NEW ENGLAND LASER AND COSMETIC SURGERY CENT ER,LLC

| certify that | have been given information from my dootot's office,
| In advance of my surglcal date, regarding:
| Surprise Blll Law
Patient’s Bilf of Rights
Patlent’'s Responsibilities
Patient Notice of Privacy Practice

Advanced Directives regarciing my health care

Physiclan Financial interest In the surgary center as follows:
The following physicians are sharehoiders in

New England Laser & Cosmetic Surgery Center, LLC

Edwin F. Williams, Iil MD FACS Alain Polynice, MD FACS 5 Jeffrey Ridha, MD FACS
The Williams Center The Williams Center Sanctuary Medical Spa & Laser Center
1072 Troy-Schenectady Rd 1072 Troy-Schenectady Rd 72 Railroad P1.
Latham, NY 12110 Latham, NY 12110 Saratoga Springs, NY 12866

If your physician has scheduled your procedure at the Surgery Center, he believes
that it will be an appropriate and therapeutic éetting for your procedure and in your best
interest, However, in the interest of full disclosure, we want you to know that there are
other facilities where your physician could perform your procedure, and that you have the
right to request that your procedure be performed elsewhere.

If you have any questions about this Disclosure of Financial Interest, please feel
free to contact either your physician or the Administrator of the Surgery Center at
518-786-7000

Signature: ' Date:



NEW ENGLAND LASER AND COSMETIC SURGERY CENTER

AMBULATORY SURGICAL SERVICES INSTRUCTIONS FOR PATIENTS

MONDAY-FRIDAY-We will call you between 1:00 P.M. and 3:00 P.M., the day befare surgery with your operating room
time. If your surgery Is scheduled on a Monday we will call you Friday with your operating time,

THE NIGHT BEFQRE SURGERY; Do NOT EAT OR DRINK ANYTHING (INCIUDING WATER, GUM AND KARD canar) AFTER MIDNIGHT
ON THE MORNING OF SURGERY!:
Repott to NELCSC a$ Instructed- Rear of the buliding- “A” marks the eitrance into NELCSC

Please do nat wear any jewelry, such as'bracelets, eatrings, neckiaces, or body piercings, Leave your valuables and
morney home, ar give them ta a faimily membet or friend who accampandes yau ta NELCSC, Please do hot wear any
fragrancas of ktions, o :

Please do not wear a wig or have anythirig In your hair, such as bobby ping, rollets, of turlers, False teeth, contact lehses,
or glasses should be removed pHar ta surgety and efther left at home or glven to the hurse who will keep thern for you, -
. Hearing alds are aflowed, ' ‘

Plaasé do not wear make~u@ This Includes eye make-up, lipstick, nail polish, ate,
Please shower wiih-antibactarial soap the night befare and day of surgery IR

AFTER SURGERY: :

Light nourishment will be provided in PACU after surgery. You will be in the recovary room untll you have recoversd
sufficiently from anesthesia to he able to go home,

Discharge tirne Is determined by each individual's recovery.

" WHEN YOU LEAVE NELCSC:
You will NOT be able to drive 2 ¢ar s0 you MUST have someone avallable to drive you hotne. This person tay call 518-
783-003% ta inquire about your time of discharge. It Is recommernded you arrange for someone to spend the night after
stirgety with you, :
Family members and visifors may wait In the walting area, where they will be kept informed regarding patient condition.

Do not drive it taking any narcotic for pain or medication for dizziness in the post op period or after any treatménts.

Special instructions: Instructions Received and Understood [ ]

Patlent Signature/Date/Time

Patient Sticker Witness Signature/Date/Time




| New England Laser and
Cosmetic Surgery Center, L.L.C.

To:

(Rame & Patient)

Physician Required Distiosure
{Effective 4/1/15)

From: New England Laser & Cosmetic Surgery Center

Re:  Surprise Medical Bills; Notice of Coondinated or Referral Services

PLEASE BE ADVISED that the name, address, and phione number of providers of anesthesia and faboratory
services in connection with the care to ba provided, coordinated, or refarred by our facility Is listed on the following

website www.wiliamsfacialsurgery.com. This Information s to make you aware of healthcare providers that we use &t
our faciltty and those who we refer to or coordinate with regarding your care.

Reguired Patient Disdosure
{Effective 4/1/15}

* 'From! New England Laser & Cosmetic Sutgery Center

PLEASE BE ADVISED that New England Laser & Cosmetic Surgery Center Is affillated with Elils Hospital for
transfers, Ellis Haspital contact information is fisted on the following wehsite www. williamsfaclalsurgery.com, You
acknowledge receiving this information at the time of raaking the appointment and now by your sighature below,

The estimated aimount of charges for the anticipated services Is available upan your requast, If you refjliest this
Information, we will provide the estimated amournt that will be billed, This fee estimate excludes upforesesn medical
clretimstances that may be encountered at the time sarvices are rendered,

By signing below, you » attest that you have recetved this
’ : (Rarne of Patient or Ligal Guandian)
disclosure st the titne you made the appointmert ahd in writlng or through the website by signing below,

(M of Patient} . (Naime of Patiett’s Authorizad Signatory)

{Pate) - {Date]

el g eV e,

1072 Troy-Schensstady Road, Latham, NY 12]5
(518) 783-0035 ~ Fax (518) 783-1357




SURPRISE BILL LAW

In compliance with New York State we have disciosed the following information,

The followlng Is a list of the Health Care Plans that NELCSC participates with

Aetna MVP (Commerclal)

Blue Cross (Empire} Blue Cross Out of Area

BS NENY MVP (Goid)

BS Albany MVP {NY Government Programs)
COPHP (Commetclal, Medicare, Medicare) Tricare

Empire Plan {UHC) UHG {Commerclal, Medicare}
Emblem (GHI) GHI

Fidelis Welicare

Medicarg PHCS/multiplan

Medicald Statewide

Affiltated Hospital—Ellis Hospltal

1101 Nott Street, Schenectady, NY 12308

ANESTHESIA Providers:
Morag Bell, CRNA

Rachel Colucglelio, CRNA
Meta Mangulls, CRNA
Scott Wettlg, CRNA

Michael Fitzpatrick, MD
Edward Piper, CRNA

Laboratory Services



Albany Medical Center

If we do not participate in the network of a patlent’s or prospactive patient’s heaith care plan the
followlng dlisclosures will be made

> Prior to the provision of non-emergency services, inform the patient or prospective patient
that the amount of estimated amourit the patient will be billed for health care services Is
avallable upon request,

» Upon recelpt of a patlent or prospective patient’s request, the amount or the estimated
amount {In writing) the patient will be bithed for health care services, absent unforeseen
medical clrcumstances that may atise when the health care services are provided, NOTE! An
ASC needs only disclose a schedule of fees provided,



Patients statement of rights and responsibilities

The staff of this healthcare facility recognizes you have rights while a patient receiving medical care, and in return

there are responsibilities for certain behavior on your part as a patient the statement of rights and responsibilities

is posted in our facility and at least one location that is used by all patients. Your rights and responsibilities include:
A patient, patient representative or surrogate has the right to

Receive information about rights, patient conduct and responsibility in a language and manor the patient,
patient representative or surrogate can understand.

Be treated with respect, consideration and dignity.

Be provided appropriate personal privacy.

Have disclosures and records treated confidentially and given the opportunity to approve or refuse
record release except when release is required by law.

Be given the opportunity to participate in decisions inveolving their healthcare, except when such
participation is contradicted for medical reasons

Receive care in safe setting

Be free from all forms of abuse, neglect or harassment

Exercise his or her rights without being subject to discrimination or reprisal with impartial access to
medical treatment or accommaodations, regardless of race, national origtn, religion, physical disability, or
source of payment.

Voice complaints and grievances, without reprisal

Be provided, to the degree known complete information concerning diagnosis, evaluation, treatment and
know who is providing services and wha is responsible for the care, When the patient's medical condition
makes it inadvisable or impossible, the information is provided to a person designated by the patient or
to a legally authorized person.

Exercise of rights and respect for property in person, including the right to

o voice grievances regarding treatment of care that is parentheses (or fail to be)
furnished.

o Befully informed about a treatment or procedure and the expected outcome before it is
performed.

o Have a person appointed under state law to act on the patient's behalf if the patient is
adjudged to be incompetent under applicable state health and safety laws by court
order of proper jurisdiction. If a state court has not adjudged a patient incompetent, any
legal representative designated by the patient in accordance with state law may
exercise the patient’s rights to the extent allowed by state law, '

Refuse treatment to extent permitted by law and be informed of medical consequences of this action.
Know if medical treatment is for purposes of experimental research and to give his concern or refusal to
participate in such experimental research.

Have the right to change primary or specialty physicians or dentists if other qualified physicians or dentist
are available.

A prompt and reasonable response to questions and requests.

Know what patient support services are available, including whether an interpreter is available if he or she
does not speak English.

Receive, upon request, prior to treatment, reasonable estimate of charges for medical care and know,
upon request and prior treatment, whether the facility accepts the Medicare assignment right.

Recelve a copy of a reasonably clear and understandable, itemized bill and, upon request, to have
changes explained,

Formulate advance directives and to appoint a surrogate to make healthcare decisions on his/her behalf
to the extent permitted by law and provide a copy to the facility for placement in his or her medical
record.

Know the facility policy on advance directives,

Be informed of the names of the position to have ownership in the facility,



e Have properly credentialed and qualified healthcare professionals providing patient care.
A patient, patient representative or surrogate is responsible for

e Providing reasonable adult to transport him/her home from the facility and remain with him/her for 24
hours, unless specifically exempted to meet in from this responsibility by his/her provider.

e  Providing to the best of his or her knowledge, accurate and complete information about his/her health,
present complaints, past ilinesses, hospitalizations, any medications, including over-the-counter products
and dietary supplements, and allergies or sensitivities, and other matters relating to his or her health.

e  Accept personal financial responsibility for any changes not covered by his/her insurance.

e Following the treatment plan recommended by his/her health care provider.

e Be respectful of all the health providers and staff, as well as other patients.

e Providing a copy of information that you desire us to know about what durable power of attorney,
healthcare surrogate, or other advanced directive.

e His/her actions if he/she refuses treatment or does not follow the healthcare providers instructions.

e Reporting unexpected changes in his or her condition to the healthcare provider.

e Reporting to his health care provider whether he or she comprehends and contemplated course of action
and what is expected of him or her.

e Keeping appointments.

Complaints
Please contact us if you have a question or concern about your rights or responsibilities. You
can ask any of our staff to help you contact the administrative director at the surgery center.
Or, you can call 518-786-7000
We want to provide you with excellent service, including answering your questions in
responding to your concerns.
You may also choose to contact the licensing agency of the state

e  Express complaints about the care and services provided and to have such complaints investigated by the
center of New York State Department of Health. The center is responsible for providing the patient or
his/her designee with a written response within 30 days if requested by the patient and indicating the
findings of the investigation. The center is also responsible for notifying the patient or his/her designee
that the patient may complain to the center or the New York State Department of Health.

e  The contact information is New York State Department of health, Corning Tower Empire Plaza, Albany, NY
12237. The phone number is 518-474-5073 the website for the office of Medicare beneficiary
ombudsman is: http://www.medicare.gov/claims-and-appeals/Medicare-rights/get-
help/ombudsman.htm|

e  Access his/her medical record(s) pursuant to the provisions of section 18 of the public law, and subpart
50-3 of this article.

If you are covered by Medicare, you may choose to contact the Medicare ombudsman at 1-800-
MEDICARE (1- 800-633 -4227 or online at www.medicare.gov/Ombudsman/resources.ASP. The role of
the Medicare beneficiary ombudsman is to ensure that Medicare beneficiaries receive the information
and help you to understand your Medicare options and to apply your Medicare rights and protections.




SUBJECT: ADVANCED DIRECTIVES
PURPOSE:

To provide the health care team members information to assist them in working with patients
who have Advance Directives stuch as a living will, healthcare surrogate or proxy appointment,
or durable power of attorney,

POLICY:

in an ambulatory care setting, where we expect to provide less tnvasive care to patients who
are not acutely ill, admission to the center indicates the patient will tolerate the procedure in
the ambulatory setting without difficulty. Per regulation, the physician must determine that the
ASC setting Is appropriate for the patient based upon the type of surgery planned, the type of
anesthesia, and the patients medical condition. Resuscitation due to the deterioration of the
patient’s medical condition is hot expected. Therefore, if a patient should suffer cardia or
respiratory arrest or any life-threatening condition. There will always be an attempt to
resuscitate and the patient will be transferred to a more acute level of care, that is, a hospital.

Advance directives include written or verbal directions a patient gives in advance to state
choices for health care or name someone to make those choices for the patient if the patient is
unable to make decisions for himself/herself, A living will states what kinds of medical
treatments would be acceptable at the end of life.

if a patient, who is to receive a procedure at the center, presents the staff with a living will, the
patient must be advised that the center will not honor any living will that does not aliow
resuscitation. It is the policy of the center to always attempt to resuscitate and to transfer any
patient requiring resuscitation or emergency care to the hospital. The hospital can determine
when to implement the living will,

A patient or designated agent or surrogate must be informed of the right to make informed
decisions regarding the patient’s care. A patient may have a person designated as an agent.
Proxy or health care surrogate or may have granted a person a durable power of attorney for
health care. This enables the person to perform as a decision maker in the event the patient
cannot speak for himself/herself. The scope of the decisions this other person may make for the
patient may be defined in a document. The Center will record whether such a document has
been presented to the Center. The document will be placed in the medical record along with a
iiving will, if one was also presented to the Center for inclusion in tHé CEnter's Tecords, WHer a
patient has designated someone to speak for himself/herself, that person should be contacted
to advise of any pending transfer to a higher level of care. That person may express a choice of
the hospital to contact for a transfer. If possible, considering the physicians privileges and close



proximity of the facilities, the health care surrogate’s choice should be honored. The designated
person may also receive information from the physician and be asked to make decisions should
the patient be unable to participate in the decision, This means that some advance directives,
such as the appointment of an agent, proxy, or health care surrogate by the patient and the
Center’s discussion with that agent, proxy, or health care surrogate, are honored by the surgery
center.

It is required by regulation that the provider or facility notifies a patient in writing of its policy
about honoring advance directives, The patient has a right to select another provider or facility.

Patients who disagree with this policy must address the issue with the attending physician prior
to signing the form acknowledging an understanding of the policy regarding advance directives
and living wills.

Patients must be informed of the policy prior to the procedure and prior to anesthesia of any
kind so that the patient will have the opportunity to discuss any concerns with the attending
physician and/or make arrangements for a change in location for the procedure, The facility
may decide to discuss during the pre-admission phone call whether the patient has a living will
or other type of advance directive and to advise of the Center’s policy,

The patient must also receive information about where he/she can learn information about a
advance directives if the patient desires to consider preparing or revising one. The Center must
provide information about advance directives should the patient request this information.
Information must include a description of the applicable state laws. The information may
include a state provided resource directory for advance directives such as a state agency, library
or state web site or sample forms provides by state agencies.

It is not required that a patient have a living will or advanced directive, It is required that the
Center inform the patient of the right to have an advanced directive, the right to have the
advance directive placed in the patient’s medical record the policy of the Center to resuscitate
and transfer when indicated, and the right to discuss these policies with the provider of
services.

A copy of the state regulation permitting the discussion with the physician and decisions about
the place for services will be reviewed by the governing body and attached to the minutes for
that meeting,

There must be documentation in a prominent part of the patient’s current medical record
whether or not the individual has an advanced directive.

The staff shall have annual education on Advanced Directive policies and of any changes as they

may occur



Who Will Speak for You?

The New York Healitt Care Proxy Law aflows you to appoint sometne you trust— for example, 4 famdly metmber of
oclose friend — fo make health care decisions for you If you fose the ability b make dacislons yourself, By appolnting &
heaftht gare agent, you van make sure that health care providers foflow yourwishes.

Everyone over the age of 18 neads fo appoint a haalth cire agent, There are two siuations in which a health care
agent will be neaded;

1, Temporary inablify to make health care declsions —ne matier what your age Is, For example, you ate
having af outpatient suttical procedars and ars under genetal anssthesta, Samething unexpettsd happens
and a health care decision needs to be made. If you have a health care agent, sinci you are tempararity
uable 13 tiake your own decislons, the health cave agent may make the dedsion. Onee, your become.
cpfstiolss again, the health care agenl woukd no lenger have aty autharity to ad

2, Pemmianent inabilty to make health care degislons — tiis wolld arise i you were-cornatass from & teminal
lliness, in a persisient vegetative siate, suffered from an fness that tef, you unable to comminicale or, if
alderly, sufferatt from senlla dementia or Atzhelmer's disease. Under these cieumstances you Would
abviouisly b Limable to riake your own heaith care decisions. I you doct have & heaith care agert, al
approprigte medical reaiments will be provided {8 you, If you have appointed a heafth cars agent, your
heaith care agent cam be yotlr volos and make your healthy care decisions aconrding to-yolr own wishes, or
your best Infetssts,

Your agent can alsa decide how your wishes apply as your medicel cohdifidn changes. Hospitals, doofors and other -
healfh aare providers triust follow your agent's decisions as if they were your own. Yo may give the persorn you
aelect a5 your health care agent as Hile or as much authonly as yot want. You may afiow your agen! Iy make af
heatth care devisions or only certain ones. You may akso give your agent instructions tht he or sha has fo follow,
This fom1 oan also be used s doeument your wishes oF instructions with /egard fo organ andfor ssue donation,

Making decisions about how you want & ve the remainder of your e and appointing the appropriate person to be
your health care agent can be dverwheiming, In order to assist In the dedisbn making process, the Department
recommends ths fellowing Steps!

Clarify Values and Beliefs



it 18 Imporfant to consider and {o think about your individual wishes as they refate to how you want 16 ive the
remainder of your life, Most peaple don't have any idaa tow 10 begi ko think abollt this or begin 8 distission about
this. Many people are firling that Lising tocks, such a8 a values assessment, may help to pinpoint key feelings and
opinlons about how they want 1o five the remainder of their ives, Such tpal can be found at the following web slies!

+  Welcome fo the Compagsion and Support Home Page

«  Aging With Dignlty - to Help You gnd Your Family Plan and Reselve $e Care You Deserve
Choose a Spokesperson |

Choosing 4 Health care agant who wil speak for yol and make. decisions wheh you are wmblsisawwmw
task that each adult eeds to make, regardiess of age of health cars status, Your agent will' advacaie for your
brafarred treaatment and ensire that your wishes are camed ot&atapoirtmﬂmewhepyuucanmtspeakfwyom.

Onoe your ageft is chosén, it ks very importemt to share your wishes, thoughts and opiniois about how you want t
five the remainder of your ife with your agent. A ptson wll nat b able to predict every scenatio that may present
_ttseh' ina health cafe situation, As such, explalning your thoughts, feelings ahd preferences will give youragenl the
information necessary o make tecisions on your behalf,

Discuss Your Wishes:

K Is imporiant to discuss yous wishes with your health care providers, particularly your primaty care. provider, This
informatior Wit enable your providers to care for you i a manrier thiat is consistent with your wishes,

s Discuss Your v ian 8 of

Forms: Appointing Your Health Care Agent in New
York State

The New Yoik Health Gare Proxy form and instructions are avallable a5 an ‘Abobe Acrobit PDF (portable docuiment
format) In the following languages:

»  Entilish - Revisad 14/2015 (PDF)
+  Chiness (PDF)

+  Haitian Creals (PDF)



-

Jtatian (PDF)

] redt (POF)

”

Russlan (PDF}

Spanieh (PDF)

To srder soples of these dosyments 1l out the Publication Request Qrdet Form (PDF)

Practical issues

Onie your Health Care Proxy has bean signed, it's ¥impodart to ensure thiat & copy is given to your agent, pamary
tare providar and other famkly members, it s aise a good idea fo convider camying i copy In your wallel o pirse, i
case of unexpedted emergencies,

+  Pradtical lssues - Compassion and Supbort at the End of Ufe
Resources:

*  Advance Chre Planhing Bookiet (PDF, T07KE)

¥ vanes ] B ind Fambies



PRIVACY NOTICE

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

This Privacy Notice is being provided to you as a requirement of a federal law, the Health Insurance
Portability and Accountability Act (HIPAA), This Privacy Notice describes how we may use and disclose
your protected health tnformation to carry out treatment, payment or health care operations and for other
purpeses that are permitted or required by law. It alse describes your rights to access and control your
protected health information in some cases. Your "protected health information" means asy written and
oral health information about you, including demographic data that can be used to identify you. This is
health information that is created or received by your health care provider, and that relates {o your past,
present or future physical or mental health or condition,

L Uses and Disclosures of Protected Health Information

The ENTITY may use your protected health information for purposes of providing treatment, obtaining payment for
treatment, and conducting health care operations. Your protected health information may be used or disclosed onty
for these purposes unless the ENTITY has obtained your authotization or the use or disclosure is otherwise
permitted by the HIPA A privacy regulations or state law, Disclosures of your protected health information for the
purposes described in this Privacy Notice may be made in writing, orally, or by facsimile.

A, Treatment. We will use and disclose your protected health information to provide, coordinate, or
manage your health care and any related services. This includes the coordination or management of your health care
with a third parly for treatment purposes. For example, we may disclose your protected health information to a
pharmacy to fill a prescription o to a laboratory to order a blood tsst. We may also disclose protected health
information to physicians who may be treating you or consulting with the ENTITY with respect to your care, In
sone cases, we may also disclose yout protected health Infortation to an outside treatment provider for purposes of
the treatment activities of the other provider,

B. Payment, Your protected health information will be used, as needed, to obtain payment for the
services that we provide. ‘This may include certain communications to your health insurance company to get
approval for the procedure that we have scheduled. For example, we may need to disclose information to your
health insurance company to get prior approval for the surgery. We may also disclose protected health information
to your health insurance company to determine whether you are eligible for benefits or whether a particular service
is covered under your health plan. In order to get payment for the services we provide to you, we may also need to
disclose your protected health information to your health insurance company to demonstrate the medical necessity of
the services or, as required by your insurance company, for utilization review. We may also disclose patient
information to another provider involved in your care for the other provider’s payment activities. This may include
disolosure of demographic information to anesthesia care providers for payment of their services,

C. Operations, We may use or disclose your protected health information, as necessary, for our owa
health care operations to facilitate the function of all or a portion of the ENTITY and to provide quality care to all
patients. Health care opetations include such activities as: quality assessment and improvement activities, employee
review activities, training programs including those in which students, trainees, or praclitioners in health care learn
under supervision, accreditation, certification, licensing or credentialing activities, review and auditing, including
compliance reviews, medical reviews, legal services and maintaining compliance programs, and business
management and general administrative activities.

In certain situations, we may also disclose patient information to another provider or health plan for their health care
operafions.

{0 Privacy Nofica (Originated Tannarv 2003 Raviead Fehmare 7010 Santember 20130



D, Other Uses and Disclosures. As part of treatment, payment and health care aperations, we may
also use or disclose your protected health {nformation for the following purposes;

1. To remind you of your surgery date.
2, We may, from time to time, contact you to provide information about treatment alternatives or
other health-related benefits and services that we provide and that may be of interest to you,

. Uses and Disclosures Beyond Treatment, Payment, and Health Care Operations Permitled Without
Authorization or Opportunity to Object

Federal privacy rules allow us to use or disclose your protected health information without your permission or
quthorization fot a number of reasons including the following;

A, When Legally Required or Permitted, We will disclose your protected health information when we are
requited or permitied to do so by any federal, state or local law. One situation in which we may disclose your
protected health information is if the instance of a breach involving your protected health information, to notify you,
law enforcement and regulatory authorities, as necessary, of the situation, and others as appropriate to resolve the
sifuation,

B, When There Are Risks to Public Health, We may disclose your protected health information
for the following public activities and purposes; _

*  To prevent, control, or report disease, injury or disability as permitted by law,

*  To report vital events such as birth or death as permitied or tequired by law.

*  To conduci public health surveillance, investigations and interventions as permitted or required by law.

*  To collect or report adverse events and product defects, track FDA regulated produsts, enable product
recalls, repairs or replacements to the FDA and to conduct post matketing surveillance.

*  To notify a person who has been exposed to a communicable diseass or who may be at risk of contracting
of spreading a disease as authorized by [aw,

* To report to an employer information about an individual who is a member of the workforce as legally
permitted or requited,

C. To Report Suspected Abuse, Negleet Or Domestic Violence, We may notify government
authorities if we believe that a patient is the victim of abuse, neglect or domestic violence. We will make this
disclosure only when specifically required or authorized by law or when the patient agrees o the disclosure,

D. To Conduct Health Oversight Activities, We may disclase your protected healih information to
a health oversight agency for activities including audits; civil, administrative, or criminal investigations,
proceedings, or actions; inspections; licensure or disciplinary actions; or other activities necessary for appropriate
oversight as authorized by law. We will not disclose your health information under this authority if you are the
subject of an investigation and your health information is not directly related to your receipt of health care or public
benefits, ' ‘ e ' L

E. In_Connection With Judicial And Administrative Procecdings.. We may disclose your
protected health information in the course of any judicial or administrative proceeding in response to an order of a
court or administrative tribunal as expressly authorized by such order. In certain eitcomstances, we may disclose
your protected health information in response to a subpoena to the extent authorized by state law if we receive
satisfactory assurances that you have been notified of the request or that an effort was made to seeure a protective
order,

F, For Law Enforcement Purposes. We may disclose your protected health information to a law
enforcement official for law enforcement purposes as follows:

*  As required by law for reporting of certain types of wounds or other physical injuries,
*  Pursuant to court order, court-ordered warrant, subpoena, summons or sitilar process.
¢ For the purpose of identifying or locating a suspect, fugitive, material witness or missing person,
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*  Under certain limited circumstances, when you are the victim of a crime.

¢ Toa law enforcement official if the ENTITY has a suspicion that your health condition was the
result of criminal conduct,

* Inan emergency to report a ctime,

G. To Corgners, Funeral Directors, and for Organ Donation. We may disclose protected health
information to a coroner or medical examiner for identification purposes, to determine cause of death or for the
coronier or medical examiner to perform other duties authorized by law, We may also disclose protected health
information to a funera! director, as authorized by law, in order to permit the funeral ditector to carry out their
duties, We may disclose such information in reasonable anticipation of death. Once you have been dead for 50
years (or such other period as specified by law), we may use and disclose your health information without regard to
the restrictions set forth in this notice, Protected health information may be used and disclosed for cadaveric organ,
eye or tissus donation purposes,

H. For Research Purposes. We may vse of disclose your protected health information for reseatch
when the use or disclosure for research has been approved by an institutional review board that has reviewed the
reseatch proposal and research protocols to address the privacy of your protected health information, Under cerfain
circumstances, your information may atso be disclosed without your authorization to researchers preparing to
conduct a research project or for research on decedents or to researchers pursuant to a written data use agreement,

I, In the Event of a Serious Threat to Health or Safety, We may, consistent with applicable law
and ethical standards of conduct, use or digclose your protected health information if we believe, in good faith, that
such use or disclosure is necessaty to prevent or lessen a serious and imminent threat to your health or safety or to
the health and safety of the public.

J. For Specified Government Functions, In certain citcumstances, federal tegulations authorize
the ENTITY to use or disclose your protecied health information to facilitate specified govemment functions
relating to military and veterans activities, national security and intelligence activitles, protective services for the
President and others, medical suitability determinations, correctional institetions, and law enforcement custodial
situations,

K. For Worker's Compensation. The ENTITY may release your health information to comply with
worker's compensation laws or similar programs,

L. Business Associates. We may contract with one or more business associates through the course
of our operations, We may disclose your health information to our business assoctates so that they can perform the
job we have asked them to do. We required that our business associates sign a business associate agreement and
agree to safeguard the privacy and security of your health information,

IIL Uses and Disclosures Permitted withaut Authorization but with Opportunity to Object

We may disclose your protected health information to your family member or a close personal friend if it is
directly relevant to the person’s involvement in your sErgery or payment related to your surgery, We can
also disclose your information in connection with trying to locate or notify family members or others involved
in your care concerning yeur lecation, condition or death,

You may object to these disciosures. If you do not object to these disclosures or we can infer from the
circumstances that you do not object or we determine, in the exercise of our professional judgment, that it is
in your best interests for us fo make disclosure of information that is directly relevant to the person’s
involvement with your care, we may disclose your protected health information as described.

IV, Uses and Disclosures which you Authorize
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Other than as stated above, we will not diseloge your health information other than with your written authorization,
You may revoke your authorization in writing at any time except to the extent that we have taken action in reliance
upon the authorization. Exaraples of disclosures that require your authorization are;

A, Marketing. Exoept as otherwise permitted by law, we will not use or disclose your heaith
information for marketing purposes without your written authorization, However, in order to better serve you, we
may communicate with you about refill reminders and alternative produots. Should you inquire about a particular
product-specific good or service, we may also provide you with informational materials. Wo may also, at times,
send you informational materials about a particular product or servios that may be helpful for your treatment,

B, No Sale of Your Health Informatien, We will not sell your health information to a third party
without your prior written authorization.

V. Your Rights

You have the following rights regarding your health information;

A, The right te inspect and copy your protected health information. You may inspect and obtain
2 copy of your protected health information that is contained in a designated record set for as long as we maintain
the protected health information. A “designated record sef” contains medical and billing records and any other
records that your surgeon and the ENTITY use fot making decisions about you.

Under federa] taw, however, you may not inspect or capy the following records: psychotherapy notes; information
compiled in reasonable anticipation of| or for use in, a civil, criminal, or administrative action or ptoceeding; and
protected health information that is subject to a law that prohibits access to protected health information, Depending
on the citcumstances, you may have the right to have a decision to deny access reviewed.

We may deny your request to inspect or copy your protested health information if, in our professional judgment, we
determine that the access requested is likely to endanger your fife or safety or that of another person, or that {t is
likely to canse substantial hatm to another person referenced within the information, You have the right to tequest a
review of this decision.

To inspect and copy your medical information, you must submit a written request to the Privacy Officer whose
contact information is listed on the last page of this Privacy Notice. If you request 2 copy of your infottnation, we
may charge you a fee for the costs of copying, mailing or other costs incurred by us in complying with your request,

Please contact our Privacy Officer if you have questions zbout access to your medica) record.

B. The right to request a resfriction on uses and disclosures of your protected health
information. You may ask us not to use or disclose certain parts of your protected health information for the
purposes of treatment, payraent or health care operations, You may also request that we not disclose your health
information to family members or friends who may be involved in your care or for notification purposes as
described in this Privacy Notice. Your request must state the specific restriction requested and to whorn you want
the restriction to apply,

If you request that the ENTITY not disclose your protected health information to your health plan for the purposes
of payment or healthcare operations (but not treatment), and if you are paying for your freatment out of pocket in
full, then the ENTITY must honor your requested restriction, Otherwise, the ENTITY is not required to agree to a
restriction that you may request. We will notify you if we deny your request to a restriction, If the ENTITY does
agree to the requested restriction, we may not use or disclose your protected health infornation in violation of that
restriction unless it is needed to provide emergency treatment. Under certain circumstances, we may terminaie our
agresment to a resiriction. You may request a restriction by contacting the Privacy Officer,

C. The right to request to receive confidenfial communications from us by alternative means or
at an allernative location, You have the right to request that we communicate with you in certain ways. We will
accommodate reasonable requests. We may condition this accommodation by asking you for information as to how
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payment will be handled or specification of an alternative address or other method of contact, We will not require
you to provide an explanation for your request. Requests must be made in writing to our Privacy Officer.

D. The right to request amesdments to your protected health information. You may request an
amendment of protected heaith information about you In a designated record set for as long as we maintain this
information. In ceriain cases, we may deny your request for an amendment. If we deay your request fot
amendment, you have the right to file a statsment of disagreement with us and we may prepare a rebuital to your
statemnent and will provide you with a copy of any such rebuttal. Requests for amendment must be in writing and
must be directed fo-our Privacy Officer. In this writen request, you must also provide a reason to support the
requested amendments,

E, The right to receive an accounting. You have the right o request an accounting of certain
disclosures of your protected health information made by the ENTITY, This right applies to disclosures for
purposes other than freatment, payment or health care operations as described in this Privacy Notice, We are also
not required to account for disclosures that you requested, diselosures that you agreed to by signing an authorization
form, disclosures for an ENTITY directory, to friends or family members involved in your care, or certain other
disclosures we are permitted to make without your authorization. The request for an accounting must be made in
writing to our Privacy Officer, The request should specify the time period soughi for the accounting, We are not
required to provide an accounting for disclosures that take place prior to April 14, 2003. Accounting requests may
not be made for periods of time in excess of six years. After January |, 2014 (or a later date as permitted by
HIPAA), the list of disclosures will include disclosures made for freatment, payment or health care operations using
our electronic health record (if we have one for you), We will provide the first accounting you tequest duting any
12-month period without eharge. Subsequent accounting requests may be subject o a reasonable cost-based fee,

F. The right to obtain a paper copy of this netice. Upon request, we will provide a separate paper
copy of this notice even If you have alteady teceived a copy of the notice or have agreed to accept this notice
electronically,

YL Our Duties

The ENTITY is required by law to maintain the privacy of your health information and te provide you with this

Privacy Notice of our dutles and privacy practices. We are required to abide by terms of this Notice as may be

amended from time to time, We reserve the right to change the terms of this Notice and to make the new Notice

provisions effective for all future protected health iriformation that we maintain. If the ENTITY changes its Notice,

we will provids a copy of the revised Notice by sending a copy of the revised Notice via regular mail or through in-

person contact at your next visit In the event there has been a breach of vour unsecured protected health
infortoation, we will notify you.

VII. Complaints

You have the right to express complaints to the ENTITY and to the Secretary of Health and Human Services if you
believe that your privacy rights have been violated. You may complain to the ENTITY by contacting the ENTITY s
Privacy Officer verbally or in writing, using the contact information below. We encoutage you to express any
coheerns you may have regarding the privacy of your information, You will not be retallated against in any way for
filing a complaint.

VIIf. Contact Person

The ENTITY s contact petsor for al! issues regarding patient privacy and your rights under the federal privacy
standards is the Privacy Officer. Information regarding matiers covered by this Notice can be requested by
contacting the Privacy Officer. If you feel that your privacy rights have been violated by the ENTITY you may
submit a complaint to our Privacy Officer by sending it to:

Privacy Officer

New England Laser & Cosmetic Surgery Center
1072 Troy-Schenectady Rd

Latham, NY 12110
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