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L5 RECEI VED NYSCEF: 08/01/20[18

SUPREME COURT OF THE STATE OF NEW YORK
COUNTY OF NASSAU

LISA M. D'AVANZO,
Plaintiff, Index No. 613549/2017

-against- RESPONSE TO COMBINED
DEMANDS
PLANNED PARENTHOOD FEDERATION OF AMERICA,
INC., PLANNED PARENTHOOD OF NASSAU COUNTY,
INC., BRONWYN FITZ, M.D., NASSAU HEALTH CARE
CORPORATION, d/b/a NASSAU UNIVERSITY MEDICAL
CENTER, IRWIN GOLDSTEIN, M.D., and LONG ISLAND OB
GYN ASSOCIATES,

Defendants.
X

PLEASE TAKE NOTICE that the following is plaintiff's response to the combined demands

of defendants:

AS AND FOR A RESPONSE TO DEMAND FOR ATTORNEYS APPEARING
The names and addresses of the attorneys appearing in this action are listed below.
AS AND FOR A RESPONSE TO DEMAND FOR AUTHORIZATIONS
Attached hereto are duly executed authorizations to obtain the medical records from the

following providers:

a. Nassau University Medical Center
2201 Hempstead Turnpike
East Meadow, NY 11554

b. Planned Parenthood of Nassau County (Bronwyn Fitz, M.D.)
540 Fulton Avenue
Hempstead, NY 11550

C. South Nassau Communities Hospital
1 Healthy Way
Oceanside, NY 11572

d. Irwin Goldstein, M.D.
Long Island OB GYN Associates
79 Grand Avenue
Massapequa, NY 11758
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AS AND FOR A RESPONSE TO DEMAND FOR EXPERT INFORMATION
Expert information will be supplied under separate cover.
AS AND FOR A RESPONSE TO DEMAND FOR WITNESS INFORMATION
The names and addresses of witnesses will be supplied under separate cover.
AS AND FOR A RESPONSE TO DEMAND FOR CERTIFICATE OF MERIT
Please find enclosed a copy of the certificate of merit.
AS AND FOR A RESPONSE TO DEMAND FOR ADVERSE PARTY STATEMENTS
Plaintiff is not in possession of any adverse party statements, save the medical records
and hospital records of the defendants.
AS AND FOR A RESPONSE TO DEMAND FOR PHOTOGRAPHS AND VIDEOS
Plaintiff is not in possession of any photagraphs or videos.

AS AND FOR A RESPONSE TO DEMAND FOR
COLLATERAL SOURCE INFORNMATION

Collateral source information will be supplied under separate cover.
Plaintiff is not a Medicare recipient.

Dated: July 30, 2018
Islandia, New York

Yours, efc.

RAPPAPORT, GLASS, LEVINE & ZULLO, LLP .

BY:

THOMAS P. VALET
Attorneys for Plaintiff
1355 Motor Parkway
Isiandia, NY 11749
{631) 293-2300

TO: Heidell, Pittoni, Murphy & Bach, LLP and Long Island OB GYN Associates
Attorney For: lrwin Goldstein, M.D.
1050 Franklin Avenue
Garden City, NY 11530-1760
Phone: (516) 408-1600
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Kerley, Walsh, Matera & Cinguemani, P.C.

Attorney For: Nassau Health Care Corporation d/b/a Nassau University Medical
Center

2174 Jackson Avenue

Seaford, NY 11783-2608

Phone: (516) 409-6200

McAloon & Friedman, P.C.

Attorney For: Planned Parenthood of Nassau County, Inc.
123 William Street, 25th Floor

New York, NY 10038-3804

Phone: (212) 732-8700

17
18
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POWER OF ATTORNEY
To Execute HIPAA Medical Record Authorization Forms Pursuant to
New York Public Health Law §18(1)(g) as Amended 10/26/04

I, Lisa D'Avanzo

do hereby appoint CHARLES J. RAPPAPORT, MICHAEL G. GLASS, MICHAEL S. LEVINE,
MATTHEW J. ZULLO, CHRISTOPHER M. GLASS, MARY ANN RISAVICH-BIRGELES,
THOMAS P. VALET of RAPPAPORT, GLASS, LEVINE & ZULLO, LLP, with offices at 1355
Motor Parkway, Islandia, NY 11749, my attorneys-in-fact to act (each agent may act separately) in
my name, place and stead in any way which I myself could do, if I were personally to execute
HIPAA. medical record authorization forms pursuant to New York Public Health Law §18(1)(g) as
amended 10/26/04. This power of attorney may be revoked by me at any time. This Power of
Attorney shall not be affected by subsequent disability or incompetence.

To induce any third party to act hereunder, I hereby agree that any third party receiving a duly
executed copy or facsimile of this instrument may act hereunder, and that revocation or termination
hereof shall be ineffective as to such third party unless and until actual notice or knowledge of such
revocation or termination shall have been received by such third party, and I for myself and for my
heirs, executors, legal representatives and assigns, hereby agree to indemnify and hold harmless any
such third party from and against any and all claims that arise against such third party by reason of
such third party having relied on the provisions of this instrument.

In Witness Whereof I have hereunto signed my name this 21st day of _March s
20 17
Acknowledgment

STATE OF NEW YORK )

)ss.:
COUNTY OF )
On this 21st day of March , 20 17 | before me personally
appeared Lisa P'Avanzo , known fo be, or

provided to me on the basis of satisfactory evidence, to be the individual whose name is subscribed
to in the within instrument and acknowledged to me that executed the same in his/her capacity, and
that by his/her individual signature, executed this instrument and that such individual made such
appearance before the undersigned at _Islandia , New York.

ﬁ“ﬂ P\'\N\.u-w&.r

Notary Public

THERESA M. MURPHY
Notary Public, State of New York
No, 4892670
Qualified in Nassau County
Commission Expires May 11, 201)
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AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

Patient Name Lisa D'Avanzo Date of Birth (ENNEIEHE 1988 | Social Seourity Number

-Patient Address 933 Grant Place, Bellmore, NY 11710

1, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Acconntability Act of 1996 (HIPAA), I understand that:

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH TREATMENT, except psychotherapy
notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if T place my initials on the appropriate line in Item 9(a). In the event the health information
described below inchudes any of these types of information, and Linitial the line on the box in lem 9(a), I specifically authorize release of such information to the person(s}
indicated in Item 8.

2, If1am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is prohibited from redisclosing such
information without my autherization unless permiited to do so under federal or state law. Tunderstand that I have the right to request a list of people who may receive or
use my HIV-related information without avthorization. If [ experience discrimination because of the release or disclosure of HIV-related information, I may contact the
New York State Division of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212} 306-7450. These agencies are responsible for
protecting may rights.

3. Thave the right to revoke this authorization at any time by writing to the health care provider listed befow.  Tundersfand that I may revoke this aufhorization except to
the extent that action has already been taken based on this information.

4. Tunderstand that signing this authorization is voluntary. My treatment, payment, enroliment in a health plan, or eligibility for benefits will not be conditioned upon
my authorization of this disclosure.

5. Information disclosed under this anthorization might be redisclosed by the recipient (except as noted above in Item 2}, and his redisclosure may ne longer be protected
by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL CARE WITH ANYONE OTHER
THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9(b).

7. Name and address of health provider or entity to release this information:

Nassau University Medical Center, 2201 Hempstead Turnpike, East Meadow, NY 11554

8. Name and address of person(s) or category of person to whom this information will be sent:

McAloon & Friedman, P.C., 123 William Street, 25th Floor, New York, NY 10638

Ha). Specific information to be released;
0 Medical information from (insert date to (insert date)
% Entire medicat record, including patient histories, office notes (except psychotherapy nofes), test results, radiology studies, films, referrals, consults, billing
records, insurance records, and records sent to you by other health care providers,
o Other: Include: {Indicate by Initialing)
Alcohol/Drog Treatment
Mental Health Information
HIV-Related Information

Anthorization to Discuss Health Information

(b} 0 By initialing here T authorize
initial Name of individual health care provider

to discuss my health information with my attomey, or a governmental agency, listed here:

10. Reason for release of information; 11. Date or event on which this authorization will expire:
& At request of individual

x Other: Lawsuit related At conclusion of lawsuit

12. Ifnot the patient, name of person signing form: 13, Authority to sign on behalf of patient:

Thomas P. Valet : Attorney in fact

All items on this form have heen completed and my questions about this forn bave been answered.  In addition, I have been provided a copy of this form.

///‘%,_

Signature of Patient or Representative authorized by law.

Date: July 30, 2018

*Human fmmunodeficiency that causes AIDS. The Mew York State Public Health Law protects information which reasonably could identify someone as having HIV
symptoms or infection and information regarding a person’s contacts,
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AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

Patient Name I.isa D'Avanzo Date of Birth #9988 Social Security Number

- Patient Address 933 Grant Place, Bellmore, NY 11710

1, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form;

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), T understand that:

1. This authorization may include disclosure of information refating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH TREATMENT, except psychotherapy
notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on the appropriate line in Item 9(a). In the event the health information
described below includes any of these types of information, and Iinitial the line on the box in ltem 9(a), I specifically authorize release of such information to the person(s)
indicated in fiem 8,

2. If1 am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is prohibited from redisclosing such
information without my authorization unless permitted to do so under federal or state law. I understand that I have the right to request a kst of people who may receive or
use my HIV-related information without authorization. [If I experience discrimination because of the release or disclosure of HiV-related information, | may contact the
New York State Division of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450, These agencies are responsible for
protecting my rights.

3. Thave the right to revoke this authorization at any time by writing to the health care provider histed below. Tunderstand that I may revoke this asthorizafion eXcepf to
the extent that action has already been taken based on this information.

4. Tunderstand that signing this authorization is voluntary, My treatment, payment, enrollment in a health plan, or eligibility for benefits will not be conditioned upen
my authorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient {except as noted above in ltem 2), and this redisclosure may no longer be protected
by federal or state faw.

6. THIS AUTHORIZATION BOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL CARE WITH ANYONE OTHER
THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN I'TEM 9(b}.

7. Name and address of health provider or entity to release this information:

Planned Parenthood of Nassau County (Bronwyn Fitz, M.ID.), 540 Fuiton Avenue, Hempstead, NY 11550

8. Name and address of person(s) or category of person to whom this information will be sent;

McAloon & Friedman, P.C., 123 William Street, 25th Floor, New York, NY 10038

9(a). Specific information to be released:
o Medical information from (insert date to (insert date)
x Entire medical record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, fitms, referrals, consults, hilling
records, insurance records, and records sent to you by other health care providers.
o Other: Include: {Indicate by Initiating)
Alcohol/Drug Treatment
Mental Health Information
HIV-Related Information

Authorization to Discoss Health Information

(b) 0By initialing here 1 authorize
initial Name of individual health care provider

to discuss my health information with my attorney, or a governmental agency, listed here:

10. Reason for refease of information: 11. Date or event on which this authorization will expire:
o At request of individual

* Other: Lawsuit related At conclusion of lawsuit

12. Ifnot the patient, name of person signing form: 13.  Authority to sign on behalf of patient:

Thomas P. Valet Attorney in fact

All items on this form have been completed and my questions about this form have been answered. In addition, I have been provided a copy of this form.

— 7 L —

Signature of Patient or Representative authorized by law.

Date: July 30, 2018

*Human Immunodeficiency that causes AIDS. The New York State Public Health Law protects information which reasonably could identify someone as having HTV
symptoms or infection and infermation regarding a person’s contacts.
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AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
fThis form has been approved by the New York State Department of Health]

Patient Name L1sa D'Avanzo Date of Birth & 1988 Social Security Number

Patient Address 933 Grant Place, Bellmore, NY 11710

1, or my authorized representative, request that health information regarding my care and treatment be released ac set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I understand that:

1. This anthorization may include disclosure of information refating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH TREATMENT, except psychotherapy
notes, and CONFIDENTIAL HIV#* RELATED INFORMATION only if | place my initials on the appropriate line in lem 9(2). In the event the health information
described below includes any of ithese types of information, and I initial the line on the box in Item 9(a), I specifically anthorize release of such information to the person(s)
indicated in Ttem 8.

2. If 1 am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is prohibited from redisclosing such
information without my authorization unless permitied to do so under federal or state law. Tunderstand that I have the right to request a list of people who may receive or
vse my HIV-related information without authorization, If { experience discrimination because of the release or disclosure of HIV-related information, [ may contact the
New York State Division of Human Rights at (212) 480-2493 or the New York City Commission of Humnan Rights at (212) 306-7450. These agencies are responsible for
protecting my rights.

3. Thave theTight to revoke this anthorization at any tiene by writing to the health care provider listed below, [ understand thaf I may revoke this authorizafton exceptto
the extent that action has alrcady been taken based on this information.

4, Tunderstand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for bcncf ts will not be conditioned upen
my authorization of this disclosure,

5. Information disclosed under this authorization might be redisclosed by the recipient {(except as noted above in Item 2), and this redisclosure may no longer be protected

by federal or state law.
6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL CARE WITH ANYONE OTHER

THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM S(b).

7. Nazme and address of health provider or entity to release this information:

South Nassau Communities Hospital, 1 Healthy Way, Oceanside, NY 11572

8. Name and address of person(s) or cafegory of person fo whom this information will be sent:

McAloon & Friedman, P.C., 123 William Street, 25th Floor, New York, NY 10038

9{a). Specific information to be released:
0 Medical information from {insert date to (insert date)
x Entire medical record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films, referrals, consults, billing
records, insurance records, and records sent to you by other health care providers.
o Other: Include; (Indicate by Initialing)
Alcohol/Drug Treatment
Mental Health Information
HIV-Reiated Information

Authorization to Discuss Health Information

(b) oBy initialing here I authorize
initial Name of individual health care provider

to discuss my health information with my attorney, or a governmental agency, listed here:

0. Reason for release of information: 11. Date or event on which this authorization wili expire:
o At request of individual -

x Other: Lawsuit related At conclusion of lawsuit

12, Ifnoi the patient, name of person signing form: 13. Authority to sign on behalf of patient:

Thomas P. Valet Attomey in fact

All items on this form have been completed and my questions about this form have been answered.  In addition, T have been provided a copy of this form,
o

Signature of Patient or Representative authorized by law.,

Date: July 30, 2018

*Human Immunedeficiency that causes AIDS, The New York State Public Health Law protects information which reasonably could identify someone as having HIV
symptoms or infection and information regarding a person’s contacts.
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NYSCEF DOC. NO. 15 RECEI VED NYSCEF: 08/01/2018

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

5 1038 Social Security Number

Patient Name Lisa D'Avanzo Date of Birth e

Patient Address 933 Grant Place, Bellmore, NY 11710

I, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), [ undesstand that;

1. This authorization may include disclosure of information relating to ALCOHOL and BRUG ABUSE, MENTAL HEALTH TREATMENT, except psychotherapy
notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on the appropriate Bae in ltem 9(a). In the event the health information
described below includes any of these types of information, and Finitial the line on the box in Item 9(a}, 1 specifically authorize release of such information to the person(s)
indicafed in Item 8.

2. IfIam authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is prohibited from redisclosing such
information withont my authorization unless permifted to do so under federal or state Jaw. understand that I have the right to request a Jist of people who may receive or
use my HIV-related information without authorization. If I experience discrimination because of the release or disclosure of HIV-related information, I may contact the
New York State Division of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are responsible for
protecting my rights,

3. Ihave the right to revoke this authorization at any time by writing to the health care provider Ilisted below. Tundersiand that I may revoke this authorization except to
the extent that action has already been taken based on this information.

4. Tunderstand that signing this authorization is voluntary, My treatment, payment, enrollment in a health plan, or eligibility for benefits will not be conditioned upon
my awthorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this redisclosure may no longer be protected

by federal or state law, '
6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL CARE WITH ANYONE OTHER
THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9(b).

7. Name and address of health provider or entity to release this information:

Irwin Goldstein, M.D., Long Island OB GYN Associates, 79 Grand Avenue, Massapequa, NY 11758

8. Name and address of person(s) or category of person to whom this information will be sent;

McAlcon & Friedman, P.C., 123 William Street, 25th Floor, New York, NY 10038

9(a). Specific information to be released;
0 Medical information from (insert date to (insert date)
x Entire medical record, including patient histories, office notes (except psychotherapy notes), test resulfs, radiology studies, films, refereals, consults, billing
records, insurance records, and records sent fo you by other health care providers.

a Other; Include: (Indicate by Initialing)
Aleohol/Drug Treatment
Mental Health Information
HIV-Related Informnation
Authorization to Diseuss Health Information
(b) o By initialing here ¥ authorize .
initial Name of individual health care provider

to discuss my health information with my atforney, or a governmental agency, listed here:

10, Reason for release of information; 11, Dete or event on which this authorization will expire:
o At request of individual

x Other: Lawsuit related At conclusion of lawsuit

12. If not the patient, name of person signing form: 13. Awvthority to sign on behalf of patient:

Thomas P. Valet Attorney in fact

All items on this form have been completed and my guestions about this form have been answered. In addition, I have been provided a copy of this form.

‘//,_7/2”#_\

Signatllr/e of Patient or Representative authorized by law.

Date: July 30, 2018

*Human Immunodeficiency that causes AIDS. The New York State Public Health Law protects information which reasonably could identify someone as having HIV
symptoms or infection and information regarding a person’s contacts,
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NYSCEF DOC. NO. 15 RECEI VED NYSCEF: 08/01/2018

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Departmnent of Health]

Patient Name L.isa D'Avanzo Date of Birth i 1088 Social Security Number

Patient Address 933 Grant Place, Bellmore, NY 11710

L, or my authorized representative, request that health information regarding my care and ireatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I understand that;

1. This authorization may inchude disclosure of information relating to ALCOBOL and DRUG ABUSE, MENTAL HEALTH TREATMENT, except psychotherapy
notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on the appropriate line in Item 9(a). In the event the health information
described below includes any of these types of information, and I initial the line on the box in Item 9(a), ] specifically authorize release of such information to the person(s)
indicated in Item 8.

2. K {am aothorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is prohibited from redisclosing such
information without my authorization unless permitted to do so under federal or state law. 1 understand that ] have the right to request a list of people who may receive or
use my HIV-related information without authorization. If I experience discrimination because of the release or disclosure of HIV-related information, [ may contact the
New York State Division of Human Rights at {212) 480-2453 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are responsible for
protecting my rights.

3. Thave the right to revoke this authonization at any time by writing to the health care provider lisfed below. I understand that I may revoke this authorizafion €¥cept fo
the extent that action has already been taleen based on this information, g

4. Tunderstand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for benefits will not be conditioned upon
my authorization of this disclosure,

5. Information disclosed under this anthorization might be redisclosed by the recipient {(except as noted above in Item 2), and this redisclosure may no longer be protected
by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL CARE WITH ANYONE OTHER
THAN THE ATTORNEY OR GOYERNMENTAL AGENCY SPECIFIED IN ITEM 9(b).

7. Name and address of health provider or entity to release this information;

Nassau University Medical Center, 2201 Hempstead Turnpike, East Meadow, NY 11554

8. Name and address of person(s) or category of person to whom this information will be sent:

Kerley, Walsh, Matera & Cinquemani, P.C., 2174 Jackson Avenue, Seaford, NY 11783

%(a). Specific infonmation to be released:
1 Medical information from (insert date to {insert date)
x Entire medical record, including patient histories, office notes (except psychotherapy notes), test results, radiolegy studies, films, referrals, consults, billing
records, insurance records, and records sent to you by other health care providers.
o Other: Include: (Indicate by Initialing)
Alcohol/Drug Treatment
Mental Health Information
HiV-Related Information

Authorization to Discuss Health Information

(b} By initialing here I authorize
initial Name of individual health care provider

to discuss my health information with my attorney, or a governmental agency, histed here:

10. Reason for release of information; 11. Date or event on which this authorization will expire:
o At request of individual

x Other: Lawsuit related At conclusion of lawsuit

12. Ifnot the patient, name of person signing form: 13. Authority to sign on behaif of patient;

Thomas P. Valet Attomey in fact

All items on this form have been completed and my questions about this form have been answered. In addition, I have been provided a copy of this form.

<//’7L_"‘ Date: July 30, 2018

Signature of Patient or Representative authorized by law,

*Human Immunodeficiency that causes AIDS. The New Yark State Pubtic Health Law protects information which reasonably could identify somecne as having HIV
sympioms or infection and information regarding a person’s contacts.
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NYSCEF DOC. NO. 15 RECEI VED NYSCEF: 08/01/2018

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[ This form has been approved by the New York State Department of Health]

Patient Name Lisa D'Avanzo Date of Birth (% 5 Social Security Number

Patient Address 933 Grant Place, Bellmore, NY 11710

1, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I understand that:

1. This authorization may include disclosure of informaticn relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH TREATMENT, except psychotherapy
notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on the appropriate line in item 9(a). In the event the health information
described below includes any of these types of information, and I initial the line on the box in Item 9(a), | specifically authorize release of such information to the person(s)
indicated in Jtem 8.

2. I I am avthorizing the release of HiV-telated, alcohol or dmg treatment, or mental health treatment information, the recipient is prohibited from redisclosing such
information without my authorization unless permitted to do so under federal or state law. T understand that [ have the right to request a list of people who may receive or
use my HIV-related information without authorization, If I experience discrimination becanse of the refease or disclosure of HIV-related information, I may contact the
New York State Division of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are responsible for
protecting my rights.

3. Ibave the right to revoke this authorization at any time by writing to the health care provider listed below. T understand that I may revoke this authorization except to
the extent that action has already been {aken based on this information,

4. lunderstand that signing this authorization is voluntary, My treatment, payment, enrollment in a health plan, or eligibility for benefits will not be conditioned vpon
my asuthorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Jtem 2), and this redisclosure may no fonger be protected
by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL CARE WITH ANYONE OTHER
THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECHIED IN ITEM S(b}.

7. Name and address of health provider or entity to release this information:

Planned Parenthood of Nassau County (Bronwyn Fitz, M.D.), 540 Fulton Avenue, Hempstead, NY 11550

8. Name and address of person(s) or category of person to whom this information will be sent;

Kerley, Walsh, Matera & Cinquemani, P.C., 2174 Jackson Avenue, Seaford, NY 11733

9(a). Specific information to be released:
1 Medical information from (insert date to (insert date)
x Entire medical record, including patient histories, office notes (except psychotherapy notes), test resuits, radiology studies, films, referrals, consults, billing
records, insurance records, and records sent to you by other health care providers. :
o Other: Include: (Indicate by Initialing)
Alcohol/Drag Treatment
Mental Health Information
HIV-Related Information

Authorization to Discuss Health information

(b) o By initialing here 1 anthorize
initial Name of individual health care provider

to discuss my health information with my attorney, or a governmental agency, listed here:

10. Reasbn for release of information: 11. Date or event on which this authorization will expire:
o At request of individual

x Other: Lawsuit related At conclusion of lawsuit

12, Ifnot the patient, name of person signing form: 13. Authority o sign on behalf of patient:

Thoras P. Valet Attomey in fact

All ifems on this form have been completed and my guestions about this form have been answered, In addition, I have been provided a copy of this form.

/Q‘f - Date: July 30, 2018

Signature of Patient or Representative authorized by law.

*Human Immunodeficiency that causes AIDS. The New York State Public Health Law protects information which reasonably could identify someone as having HIV
symptoms or infection and information regarding a person’s contacts.
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NYSCEF DOC. NO. 15 RECEI VED NYSCEF: 08/01/2018

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

Patient Name Lisa D'Avanzo Date of Birth Social Security Number

Patient Address 933 Grant Place, Bellmore, NY 11710

I, or my authorized representative, request that health information regarding my care and freatment be refeased as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), 1 understand that;

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH TREATMENT, except psychotherapy
notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on the appropriate line in Iten 9(a). In the event the health information
deseribed below includes any of these types of information, and Linitial the lins on the box in Ttem 9(a), Ispecifically authorize release of such information to the person{s)
indicated in Item 8,

2, If1 am auwthorizing the release of HIV-related, aleohol or drug treatment, or mental health treatment information, the recipient is prohibited from redisclosing such
information without my authorizafion unless permitted to do so under federal or state law. [understand that I have the right to request a list of people who may receive or
use my HIV-related information without authorization. If I experience discrimination because of the release or disclosure of HIV-related information, I may contact the
New York State Division of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are responsible for
protecting my rights,

3. Ihave the right to revoke this authorization at any time by writing to the health care provider listed below. Iunderstand that I may revoke this avthorization except o
the extent that action has already been taken based on this information,

4. Tunderstand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibitity for benefits will not be conditioned upon
my authorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this redisclosure may no longer be protected

by federal or staie law.
6. THIS AUTHCRIZATION DOES NOT AUTHORIZE YOU TO PISCUSS MY HEALTH INFORMATION OR MEDICAL CARE WITH ANYONE OTHER
THAN THE ATTORNEY OR GOYERNMENTAL AGENCY SPECIFIED IN TTEM 9{(b}).

7. Name and address of health provider or entity to release this information:

South Nassau Communities Hospital, 1 Healthy Way, Oceanside, NY 11572

8. Name and address of person(s) or category of person to whom this information wili be sent:

Kerley, Walsh, Matera & Cinquemani, P.C., 2174 Jackson Avenue, Seaford, NY 11783

9(a). Specific information to be released:
o0 Medical information from: (insert date to (insert date)
x Entire medical record, including patient histories, office notes (except psychotherapy notes), test resulis, radiology studies, films, referrals, consults, billing
records, insurance records, and records sent fo you by other health care providers.
o Other: Include: (Indicate by Initialing)
Alcohol/Dmg Treatment
Mental Health Information
HIV-Related Information

Authorization to Discuss Health Information

{b} o By initialing here I authorize
initial Name of individual health care provider

to discuss my healih information with my attorney, or a governmental agency, listed here:

10. Reason for release of information: 11. Date or event on which this authorization will expire:
0 At request of individual

X Other: Lawsuit related At conclusion of lawsuit

12. If not the patient, name of person signing form: 13, Authority to sign on behalf of patient:

Thomas P. Valet Attorney in fact

All items on this form have been completed and my questions about this form have been answered. In addition, | have been provided a copy of this form.

Signature of Paticnt or Representative authorized by law,

Date: July 30, 2018

*Human Immunodeficiency that causes ATDS. The New York State Public Health Law protects information which reasonably counid identify someone as having HIV
symptoms or infection and information regarding a person’s contacts.
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NYSCEF DOC. NO. 15 RECEI VED NYSCEF: 08/01/2018

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
{This form has been approved by the New York State Department of Health]

Patient Name Lisa D'Avanzo Date of Birth (88 : B 1088 Social Security Number

Patient Address 933 Grant Place, Bellmore, NY 11710

1, or my authorized representative, request that health information regarding my care and treatment be relezsed as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 {(HIPAA), T understand that:

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH TREATMENT, except psychotherapy
notes, and CONFIDENTIAL HIV¥ RELATED INFORMATION only if ] place my inifials on the appropriate line in Item 9(a). In the event the health information
described below includes any of these types of information, and [ initial the line on the box in Item 9(a), I specifically autherize release of such information to the person(s)
indicated in Item §,

2. If'T am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is prohibited from redisclosing such
information without my autherization unless permiticd to do so under federal or state law. I understand that I have the right to request a list of people who may receive or
use my HIV-related information without authorization, I I experience discrimination because of the release or disclosure of HIV-related information, I may contact the
New York State Division of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450, These agencies are responsible for

protecting my rights
P gy ng

3, 1have the right to revoke this anthorization at any time by writing {o the health care provider listed below. Iunderstand that I may revoke this authorization except to
the extent that action has already been taken based on this information.

4. Iunderstand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for benefits will not be conditioned upon
nry authorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this redisclosure may no fonger be protected
by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL CARE WITH ANYONE OTHER
THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9(b).

7. Name and address of health provider or entity to release this information:

Irwin Goldstein, M.D., Long Island OB GYN Associates, 79 Grand Avenue, Massapequa, NY 11758

8. Name and address of person(s} or category of person to whom this information will be sent:

Kerley, Walsh, Matera & Cinguemani, P.C., 2174 Jackson Avenue, Seaford, NY 11783

9(a). Specific information to be released:
n Medical information from (insert date to (insert date)
x Entire medicai record, including patient histories, office notes {except psychotherapy notes), test results, radiology studies, films, referrals, consults, billing
records, insurance records, and records sent to you by other health care providers,
o Other: Include: (Indicate by Initialing)
Alcohol/Drug Treatment
Mental Health Information
HIV-Related Inforrnation

Authorization to Discuss Health Information

(b} 0By initialing here 1 authorize
initial Name of individual health care provider

to discuss my health information with my attomey, or a governmental agency, listed here:

10. Reason for release of information: 11. Date or event on which this authorization will expire:
D At request of individual

% Other: Lawsuit related At conclusion of lawsuit

12. Ifnot the patient, name of person signing form: 13. Aunthority to sign on behalf of patient:

Thomas P. Valet Attomney in fact

All jtemns on this form have been completed and my questions about this form bave been answered.  In addition, I have been provided a copy of this form,

(m___
/ Date: Iuly 30, 2018

Si gnatufé of Patient or Representative authorized by law.

+Human Immunodeficiency that causes AIDS. The New Yoik State Public Health Law protects information which reasonably could identify someone as having HIV
symptoms or infection and information regarding a person’s contacis,
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NYSCEF DOC. NO. 15 RECEI VED NYSCEF: 08/01/2018

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

i 1088 Social Security Number

Patient Name Lisa D'Avanzo Date of Birth

Patient Address 933 Grant Place, Bellmore, NY 11710

1, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), 1 understand that:

1. This authorization may include disclosure of information relating fo ALCOHOL and DRUG ABUSE, MENTAL HEALTH TREATMENT, except psychotherapy
notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if 1 place my initials on the appropriate line in e 9(a). In the event the health information
described below includes any of these types of information, and I initial the line on the box in Item 9(a), I specifically authorize release of such information to the person(s)
indicated in Ttem 8.

2. If] am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is prohibited from redisclosing such
information without my authorization uness permitted to do so under federal or state law. [ understand that I have the right to request a list of peopie who may receive or
use my HEV-related information without authorization. [f 1 experience discrimination because of the release or disclosure of HIV-related information, I may contact the
New York State Division of Human Rights at (212) 480-2493 or the New York City Comemission of Human Rights at (212) 306-7450.  These agencies are responsible for
protecting my rights,

3. Ihave the right to revoke this authosization at any time by writing 1o the health care provider listed below, 1understand that [ may revoke this authorization except to
the extent that action has already been taken based on this information.

4, Tunderstand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for benefits will not be conditicned upon
my authorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient {except as noted above in Ttem 2), and this redisclosure may no longer be protected
by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL CARE WITH ANYONE OTHER
THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9(b).

7. Name and address of health provider or entity to release this information:

Nassau University Medical Center, 2201 Hempstead Turnpike, East Meadow, NY 11554

-8: Name and-address of person(s) or category of person to whom this information will be sent:- e mm s e

Heidell, Pittoni, Murphy & Bach, LLP, 1050 Franklin Avenue, Garden Cxty, NY 1 1530

9(a). Specific information fo be released:
a Medical information from (insert date to (insert date)
* Entire medical record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films, referrals, consults, billing
records, insurance records, and records sent to you by other health care providers,
o Other: Include: {Indicate by Initialing)
Alcohol/Drug Treatment
Mental Health Information
HIV-Related Information

-Authorization to Discuss Health Information

(b) o0 By initialing here { authorize
initiat Name of individual health care provider

to discuss my health information with my attomey, or a governmental agency, listed here:

10. Reason for release of information: 11, Date or event on which this authorization will expire;
o At request of individual

x Other: Lawsuit related At conclusion of lawsuit

12, If not the patient, name of person signing form: 13.  Authority to sign on behalf of patient:

Thomas P. Valet Attorney in fact

All items on this form have been completed and my questions about this form have been answered.  In addition, I have been provided a copy of this form.

/%/’”’ -
- / Date; July 30, 2018

Signature of Patient or Representative authorized by law.

*Human Immunodeficiency that causes AIDS. The New York State Public Health Law pratects information which reasonably could identify someone as having IV
symptoms or infection and information regarding a person’s contacts,
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NYSCEF DOC. NO. 15 RECEI VED NYSCEF: 08/01/2018

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

Patient Name Lisa D'Avanzo Date of Birth (g 1988 Social Security Number

Patient Address 933 Grant Place, Bellmore, NY 11710

I, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I understand that;

1, This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH TREATMENT, except psychotherapy
notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on the appropriate line in Item 9(2). In the event the health information
described below includes any of these types of information, and ! initial the line on the box in Kem 9(a), I specifically authorize release of such information to the person(s)
indicated in Item 8.

2. If1am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is prohibited from redisclosing such
information without my anthorization unless permitted to do so under federal or state law.  Tunderstand that 1 have the right to request a list of people who may receive or
nse my HIV-related information without authorization. If I experience discrimination becanse of the release or disclosure of HIV-related information, I may contact the
New York State Division of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencics are responsible for
protecting my rights.

3. Ihave the right to revoke this authorization at any time by wiiting to the health care provider listed below. Tunderstand that | may reyoke this authorization except to
the extent that action has a]rcady been taken based on this information.

4, Tunderstand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for benefits will not be condtt:onr:d upon
my authorization of this disclosure,

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in ltem 2), and this redisciosure may no longer be protected
by federal or state law,

6, THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL CARE WITH ANYONE OTHER
THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9(b).

7. Name and address of health provider or entity to release this information:

Planned Parenthood of Nassau County (Bronwyn Fitz, M.D.), 540 Fulton Avenue, Hempstead, NY 11550

8. Name and address of person(s) or category of person to whom this information will be sent;

Heidell, Pittoni, Murphy & Bach, LLP, 1050 Franklin Avenue, Garden City, NY 1153{)

9(a). Specific information to be released:
0 Medical information from (insert date to (insert date)
x Entire medical record, including patient histories, office notes {except psychotherapy notes), test results, radiology studies, films, referrals, consults, billing
records, insurance records, and records sent to you by other health care providers,

o Other: Include: (Indicate by Initialing)
Alcohol/Drug Treatment
Mental Health Information
HIV-Related Information
Auvthorization to Discuss Health Information
(b) D By initialing here 1 authorize
initial Name of individual health care provider

to discuss my heatth information with my attorney, or & governmental agency, listed here:

10, Reason for release of information: 11. Date or event on which this authorization will expire:
0 At request of individual

x Other: Lawsuit related At conclusion of lawsuit

12. If not the patient, name of person signing form: 13. Authority to sign on behalf of patient:

Thomas P. Valet Attorney in fact

Al items on this form have been completed and my questions about this form have been answered. In addition, I have been provided a copy of this form,

/m Date: July 30, 2018

Signature of Patient or Representative authorized by law.

*Human Immunodeficiency that canses AJDS. The New York State Public Health Law protects information which reasonably could identify someone as having HIV
symptons or infection and information regarding a person’s contacts,
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NYSCEF DOC. NO. 15 RECEI VED NYSCEF: 08/01/2018

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

Patient Name 1isa D'Avanzo Date of Birth 3’ 1088 Social Security Number

Patient Address 933 Grant Place, Belimore, NY 11710

L, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Heaith Insurance Portability and Accountability Act of 1996 (HIPAA), I understand that;

1. This authorization may include disclosure of informatien relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH TREATMENT, except psychotherapy
notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if | place my initials on the appropriate line in Item 9(a), In the event the health information
described below includes any of these types of information, and Iinitial the line on the box in Itefn 9(a), I specifically authorize release of such information to the person(s)
indicated in Item 8.

2. If [ am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is prohibited from rediselosing such
information without my authorization unless permitted to do so under federal or state Jaw. [ understand that I have the right to request a fist of people who may receive or
use my HIV-related information without authorization. If I experience discrimination because of the release or disclosure of HIV-related information, I may contact the
New York State Division of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450.  These agencies are responsible for
protecting my rights. ‘

3. Thavethe right to revoke this authorization at any time by writing to the health care provider listed below. 1understand that I may revoke this authorization except to
the extent that action has already been taken based on this information.

4. Tunderstand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or etigibility for benefits will not be conditioned upon
my authorization of this disclosure,

5. Information disclosed under this authorization might be redisclosed by the recipient {except as noted above in Item 2), and this redisclosure may no longer be protected
by federal or state law.

6. THIS AUTHCRIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL CARE WITH ANYONE OTHER
THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9(b).

7. Name and address of health provider or entity to release this information:

South Nassau Commnities Hospital, 1 Healthy Way, Oceanside, NY 11572

| "8, "Name and address of person(s) or category of person o whom this information will be sent— -—- — - ——— - ——~—~

Heidell, Pittoni, Murphy & Bach, LLP, 1050 Franklin Avenue, Garden City, NY 11530

9(a). Specific information to be released:
n Medical information from (insert date to (insert date}
x Entire medical record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films, referrals, consults, billing
records, insurance records, and records sent to you by other health care providers.
i Other; Include: {Indicate by Initialing)
Alcohal/Drug Treatment
Mental Health Information
HIV-Related Information

Authorization to Discuss Health Information

(b} o By initialing here 1 authorize
initial Name of individual health care provider

fo discuss my health information with my attomey, or a governmenial agency, listed here:

10. Reason for reiease of information: 11. Date or event on which ihis authorization will-expire;
o At request of individual

x Other; Lawsuit refated At conclusion of lawsuit

12. If not the patient, name of person signing form: 13, Authority to sign on behalf of patient:

Thomas P. Valet Attorney in fact

All items on this form have been completed and my quesiions about this form have been answered. In addition, I have been provided a copy of this form.

Signature of Patient or Representative authorized by law.

Date: July 30, 2018

*Human Immunodeficiency that causes AIDS. The New York State Public Health Law protects information which reasonably could identify someone as having HIV
symptoms or infection and infonmation regarding a person’s contacts.
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NYSCEF DOC. NO. 15 RECEI VED NYSCEF: 08/01/2018

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

Patient Name Lisa D'Avanzo Date of Birth HERRRR 085 Social Security Number

Patient Address 933 Grant Place, Bellmore, NY 11710

L, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), [ understand that;

1. This authorization may include disclesure of information refating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH TREATMENT, except psychotherapy
nofes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on the appropriate line in Item 9(a). In the event the health information
described below includes any of these types of information, and Linitial the line on the box in Item 9(a), I specifically authorize release of such information to the person(s)
indicated in Hem §.

2. IfT am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is prohibited from redisclosing such
information without my authorization unless permitted to do so under federal or state law. T understand that 1 have the right to request a list of people who may receive or
use my HiV-related information without authorization. If I experience diserimination because of the release or disclosure of HIV-related information, [ may contact the
New York State Division of Human Rights at (212} 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are responsible for
protecting my rights.

3." Ihave the right to revoke this authorization at any time by writing to the health care provider listed below. I understand that I may revoke this authorization except to
the extent that action has already been taken based on this information.

4, Tunderstand that signing this authorization is voluntary. My treatment, payment, enrollment in a heaith plan, or eligibility for benefits will not be conditioned upon
my authorization of this disclosure,

5. Information disclosed under this anthorization nght be redisclosed by the recipient (except as noted above in ltem 2), and this redisclosure may no longer be protected
by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TG DISCUSS MY HEALTH INFORMATION CR MEDICAL CARE WITH ANYONE OTHER
THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9(b).

7. Name and address of health provider or entity to release this information;

Irwin Goldstein, M.D., Long Island OB GYN Associates, 79 Grand Avenue, Massapequa, NY 11758

8. Name and address of person(s) or category of person to whom this information will be sent: —

Heidell, Pittoni, Murphy & Bach, LLP, 1050 Franklin Avenue, Garden City, NY 11530

9(a). Specific information to be released:
o Medical information from (insert date to (insert date)
x Entire medical record, including patient histories, office notes {except psychotherapy notes), test results, radiology studies, films, referrals, consults, billing
records, insurance records, and records sent to you by other health care providers.
0 Other: Include: (Indicate by Initialing)
Alcohol/Drug Treatment
Mental Health Information
HIV-Related Information

Authorization to Discuss Health Information

{b) a By initialing here I authorize
initial Name of individual health care provider

to discuss my health information with my atiorney, or a governmental agency, listed here:

10. Reason for refease of information: 11. Date or event on which this authorization will expire:
o At request of individual

x Other: Lawsuit related At conclusion of lawsuit

12. If not the patient, name of person signing form: 13.  Authority to sign on behalf of patient:

Thomas P. Valet Attormey in fact

All iteras on this form have been completed and my questions about this form have been answered. In addition, I have been provided a copy of this form,

— T2

Signature of Patient or Representative authorized by faw.

Date: July 30, 2018

*Human Immunodeficiency that canses AIDS. The New York State Public Health Law protects information which reasonably could identify someone as having HIV
symptoms or infection and information regarding a person’s contaets,



(ELLED: NASSA

NYSCEF DOC. NO.

AFFIDAVIT OF SERVICE

STATE OF NEW YORK, COUNTY OF SUFFOLK ss.:

Diana Rybacki, being duly sworn, deposes and says: deponent is not a party to the action,
is of 18 years of age and resides at Smithtown, New York.

On Monday, July 30, 2018 deponent served the within RESPONSE TO COMBINED
DEMANDS upon:

Heidell, Pittoni, Murphy & Bach, LLP

Attorney For: Irwin Goldstein, M.D. and Long Island OB GYN Associates
1050 Franklin Avenue

Garden City, NY 115301760

Phone: (516) 408-1600

Kerley, Walsh, Matera & Cinguemani, P.C.

Attorney For; Nassau Health Care Corporation d/b/a Nassau University Medical Center
2174 Jackson Avenue

Seaford, NY 11783-2608

Phone: (516) 409-6200

McAloon & Friedman, P.C.

Attorney For: Planned Parenthood of Nassau County, Inc.
123 William Street, 25th Fleor

New York, NY 10038-3804

Phone: (212) 732-8700

the address designated by said attorneys for the purpose, by depositing a true copy of same in a
post-paid properly addressed wrapper, in an official depository under the exclusive care and
custody of the United States Postal Service within the State of New York.

Tna Rybacki

) b before.me

: on Monday, July 30, 2018

g O ) Yl
Notary Public

EMMA M. NARAIN
Notary Public, State of New York
N

o. 01NAG185272 .
Qualified in Nassau C_ount%;—a
Lommission Expires April 14,22
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