120 Caluga St Camillus:5?00 W. Genesee St Watertown: l9316U.SRoute ll
Suite A Suite 201 North Suite A

Fulton, NY 13069 Camillus, Ny 13031 Watertown, Ny 13601
$ $ w. f aEhdcrmato log.v.com 
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Release of Infornation:

By signing below, you are allowing Dr. Farah's office to leave messages on your answering
machine/voicemail when confirming your appointment and asking you to please call the offrce

regarding medical information.

Also,

List b_elow the names and telephone numbers of any persons we are allowed to disclose your
medical information to. This includes laboratory and pathology results as well u. geneiul

discussion about your care and./or medications.
Thank you.

Name: Relationshio to Patient Telephone number

Patient/Gaurdian Name: Date of Birth:

Date:Patient/Guardian Sisnature :

Fulton; 120 cayuga St cami us: 5700 w. Genesee st watertown: 19316 u.s Route l l
Suite A Suite 201 North Suite A

Fulton, l.IY 13069 Camillus, Ny 13031 Watertown. Ny 13601
\r $ $ . farahdermato log.) .com rrrrtr.aad.ors



Farah Dermatology and Cosmetics LLC

&

Health.,Connections

"'i,

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

I request that health information regarding my care and treatment be accessgd as set forth on this form. I can
choose whether or not to allow Farah Dermatology and Cosmetics LLc to obtain access lo my medical records
through the health information exchange organization called Healthoconnections. lf lgive consent, my medical
records from ditferent places where I get health care can be accessed using a statewide computer network.
Health.rconnections is a not-for-profit organization that shares information about people's health electrontcallv
and meets the privacy and security standards of HIPAA and New York State Law. To learn more visit
Health{,Connections website at http://healtheconnections.orq/ .

My information may be accessed in the event of an emergency, unless I complete this form and check box #3,
which states that I deny consenl eyen in a medical emerglncy

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 aciess to my information for the purpose of deciding
whether to provide me with health insurance coverage or pay my madical bills.

lf lwant to deny consent for all Provider Organizations and Health Plans participating in Health::connections to
access my electronic health information through Health, Connections, I may do so by visiting Health,.Connections
website at http://healtheconnections.oro/ or calling Healthi.Connections at 315.671.2241 xS.

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

Signature of Patient or eatients Legal Representative Date

LEgdr 
^uprcsenra 

ve (rr apptrcaote) Relationship of Legat Representative to parienfli-faffiiZE6iEJ

My consent Choice. oNE box is che@
I can fill out this form now or in the future.

l. I GlvE coNsENT for Farah Dsrmatorogy and cosmetics LLc to access ALL of mv erectronic
health information through r-tearth connections to provide health care services (including emergency

2. IDENY CONSENT EXCEPT tN A MEDTCAL EMERGENCY for Farah Dermatotogy and
cosmetics LLc to access my erectronic hearth information through Hearth, connections.

tr 3' I DENY CONSENT for Farah Dermatology ancl Cosmetics LLC to access my electronic health
information through Hearih,.connectio'rs for any purpose, even in a medicar emerqencv.

DOH-(6/14)



Detalls about the information accessed through Health:,Connections and the consent process:

1. How Your Information May be Used. Your electronic health information will be used only for the following healthcare
services:
. Treatmsnt Services. Provide you with medical treatrnent and related services.
. Insurance Eligibillty 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 lmprov€ment Activities, Evaluate and improve the quality of medical car€ provided to you and all patients.

2. What Types of Information about You Are Included. lf you give consent, the Provider Organization and/or Health plan

listed may access ALL of your electronic health information available through Health Connections. This incruoes
information created before and after the date this form is signed. Your health records may include a history of illnesses or
injudes 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 (famity ptanning)
. Genetic (inherited) diseases or tests
. HIV/AIDS
. Mental health conditions
. Sexually kansmitted diseases

3. whsre Health Information About You Comes From. Information about you comes from places that have provided you
with medicalcare or health insurance. These may include hospitals, physicians, pharmacies, clinical laboratories, he;lth
insurers, the Medic€id program, and other organizations that exchange health information electronically. A complete,

current list is available from Health,-Connectrons You can obtain an updated listatanytime by checkang

Health,.Connections website at http://healthecon nections. oro/ or by ca ing 31S.671 .2241 x5.

4. who May Access Informatlon About You, lf You Give consent. Only doctors and other staff members ot rne
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'J consent for certain
public health and organ transplant purposes. These entitjes may access your information through Health,.Connections
for these purposes without regard to whether you give consent, deny consent or do not fill out a consent form.

6. Penalties for lmproper Access to or Use of Your Intormation. There are penalties for inappropriate access to or use of
your electronic health information. lf at any time you suspect that someone who should not have seen or gotten access to
jnformation about you has done so, call the provider Organization at; 315_4224553; or visit l-lealthrConnecrrons
websile at htto://he?ltheconnections.oro/; or ca the NyS Department of Heatth at 518_4744987; or fofiow the
complaint process of the federat Office for Civil Rights at the fo owing tink:
h ft p : //v(ww. h h s. oov/oc r/p riv acv/h i p a a/co m pl a i n tg.

7. Re-disclosure of Information. Any organizalion(s) you have given consenl to access health jnformation about you may
re-disclose your health information, but only to the e)ilent permitted by state and federal laws and regulations.
Alcohol/drug treatment-related information or confidential HIV-related information may only be acces--sed and ,nuy on,y oe
re{isclosed if accompanied by the required statements regarding prohibition of reiiicrosure.

8. Effective Period. This Consent Form will remain in effect until the day you change your consent choice or untrl such time
as Health''Connections ceases operation. lf HealthrConnections merges with another eualified 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 Organzataon or
Health Plan by submltting a new Consent Form with your new choice. organiz;tions that accesi your health information
through Healthr:Connections while your consent is in effect may copy or include your informataon 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 enti ed to get a copy ofthis Consent Form.

DOH-(6/'14)
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