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SUPREME COURT OF THE STATE OF NEW YORK

COUNTY OF NEW YORK.
SHARA DEJESUS, ‘ Index No.: 150347/11
Plaintiff, . VERIFIED BILL OF

PLANNED PARENTHOOD HUDSON PECONIC,
INC., “JOHN I_)OE”, M.D., QUEENS LONG ISLAND
MEDICAL GROUP, P.C., MICHAEL ALAN LEE,M.D.,
BHANUMATHY VINAYAGASUNDARAM, M.D.,
JOHN T. MATHER MEMORIAL HOSPITAL, THE
MOUNT SINAT HOSPITAL and MIRIAM CREMER,
M.D.,
Defenidants.
: X

Plaintiff, SHARA DEJESUS, by her attorney, the LAW OFFICE OF ROBERT F.
DAN Z1, as and for her Response to Demand for a Verified Bill of Particulars of defendant,
BHANUMATHY VINAYAGASUNDARAM,; M.D., sets forth as follows:
1. | a) Upon information and belief, the negligent acts and/or omissions charged
against defendant, BHANUMATHY VlNAYAGASUNDARAM, M.D.,
oceurred from March 8, 2610 up to and incIudiﬁg June 2011.
b The negligent acts and/or omissions bharged against defendant,
BHANUMATIIY VINAYAGASUNDARAM, M.D., took place at
QUEENS LONG ISLAND MEDICAL GROUP, P.C., located at 640
Hawkins Avenue, Ronkonkoma, New York 117?9%
2. Defendant, BHANUT\&ATH% VINAYAGASUNDA‘RAM; M.D., his agents,

servants and/or employees were negligent and careless in the care and ‘trefétment of plaintiff,

SHARA DEJESUS: in failing to take a proper history; in failing fo take a proper history which

would have included a history of recent termination of pregnancy; in failing to take a proper



history, specifically failing to inquire and note the absence of menses; in failing to perform a
proper physical examination; in failing to have a proper and appropriate index of suspicion m
light of plaintiff’s recent termination of pregnancy; in failing to perform a proper diagnosis in not
identifying that plaintiff was pregnant; in failing to perform a pelvic sonograim; in failing to order
a pelvic sonogram; in failing to perform a pfoper pelvic examination; in failing to properly
screen for malignant neoplasm; in failing to properly work up complaints of left inguinal pain; in
failing to properly work up compiaints of lower back pain; in failing to properly consider that
plaintiff had a procedure to evacuate her uterus during the month of February 2010; in failing to
properly evaluate plaintiff’s leio'rnyoﬁla of the uterus; in failing to prdperly work up plaintiff’s
dysfunctional uterine bleeding; in failing to properljr work up plaintiff’s dysﬁareunia; in failing
to work up and investigate the absence of menses; in failing to perforin a iaroper blood work up
including but not limited to tests to determine plaintiff’s HCG levels and other measures to
confirm or rule out pregnancy; in failing to note and investigate plaintiff’s fever; in failing order
proper medications specifically antibiotics; in failing to treat plaintiff who called with fever and
_post-operative signs and symptoms of infecﬁon; in failing fo perform a proper differential
diagnosis; in failing to properly treat infection; in failing to properly diagnose infection; in
failing to properly investigate the signs and symptoms of infection; in failing to adequately clear
plaintiff for surgery; in failing to maintain an adequate index of suspicion; in failing and
né_glecting to timely, adequately, and properly perform, request, obtain, use, uﬁ!ize, administer
andjor evaluate hecessary diagnostic examinations, tests and/or qonsultations; 1n failing and
neglecting to keep adequate, complete, accurate, thorough and relevant records and notes upon ;I
which to rely, or to otherwise adequately memorialize and/or record relevant iﬂé—formation,

history, complaints, signs, symptoms and findings; in failing to properly correlate and/or



evaluate the findings and history obtéined; in failing to obtain necessary, timelf and/or adequate
consultation with other medical professionals; in failing to use and elﬁploy the best medical
judgment; in failing to properly interpret diagnostic and laboratory tests and st_udieé; in failing to
fully appreciate the significance of plaintiffs prosenting condition; in failing and/or neglecting to
expect, anticipate and]of foresee the danger, risk, harmt and mjury; in failing to take all necessary
steps fo timely and/or properly correct and/or repair plaintifi’s presenting condition; in fa.ilingw
and/or neglecting to use reasonable care and/or diligence in safeguarding and/or protecting |
plaintiff; in failing to administer, recommend and/or ensﬁre administration and recommendation
of proper course of medical and treatment for plaintiff’s presenting condition; in failing to keep
abreast of current medicél customs and practice; in failing to perform necessary and/or further
diagnosti¢ work-up and/or treatment in a timely and/or diligent fashion and/or ensure
performance of same; in failing to possess the degree of medical skill and knowledge necessary
under the cifcumstances; in allowing the plaintiff to languish without appropriate medical care;
in féiliﬁg to arrange for follow-up care; in negligently allowing plaintiff’s condition to
deteriorate; in failing to timely and properly formulate a differential diagnosis; in failing to
timely and properly recognize the significance of, determine the etiology of and act upon
plaintiff’s presenting condition; in lack of informed coﬁsent; and in failing to disclose to the
plaintiff alternatives to treatment rendered and the reasonably foreseeable risks and benefits
involved as a reasonable medical practitioner under similar circumstances would have disclosed
in a manner permitting the plaintiff to make a knowledgeable evaiuation. 7
3 This demand is palpably improper pursuant to Dellaglio v. Paul, 250 A.D.2d 8062?

673 N.Y.S.2d 212 (2d Dept. 1998) and Patterson v. Jewish Hospitat & Medical Center of

W8]



Brookdyn, 94 Misc.2d 680, 405 N.Y.8.2d 194, aff'd, 65 A.D.2d 553, 409 N.Y.S.2d 124 (2d Dept.
1978). Not foregoing this objection, sce paragraph “2” above.

4. This demand is palpably improper pursuant to Deflaglio v. Paul, 250 A.D.2d 806,
673 N.Y.S.2d 212 (2d Dept. 1998) and Patterson v. Jewish Hospital & Medical Center of
Brooklyn, 94 Misc.2d 680, 405 N.Y.S.2d 194, aff°’d, 65 A.D.2d 553, 409 N.Y.5.2d 124 (2d Dept.
1978j. Not foregoing this objection, see paragraph “2” above.

5. Left inguinal pain, lower back pain, fever, signs and symptoms of infection, and
all complaints, signs and symptoms contained within the Jobn T. Mather Memorial Hospital
chart.

6. As aresult of the carelessness, negligence anﬁ malpractice of defendant,
BHANUMATHY VINAYAGASUNDARAM, M.D., his agents, servants and/or employees,
plaintiff, SHARA DEJESUS, sustained the following serious and permanent personal injuries:

- failed termination of pregnancy;

- endometritis;

- anemia;

- blood loss:

- severc sepsis;

- fever and chills;

- temperature of 106;

- need for cooling blaﬁket and ice packs;
- profound hypovolemia;

- hyrone?hosis and hydroureter;

- enlarged uterus



- _ total abdominal hysterectomy*;

- ho;mOnal changes as a consequence of hysterectomy®;
- hemodynamic instability;

- infection;

- need for transfusions;

- need for antibiotics;

- sterility*;

. vaginal bleeding;

- pain;

- vaginal djscharge;.

- palpitations

- emotional pain;

- sexual avoidance;

- protracted hospitalization;

- disorientation;

- abdomir']al swelling;

- peed io undergo repeat abortion;

- need for unnecessary surgerics;

- economic loss;

- loss of income.

All injuries with an asterisk (*) are permanent in nature.
7. Dr. Elizabeth Jeremias located at 640 Hawkins Ave., Ronkonkoma, New York;;

Dr. Michael A. Lee located at 640 Hawkins Ave., Ronkonkoma, New York; Dr. Palivan located



at 640 Hawkins Ave., Ronkonkoma, New York; Dr. Richard Rose located at 5400 Nesconset
Highway, Port Jefferson Station, Nev% York 11776; Dr. Stanley Osirow locateéd at 235 N. Belle
Mead Road, East Setauket, New York 11733; and Dr. Phillibert located at 6 Technology Drive
East Setauket, New York 11733.

8. Plaintiff, SHARA DEJESUS, was confined o John T. Mather Memorial Hospital
1ocated‘at 75 North Couﬁtry Road, Port Jefferson, New York 11777, on April 13, 2010 and from
June 8, 2010 up fo and including June 25, 2010; The Mount Sinai Hospital located at 1 Gustave
L Levy Place, New York, New York 10029 from June 1, 2010 up to and including June 5, 2010;
and Stony quok Utiiversity Hospital located at Nicolls Road, Stony Brook, New York from
November 27, 2010 up to and including December 6, 2010.

9. a} See paragraph “8” above.

b) Plaintiff, SHARA DEJESUS, was confined to her home for approximately
six months.

c) Plaintiff, SHARA DEJESUS, was confined to her bed for approximately
two months.

10.  Plaintiff, SHARA DEJESUS, date of birth is January 15, 1967 she resides at 338
Boyle Road, Selden, N_eﬁ York 11784.

11.  Plaintiff has no knowledge of the names, addresses, physical appeatances and/or
occupations of each and every person who performed such acts and/or omissions other than the
named defendants herein. It will be claimed that the named defendants are vicariously liable for [
the acts and/or omissions of their partners, agents, servants arid/or employees, inciuding the |

named individuals who treated plaintiff, and whose names, identities and descriptions are not



known to plaintiff, but whose names appear on the medical and hospital records and are known

more readily to the answering defendant.

12. a)

Stony Brook University Hospital located at 101 Nicolls Rogd, Stony
Brook, New York 11790.

Nurses Station Clerk.

Upon information and belief, $28,649.00.

Plaintiff, SHARA DEJESUS’s last date of work was on April 12, 2010.
To be provided.

From April 12, 2010 up to and including March 14, 2011.

13.  a-e, g) Special damages are currently unknown but would be the amounts of bills

f)

incurred by plaintiff from the defendants herein, any hospitals and doqtors
she has or will treat with in relation to the malpractice. Plaintiff is
currently riot in possession of same. However, once recetved, the amounts
will be included in a Supplemental Bill of Particulars.

Not applicable.

14.  Not applicable.

15.  This demand is palpably improper as it seeks disclosure of items inappropriate for

a bill of particulars and not diséoverable under CPLR Article 30, Bharwani v. Rosario, 180

AD.2d 704, 579 N.Y.S.2d 727 (2d Dept.1992). Not foregoing this objection, an authorization .

for HIP has been provided.

16.  Defendants, their agents, servants and/or employees were negligent in failing to

properly inform plaintiff of the risks, hazards, complications and potential complications arising%

from the performance of the treatment rendered herein; failing to disclose to the plaintiff



altema:tivés to the treatment rendered and the reasonably foreseeable risks, benefits and
-alternatives involved as a reasonable medical practitioner under siﬁlilar circumstances would
have disclosed, in a manner permitting the plaintiff to make a knowledgeable evaluation. Had
such risk been disclosed, plaintiff would not have undergone the treatment rende‘reﬁ- This
demand is rejected in all other aspects as ingppmbriatc for bill of particulars and objected to as
evidentiary in nature. |

17.  See paragraph “1 6> above.

18.  Plaintiff, SHARA DEJESUS’ social security numbér is 133-66-9924.

19.  Not applicable.

Plaintiff reserves her right to amend and/or supplement this respénse 'upon completion of
discovery up to and through the trial of this matter.

Dated: Westbury, New York
Match 19, 2012

LAW OFFICE OF ROBERT F. DANZI
Attorney for Plaintifl

900 Merchants Concourse, Suite 314
Westbury, New York 11590

(516) 228-4226

TO: SILVERSON, PARERES & LOMBARDIL, LLP
Attorneys for Defendant
MICHAEL ALAN LEE, M.D., BHANUMATHY VINAYSGASUNDARAM, M.D. and1
QUEENS LONG ISLAND MEDECAL GROUP, P.C. :
192 Lexington Avenue, 17" Floot
New York, New York 10016
(212) 557-1818



McALOON & FRIEDMAN, P.C.

Attorneys for Defendant

PLANNED PARENTHOOD HUDSON PECONIC, INC.
123 William Street, 25th Floor

New York, NY 10038

(212) 732-8700

FUMUSO, KELLY, DeVERNA, SNYDER, SWART & FARRELL, LLP
Attorneys for Defendant '
JOHN T. MATHER. MEMORIAL HOSPITAL

110 Marcus Blvd.

Hauppauge, NY 11788

(631) 2320200

KAUFMAN, BORGEEST & RYAN, LLP
Attoreys for Defendant

THE MOUNT SINAI HOSPITAL

120 Broadway, 14th Floor

New York, New York 10271

(212) 980-9600



ATTORNEY’'S VERIFICATION

CHRISTINE COSCIA, an attorney duly admitted to practice in the county of New
York affirms under penalties of perjury:
1 am an associate with the LAW OFFICE OF ROBERT F. DANZI, attorney for

plaintiff.

1 have read the attached BILL OF PARTICULARS and know the contents thereof;
it is true to my own knowledge, except as to the matters therein alleged to be on information and
'bélief, and as to those matters I believe themm to be true.  This verification is made by me because

plainfiff does not reside within the county where we maintain our office.

S Coneis

CHRISTINE COSCIA

Dated: Westbury, New York
March 19, 2012




STATE OF NEW YORK )
) ss.:
COUNTY OF NASSAU )

Kathleen Chiddo, being swoﬁg says:
I am riot a party to the action, am over 18 years of age and reside at Bethpage, New Yﬁrk
On March 19, 2012 I served the within

VERIFED BILL OF PARTICULARS

by depositing a troe copy thereof enclosed in a Iﬁostepaid wrapper, in an official depository under the exclusive
care and custody of the U.S. Postal Service within New York State, addressed to each of the following persons
at the last known address set forth herein, as follows:

FUMYUSO, KELLY, DeVERNA, SNYDER, SWART & FARRELL, LLP
Attorieys for Defendant :

JOHN T. MATHER MEMORIAL HOSPITAL

110 Mareus Blvd.

Hauppauge, NY 11788

{631) 232-0200

SILVERSON, PARERES & L.OMBARDI, LLP

Attorneys for Defendants

QUEENS LONG ISLAND MEDICAL GROUP, P.C., MICHAEL ALANLEE, MD.,
and BHANUMATHY VINAYAGASUND.@RAM M.D.,

192 Lexingion Avenue, 17th Floor

New York, NY 10016

(212) 557-1810

McALOON & FRIEDMAN, P.C,

Attorneys for Defendant -

PLANNED PARENTHOOD HUPSON PECONIC, INC.
123 William. Street, 25th Floor

New York, NY 10038

(212) 732-8700

KAUFMAN, BORGEEST & RYAN, LLP
Attorneys for Defendant

THE MOUNT SINAI HOSPITAL

120 Broadway, 14th Floor

New York, New York 10271

(212) 980-9600

Ko DO R8

Kathleen Chiddo

Sworn to before me this

MARCI VELLA

Natary Public, State of New York
No. 01VESDS6185

Quslified in Nagpau founty
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SUPREME COURT OF THE STATE OF NEW YORK

COUNTY OF NEW YORK
SHARA DEJESUS, ~ Index No.: 150347/11
Plaintiff, VERIFIED BILL OF
PARTICULARS
- against -

PLANNED PARENTHOOD HUDSON PECONIC,
INC., “JOHN DOE”, M.D., QUEENS LONG ISLAND
MEDICAL GROUP, P.C., MICHAEL ALAN LEE, M.ID.,
BHANUMATHY VINAYAGASUNDARAM, M.D.,
JOHN T. MATHER MEMORIAL HOSPITAL, THE
MOUNT SINAI HOSPITAL and MIRIAM CREMER,
M.D., ,

Defendatits.

Plaintiff, SHARA DEJESUS, by her attomey, the LAW OFFICE OF ROBERT F.
DANZI, as and for her Response to Demand for a Verified Bill of Particulars of defendant,
JOHN T. MATHER MEMORIAL HOSPfTAL, sets forth as follows:

1. Defendant, JOHN T. MATHER MEMORIAL HOSPITAL, its agents, servants
and/or employees were negligent and careless in the care and treatment of plaintiff, SHARA
DEJESUS: in failing to take a proper history to establish her then current pregnancy; in failing to
diagnose pregnancy; in failing to appreciate thé history of abortion that was elicited; in. failing to
establish the date when the priof abortion was performed; in failing to elicit a miore detailed
history after prior abortion inclﬁdjng last menstrual period when it was determined that x-ray was

i
]
r
r

needed; in failing to establish pregnancy before performing x-rays and other diagnostic tests and

e . - : I
procedures; in failing to perform a proper differential diagnosis; in-failing to appreciate the date |

¢
..... H

starting February 27, 2010; in failing to appreciate the low levels of Hg/Het revealed in the CBC

performed; in failing to appreciate the abnormal kidney function values; in failing to perform



sonogram or ulttasound; in failing to perform MRI study; in failing to diagnose and treat genito-
urniary infection; in failing to diagnose and treat kidney infect%on; in discharging plaintiff
premaﬁjrely; in discharging plaintiff with evidence of active infeéﬁon; in failing to perform
timely culture and sensitivities; in failing to perform proper culture and sensitivities; in failing to
order proper antibiotic therapy; in failing to obtain proper and timely consultations; in failing to
perform a proper urological workup; in faiﬁng to place a stent to relieve fluid buildup in the
kidneys; in failing to place Nephrdstomy tube; in discharging plaintiff with féver; in failing to
appreciate the history that was received; in failing to maintain an édequate index of suspicion; in
failing and neglecting to timely, adequately, and prepe;ﬂy perform, request, obtain, use, utilize,

- administer and/or evaluate necessary diagnostic examjnations, tests and/or consultations; in
failing and neglecting to keep adequate, complete, accurﬁte, thorough and rel¢vant records and
notes upon which to rely, or to otherwis¢ adequately memoriaﬁze and/ot record relevant
information, history, complainis, signs, symptoms and findings; in failing to properly cotrelate
and/or evaluate the findings and i:)istory obtained; in failing to obtain necessary, timely and/or
adequate consultation with other medical professionals; in failing to use and employ the best
medical judgment; in failing to maintain a suitable index of suspicion; in failing to properly
intetprét; diagnostic and laboratory tests and studies; in failing to fully appreciate the si gnificance
of plaintiff’s presenting condition; in fallmg and/or neglecting o expect, anticipate and/or
foresee the danger, fislc, harm and injury; in failing to take all necessary steps to timely and/or

properly correct and/or repair plaintiff’s presenting condition; in failing and/or neglecting to use

reasonable care and/or diligence in safeguarding and/or protecting plaintiff; in failing to
administer, recommend and/or ensure: administration and recommendation of propet course of

medical and/or surgical care and treatment for plaintiff’s presenting condition; in failing to keep



abreast of current medical custoﬁls and practice; in failing to perform néceésaty and/or further
diagnostic work-up and/or treatment in a timely and/or diligent fashion and/or ensure
performance of same; in failing to possess the degree of medical skill and knowledge necessary
under the circumstances; in allowing the plaintiffto languish without appropriate medical care;
in failing to form proper differential diagnbsés and treatment; in failing to atrange for follow-up
care; in negligently allowing plaintiff’s condition to deteriorate; in failing to timely and properly
formulate a differeﬂtial diagnosis; in failing to timely and properly recognize the significance of,
determine the etiology of and act upon plaintifl’s presenting condition; in lack of informed
consenﬁ and in failing to ciisciose to the .plaintiﬂ:' alternatives to treatment rendered and the
reasonably foréseeable risks a‘ngl benefits involved as a reasonable medical practitio‘nef under
similar circumstances would have disclosed in a mannet permitting the plaintiff to make a
knowledgeable evaluation.

2. Upon information and belief, the negligent dcts énd/or omissions charged against
defendant, JOHN T. MATHER MEMORIAL HOSPITAL occurred on April 13, 2010 and from
Tune 8, 2010 up to and including June 25, 2010.

3. The negligent acts and/or omissions charged against defendant, JOHN T.
MATHER MEMORIAL HOSPITAL, took place at JOHN T. MATHER MEMORIAL
HOSPITAL located at 75 North Country Road, Port Jefferson, New York 11777.

4. Plaintiff has no knowledge of the names, addresses, physical appearances and/or _
occupations of each and every person who performed such acts and/or omissions other than the
named defendants herein. It will be claimed that the named defendants are vicariously liabie fon
the acts and/or omissions of their partners, agents, servarts and/or employees, including the |

named individuals who treated plaintiff, and whose names, identities and descriptions are not



known to plaintiff, but whose names appear on the medical and hospital records and are known
miore readily to the answering defendant.

5. This demand is palpably improper pursuant to Dellaglio v. Paul, 250 A.D.2d 806,
673 N.Y.S.2d 212 (2d Dept. 1998) and Patterson v. Jewish Hospital & Medical Center of
Broék‘lyn, 94 Misc.2d 680, 405 N.Y.S.2d 194, aff’d, 65 A.D.2d 553, 409 N.Y.S.2d 124 (2d Dept.
1978). Not foregoing this objection, see paragraph “1” above.

6. Thié demand is palpably improper pursuait to Dellaglio v. Paul, 250 A.D.2d 806,
673 N.Y.S.2d 212 (2d Dept. 1998) and Patterson v. Jewish Hospital & Medical Center of
Brookiyn, 94 Misc.2d 680, 405 N.Y.S.2d 194, aff’d, 65 A.D.2d 553, 409 N.Y.S.2d 124 (2d Dept.
1978). Not foregoing this objection, see paragraph “1” above.

7. Plaintiff makes rio claim for improper or defective equipment at this time, but
reserves her right to amend pending coinpletion of discovery.

8. Plaintiff does not claim defendant violated any laws of the State of New Yotk at
this time.

9. Plaintiff, SHARA DEJESUS, was confined to John T. Mather Memorial Hospital
located at 75 North Country Road, Port Jefferson, New York 11777, on April 13, 2010 and Juge
8,2010 up to and including June 25, 2010; The Mousnt Sinai Hospital lo'cate“d at 1 Gustave L
Levy Place, New York, New York 10029 on June 1, 2010 and June 4, 2010 up to and
including June 5, 2010, ahd Stony Brook University Hospital located at Nicolls Road, Stony
Brook, New York from November 27, 2010 up to and including December 6, 2010. ,

10.  As aresult of the carclessness, negligence and malpractice of defendant, JOHN T
MATHER MEMORIAL HOSPITAL, its agents, servants and/or employees, plaintiff, SHARA

DEJESUS, sustained the following serious and permanent personal injuries:



failed termination of pregnancy;
endomietritis;

anemia;

blood loss:

severe sepsig;

fever and chills;

temperature of 106;

need for cooling blanket and ice packs;
profound hypcw.oletnja;
hyronephrosis and hydrouretef;
enlarged uterus

total abdominal hysterectomy*;
hormonal changes as a cons‘e_qﬁence of hysterectomy*;
hemodynamic instability;
infection;

need for transfusions;

need for antibiotics;

sterility*;

vaginal bleeding;

pair;

vaginal discharge;

palpitations

emotional pain;



- sexual avoidance;

- protracted bospitalization;

- disorientation;

- édeminaI swelling;

- need to wndergo repeat abortion;

- need for unriecessary surgeries;

- econonc loss;

- Ioss of income.

All injuries with an asterisk (*) are permanent in nature.

11.  Plainfiff, SHARA DEJESUS, date of birth is January 15, 1967, her social security
number i 133-66-99724 and she resides at 338 Boyle Road, Selden, New York 11784.

12.  Plaintiff will rely upon the doctrine of Tes ipsa loquitur based on the fact that she
went in for a termination of pregnancy and came ouf still pregnént.

13.  Defendants, their agents, servants and/or employee's were negligent in failing to
properly inform plaintiff of the risks, haz.ards, complications and potential _pomplica’tions arising
from the performail;:e of the treatment rendered herein; failing to disclose to the plaintiff
alternatives to the treatment rendered and the reasonably foreseeable risks, benefits and
alternatives involved as a reasoniable medical practitioner under simifar circumstances would
- have dis-closed, in a manner permitting the plaintiff to make a knowledgeable evaluation. Had
such risk been disclqsed, plaintiff would not have undergone_: the treatment rendered. This
demand is rejected in all other aspects as inappropriate for bill of partidulars and objected to as
evidentiary in nature. ]

14.  Heart palpitations and failed termination of pregnancy on April 13, 2010; and



in June 2010, severe abdominal pain, cramping, fever, clots, bleeding, infection and all

complaints; signs and symptoms contained within the John T. Mather Memorial Hospital chart.

15.

16.

17.

18.

a) See paragraph “9” above.

b)  Plaintiff, SHARA DEJESUS, was confined to her home for approximately
six months.

€) Plaintiff, SHARA DEJESUS, was confined to her bed for approximately
two months.

a) Plaintiff, SHARA DEIESUS, was unable to work for approximately

. eleven months.

b)  Plainiiff, SHARA DEJESUS’ last date of work was on April 12, 2010.

c) Plaintiff, SHARA DEJESUS retuined to work on March 14, 2011

d) Plaintiff, SHHARA DEJESUS’s bi-weekly earnings were approximately
$1,3 96. 15.

€) Stom} Brook University Hospital located at 101 Nicolls Road, Stony
Brook, New York 11790 as a Nurses Station Clerk.

a-d, f) Special damages are currently unknown but would be the amounts of bﬁls
incurted by plaintiff from the defendants herein, any ho@i@s and doctors
she has or will treat with i relation to the malpractice. Plai‘ntiff is
currently not in possession of same. However, once received, the amounts
will be included in a Supplemental Bill of Particulars. [

é) 'fo be provided. - ' '

Not applicable. |



19.  This detmand is palpably improper as it seeks disclosure of items inappropriate for

a bill of particulars and not discoverable under CPLR Article 30, Bharwani v. Rosario, 180

AD2d704, 579 N.Y.S.2d 727 (2d Dept.1992). Not foregoing this objection; an authorization

for HIP has been provided.

20.  Plaintiff, SHARA DEJESUS’ social security number is 133-66-9924.

Plaintiff reserves her right to amend and/or supplement this response upon completion of

discovery up to and through the trial of this matter.

Dated: Westbury, New York

TO:

Maich 19, 2012

Q&\Q@C&

LAW OFFICE OF ROBERT F. DANZI
Attorney for Plaintifl’

900 Merchants Concourse, Suite 314
Westbiry, New York 11590

(516) 228-4226

FUMUSO, KELLY, DeVERNA, SNYDER, SWART & FARRELL, LLP
Attorneys for Defendant

JOHN T. MATHER MEMORIAL HOSPITAL

110 Marcus Blvd.

Hauppauge, NY 11788

(631) 232-0200

SILVERSON, PARERES & LOMBARDI, LLP

Attorneys for Defendants

QUEENS LONG ISLAND MEDICAL GROUP, P.C., MICHAEL ALAN LEE, M.D.,
and BHANUMATHY VINAYAGASUNDARAM,M.D., :
192 Lexington Avenue, 17th Floor :
New York, NY 10016
(212) 557-1810 ' '

McALOON & FRIEDMAN, P.C.

Attorneys for Defendant

PLANNED PARENTHOOD HUDSON PECONIC INC.
123 William Street, 25th Floor



New York, NY 10038
{212) 732-8700

KAUFMAN, BORGEEST & RYAN, LLP
Attorneys for Defendant

THE MOUNT SINAL HOSPITAL

120 Broadway, 14th Floor

New York, New Yoik 10271

(212) 980-9600



ATTORNEY'S VERIFICATION

CHRISTINE COSCIA, an atforpey duly admitted to practice in the county of New
York affirms undeér penalties of perjury:
1 am an associate with the LAW OFFICE OF ROBERT F. DANZI, attorney for

plaintiil.

I have read the attached BILL OF PARTICULARS and know the contents thereof;
it is true to my own knovﬂedge, except as to the matters therein alléged to be on information and
belief, and as to those matters | bélieve them to be true. This verification is made by me because
plaintiff does not reside within the county where we maintain our office.

Dated: Westbury, New York
March 19; 2012 v |

CIRISTINE COSCIA




STATE OF NEW YORK. )
) ss.:
COUNTY OF NASSAU )

Kathleen Chiddo, being sworn, says:

-I amnot a party to the action, sim over 18 years of age and reside at Bethpage, New York.

On March 19, 2012 I served the within | |
VERIFED BILL OF PARTICULARS

by depositing a true copy thereof enclosed in a post-paid wrapp_er, in an ofﬁqial depository under the exclusive
care and custody of the U.S. Postal Service within New York State, addressed to each of the following persons
at the last knowt address set forth hierein, as follows:

FUMUSO, KELLY, DeVERNA, SNYDER, SWART & FARRELL, LLP
Attorneys for Defendant

JOHN T. MATHER MEMORIAL HOSPITAL

110 Marcus Blvd.

Hauppauge, NY 11788

(631) 232-0200

SILVERSON, PARERES & LOMBARDI, LLP

Attorneys for Defendants

QUEENS LONG ISLAND MEDICAL GROUP, P.C., MICHAEL ALAN LEE, MD,,
and BHANUMATHY VINAYAGASUNDARAM, MD.,

192 Lexington Avenue, 17th Floor

New York, NY 10016

(212) 557-1810

McALOON & FRIEDMAN, P.C.

Attorneys for Defendant

PLANNED PARENTHOOD HUDSON PECONIC, INC.
123 William Street, 25th Floor

New York, NY 10038~

(212) 732-8700

KAUFMAN, BORGEEST & RYAN, LLP
Attorneys for Defendant

THE MOUNT SINAI HOSPITAL

120 Broadway, 14th Fiocor

New York, New York 10271

(212) 980-9600

(o sy (A B 89

Kathleen Chiddo.

Sworn to before me this

MARCIVELLA
Notary Public, State of New York
No. 01VEBIS6188
Qualified in Nassau County

Commission Expirss N
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SUPREME COURT OF THE STATE OF NEW YORK
COUNTY OF NEW YORK

SHARA DEJESUS, | Index No.: 150347/11

Plaintiff, " VERIFIED BILL OF
PARTICULARS
- against - :

PLANNED PARENTHOCD HUDSON PECONIC,
INC., “JOHN DOE”, M.D., QUEENS LONG ISLAND
MEDICAL GROUP, P.C., MICHAEL ALAN LEE, M.D.,
BHANUMATHY VINAYAGASUNDARAM, M.D.,
JOHN T. MATHER MEMORIAL HOSPITAL, THE
MOUNT SINAI HOSPITAL and MIRIAM CREMER,
M.D.,

Defendants.

Plaintiff, SHARA DEJESUS, by her attorney, the LAW OFFICE OF ROBERT F.
DANZI, as and for her Response to Demand for a Verified Bill of Particulars of defendant, THE
‘MOUNT' SINAI HOSPITAL sets forth as follows:
L. a) Upon ﬁlformaﬁon and belief, the negligent acts and/or omissions charged
against defendant, THE MOUNT SINAI HOSPITAL occurred from
June 1, 2010 up to and including June 5, 2010,
b) The negligent acts and/or omissions charged against defendant, THE
MOUNT SINAI HOSPITAL, took place at THE MOUNT SINAI
HOSPITAL located at 1 Gustave L Levy Place, New York, New York
10029,

2. This demand is palpably 1 unproper pursuant to Dellaglzo V. Paul 250 AD.2d 806?

ot e e e e

6 73 N.Y.S.2d 212 (2d Dept. 1998) and Patterson v. Jewish Hospztai & Medtcal Center of
Brooklyn, 94 Misc.2d 680, 405 N.Y.S.2d 194, aff’'d, 65 A.D.2d 553, 409 N Y.S.2d 124 (2d Dept

1978). Not foregoing this objecticn, see paragraph “7” below.



3. This demand is palpably improper pursuant to Dellaglio v. Paul, 250 A.D.2d 806,
673 N.Y.S.2d 212 (2d Dept. 1998) and Patterson v. JewiSh_HOspifal & Medical Center of
Brooklyn, 94 Misc.2d 680, 405 N.Y.S.2d 194, gff d, 65 A.D.2d 553, 409 N.Y.5.2d 124 (2d Dept.
1978). Not foregoing this objection, sce paragraph “7” below.

4, Plaintiff makes no claim for iraproper ot defective equipment at this time, but
reserves her right to amend pending cormpletion of discovery.

5. This demand is palpably improper pursaant to Dellaglio v. Paul, 250 A.D.2d 806,-
673 N.Y.S.2d 212 (2d Dept. 1998) and Patterson v. Jewish Hospital & Medical Center of
Brooklyn, 94 Misc.2d 680, 405 N.Y.S.2d 194, afd, 65 A.D.2d 553, 409 N.Y.S.2d 124 (2d Dept.
1978). Not foregoing this objection, sec paragraph “7” below. ‘

6. This demand is palpably improper pursuant to Dellaglio v. Paul, 250 A.D.2d 806,
673 N.Y.S.2d 212 (2d Dept. 1998) and Patterson v. Jewish Hospz‘ml & Medical Center of
Bfooidyn',- 94 Misc.2d 680, 405 N.Y.S.2d 194, aff°d, 65 A.D.2d 553,409 N.Y.S.2d 124 (2d Dept.
1978). Not foregoing this objection, see paragraph “7” below. |

7. Defendant, THE MOUNT SINAI HOSPITAL, its agents, servants and/or
employees were negligent and careless in the care and treatment of plaintiff, SHARA DEJESUS:
in failing to take info account the pre-existent topography of plaintiff’s uterus, specifically
fibroids, in perfén‘xﬁng and planning for the procedure pre, intra and post operatively; in failing
to take into consideration plaintiff’s anemia; in failing to. perform proper pre-operative
evaiuauon in failing to perform proper pre-operative and post-operative blood evaluations to

establish infection and anemia; in failing to adequa.teiy clear plaintiff for surgery; in faulmg to

perform a proper sonographic/ultrasound cvaluatlon of plaintiff pre, intra and post procedure; 1n
failing to properly use ultra-sonography intra-procedure to assist in the performance of the

evacuation; in failing to appreciate the extent of blood loss; in failing to take into consideration



fibroids in plaintiff’s uterus in planning for and performing the procedure in question; in fa.ili‘ﬁg
to properly use the instruments of extraction in light of the pre-existing fibrotic condition of
‘plaintiff’s uterus; in failing to appreciate the damage and injury to plaintiff’s uterus as a result of
failing to a.pp’reciate.and take in£o consideration the topography of plaintiff’s uterus in light of the
fibroids present; i failing to render post-operative treatment in light of damage to the uterus as a
result of failing to plan for the pre sence of the fibroids; in failing to provide adequate antibiotic
coverage in light of the dlSI’llptIOll to the interior surfaces of the uterus as a result of the excessive
instrumientation employed due to the failure to appreciate the topography of the uterus caused by
the fibroids pré-procedure, post-procedure and on discharge; in failing to provide proper
antibiotics pre, intra and post procedure; in failing to forego the placement of TUD due to the
same being contraindicated due to the difficulty in removing the placenta and the heavy bleeding
then present, and the condition of the uterus as a result of the surgical procedure e‘mployed and
the pre-existent fibroids; in failing to adequately replace blood loss; in failing to properly
administer blood products; in failing to perform an adequate and. proper discharge evaluation; in
failing to treat hemodynamic instability; in failing to corect dropping Hg/Het; in discharging
plaintiff prematurely; in failing to obtain proper and ﬁmelﬁ CBC’s to assess hemodynamic
stability; ini fziili_ng to properly chart plaintiff’s condition; in failing to maintain an adequate index
of suspicion; in failing and neglecting to timely, adequately, and propetly perform, request,
obtain, use, utilize, administer and/or evaluate necessary diagnostic examinations, tests and/or
consultations; in failing and neglecting to keeg adequate, complete, accurate, thorough and
relevant records and notes upon which to rely, ;or to otherwise adequately memorialize and/or
record relevant information, history, complaints, signs, symptoms and findings; in failing to
properly correlate and/or evaluate the ﬁ.ndings‘aﬁnd history obtained; in -faiiing to obtain |

necessary, timely and/or adequate consultation with other medical professionals; in failing to use



and employ the best inedical judgment; in failing to properly interpret diagnostic and laboratory
tests and studies; in failing to fully appreciate the significance of plaintiff’s presenting condition;
in failing and/or neglecting to expect, anticipaté and/or foresee the danger, risk, harm and injury;
in failing to take all necéssary steps to timely and/or properly correct and/or repair plaintiff’s
condition; in failing and/or neglecting to use reasonable cate and/or diligence in safeguarding
and/or protecting plaintiff; in failing to administer, recommend and/or ensure administration and
recommendation of proper course of medical and surgical treatment for plaintiff’s condition; in
failing to keep abreast of current medical customs and practice; in failing to perform necessary
and/or further diagnostic work-up and/or treatment in a timely and/or diligent fashion and/or
ensure performance of same; in failing to possess the degree of medical skill and knowledge
necessary under the circumstances; in allowing the plaintiff to languish without appropriate
medical care; in failing to arrange for follow-up care; in negligently allowing plaintiff’s
icorrldition to deteriorate; in failing to timely and properly formulate a differential diagnosis; in
failing to timely and properly recognize the significance of, determine the etiology of and act
upon the plaintiff’s condition; in lack of informed consent; and in failing to disclose to the
plaintiff alternatives to treatment rendered and thé reasonably foreseeable risks and benefits
involved as a reasonable medical practitidner under similar citcumstances would have disclosed
in a manner permitting the plaintiff to make a knowledgeable evaluation.

8. Plaintiff has no knowledge of the names, addresses, physical appe®0% and/or
occupations of each and every person who performed such acts and/or omissions other than the
‘named defendants herein. It will be claimed that the named defendants are vicariously liable foé
the acts and/or omissions of their partners, agents, servants and/or employees, including the

hamed individuals who treated plaintiff, and whose names, identities and descriptions are not



known to plaintiff, but whose names appear on the medical and hospital records and are known
more readily to the answerihg défendant.

9. a) As a result of the carelessness, negligence and malpractice of defendant,
THE MOUNT SINAI HOSPITAL, its agents, scrvants and/or employees, plaintiff,- SHARA
DEJESUS, sustained the following setious and péermanent personal injuries:

- failed termination of pregnancy;

T - endometritis;
- anemia;
- blood loss;
- Severe sepsis;

- fever and chills;

- temperature of 106;

- need for cooling blanket and ice packs;

- profound hypovolemia;

- hyrorephrosis and hydroureter;

- enlarged uterus

- total abdominal hysterectomy®;

- hormional changes as a consequence of hysterectomy™;

- hemodynamic nstability;

- infection;

- need for transfusions;

- npeedfor antibiotics;

- sterility*;

- vaginal bleeding;



b)

10.

pain;

vaginal diécharge;

palpitations

emotional pain;

sexual avoidance;

protracted hospitalization;

disorientation; .

abdoininal swelling;

peed to undergo repeat abortion;

need for unnecessary surgeries;

economic loss;

loss of mecome.

All injuries with an asterisk (*) are permanent i nature.

2)

b)

Plaintiff, SHARA DEJESUS, was confined to her bed for approximately
two months. |

Plaintiff, SHARA DEJESUS, was confined to her home for approximately
six months.

Plaintiff, SHARA DEJESUS, was confined to John T. Mather Mernorial
Hospital bcatéd at 75 North Country Road, Port Jefferson, New York
11777, on April 13, 201{) and from June 8, 2010 up to and including June-;i
25, 2010; The Mount Sinai Hospital located at 1 Gustave L Levy Place, ;
New York, New York 10029 from June 1, 2010 up to and including June

5, 2010; and Stony Brook University Hospital located at Nicolls Road,



.

d)

Stony Brook, New York from Noverber 27, 2010 up to and including
December 6, 2010. |

Not applicable.

a-d,f) Special damages are currently unknown but would be the amounts of bills

incurred by plaintiff from the defendarits herein, az{y hospitals and doctors she has or will treat

_ with in relation to the malpractice. Plaintiff is currently not in possession of same. However,

once received, the amounts will be included in a Supplementai Bill of Particulars.

12.

13.
14.
15.

16.

5
)

g)

If any, to be provided.

Nurses Station Clerk. Stony Brook University Hospital located at 101
Nicolls Road, Stony Brook, New York 11790.

See paragraph “12a” above.

Not applicable.

From April 12, 2010 up to and including March 14, 2011,

Upon information and belief, $28,649.00.

Tobe providedT

If any, will be provided.

Plaintiff, SHARA DEJESUS’ date of birth is January 15, 1967.

Plaintiff, SHARA DEJESUS’ social security number is 133-66-9924.

338 Boyle Road, Selden, New York 11784.

This demand is palpably improper as it secks disclosure of items inappropriate for%

a bill of particulars and not discoverable under CPLR Article 30, Bharwani v. Rosario, 180

A.D.2d 704, 579 N.Y.S.2d 727 (2d Dept.1992). Not foregoing this objection, an authorization

for HIP has been provided.

1
i



17.  Defendants, their agents, servants and/or cmployees were negligent in failing to
property inform plaintiff of the risks, hazards, complications and potentiél complications arising
from the performance of the freatment rendered herein; failing to disclose to the plaintiff
alternatives to the treatment rendered and the reasonably foreseeable risks, benefits and
alternatives invc;lved asa ;easonable méd.icai practitioner under similar circumstanices would
have disclose_d, in a manner permitting the plaintiff to make a knowledgeable evaluation. Had
such risk been disclosed, plaintiff would not have undérgone the treatment rendered. This
demand is rejected in all other aspects as inappropriate for bil; of particulars and objected to as
eviderttiary in nature. |

18.  See paragraph “17” abo\}e.

15.  See paraé:raph “17” above.

20.  Sec paragraph “17” above.

21.  See¢ pa.‘r;dgraph “17’f above.

22.  See paragraph “17” above.

23.  See paragraph “17” above.

Plaintiff reserves her right to amend and/or supplement this response upon corapletion of

discovery up to and through the trial of this matter.

LAW OFFICE OF ROBERT F. DANZI
Attorney for Plaintiff

900 Merchants Concourse, Suite 314
Westbury, New York 11590

(516) 228-4226

" Dated: Westbury,_ New York
March 19, 2012




TO:

KAUFMAN, BORGEEST & RYAN, LLP
Attorneys for Defendant

THE MOUNT SINAT HOSPITAL

120 Broadway, 14th Floor

New York, New York 10271

(212) 980-9600

FUMUSO, KELLY, DeVERNA, SNYDER, SWART & FARRELL, LLP
Attorneys for Defendant

JOHN T. MATHER MEMORJAL HOSPITAL

110 Marcus Blvd.

Hauppauge, NY 11788

(631) 232-0200

SILVERSON, PARERES & LOMBARDI LLP

Attorneys for Defendants

OUEENS LONG ISLAND MEDICAL GROUP, P.C., MICHAEL ALAN LEE, M.D.,
and BHANUMATHY VINAYAGASUNDARAM,M.D.,

192 Lexington Avenue, 17th Floor

New York, NY 10016

(212) 557-1810

McALOON & FRIEDMAN, P.C.

Attoroeys for Defendant

PLANNED PARENTHOOD HUDSON PECONIC, INC.
123 William Street, 25th Floor

New York, NY 10038

(212) 732-8700



ATTORNEY'S VERIFICATION

CHRISTINE COSCIA, an attorney duly admitted to practice in the county of New
York affirms under penalties of perjury:
I am an associate with the LAW OFFICE OF ROBERT F. DANZI, attorney for

plaintiff.

T have read the attached BILL OF PARTICULARS and know the contents thereof;
it is ttue to my own knowledge, except as to the matters therein alleged to be on information and
belief, and as to those matters I believe them to be true. This verification is made by me because
 plaintiff does not reside within the county where we maintain our office.

Dated: Westbury, New York
March 19; 2012

CHRISTINE COSCIA




STATE OF NEW YORK )
}ss.:
COUNTY OF NASSAU )

Kathleen Chiddo, being SWOLLL, $aY5:
I am not a party to the action, am over 18 years of age and reside at Bethpage, New York.
On March 19, 2012 I served the within

VERIFED BILL OF PARTICULARS

by depositing a true copy thereof enclosed in a post-paid wrapper, in an official depository under the exclusive
care and custody of the U.S. Postal Service within New York State, addressed to edch of the following persons
at the last known address set forth herein, as follows:

FUOMUSO, KELLY, DeVERNA, SNYDER, SWART & FARRELL,LLP
Attorneys for Defendant ' ‘
JOBN T. MATHER MEMORIAL HOSPITAL

110 Marcus Blvd.

Hauppauge, NY 11788

(631)232-0200

SILVERSON, PARERES & LOMBARDI, LLP

Attorneys for Defendants

QUEENS LONG ISLAND MEDICAL GROUP, P.C., MICHAEL ALAN LEE, MD.,
and BHANUMATHY VINAYAGASUNDARAM, M.D.,

192 Lexington Avenu, 17th Floor

New York, NY 10016

(212) 557-1810

McALOON & FRIEDMAN, P.C.

Attorneys for Defendant

PLANNED PARENTHOOD HUDSON PECONIC, INC.
123 Williarh Street, 25th Floor

New York, NY 10038

(212) 732-8700

KAUFMAN, BORGEEST & RYAN, LLP
Attorneys for Defendant

THE MOUNT SINAI HOSPITAL

120 Broadway, 14th Floor

New York, New York 10271

(212} 930-9600

Kathleen Chiddo

S yorn to before me this

MARCI VELLA
Notary Public, State of New York
No. 01VE608518R
Qualified in Nassak Coupty
Commission Expire: _
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SUPREME COURT OF THE STATE OF NEW YORK

COUNTY OF NEW YORK
SHARA DEJESUS, Index No.: 150347/11
Plaintiff, VERIFIED BIL1. OF
PARTICULARS
- against -

PLANNED PARENTHOOD HUDSON PECONIC,
INC., “JOHN DOE”, M.D., QUEENS ILLONG ISLAND
MEDICAL GROUP, P.C., MICHAEL ALAN LEE, M.D.,
BHANUMATHY VINAYAGASUNDARAM, M.D.,
JOHN T. MATHER MEMORIAL HOSPITAL, THE
MOUNT SINAI HOSPITAL and MIRIAM CREMER,
M-D-s

Defendants.
X

Plaintiff, SHARA DEJESUS, bﬁ her attoroey, the LAW OFHCE OF ROBERT F.
DANZI, as and for her Response to Demand for a Verified Bill of Particulars of defendant,
MIRIAM CREMER, M.D. sets forth as follows:

1. a) Upon information and belicf, the negligent acts and/or omissions charged

against defendant, MIRIAM CREMER, M.D. at The Mount Sinai Hospital
occurred from June 1, 2010 up to and including June 5, 2010.
b) The negligent acts and/or omissions charged against defendant, MIRIAM
CREMER, M.D,, -took place at THE MOUNT SINAI HOSPITAL located
at 1 Gustave L Levy Place, New York, New York 10029.
2. This demand is palpably imprbper pursuant to Dellaglio v. Paul, 250 A.D.2d 806,

673 N.Y.S.2d 212 (2d Dept. 1998) and Patterson v. Jewish Hospital & Medical Center of

SR

3
t

Brookiyn, 94 Misc.2d 680, 405 N.Y.S.2d 194, aff’d, 65 A.D.2d 553, 409 N.Y.S.2d 124 (2d Dept.

: !
1978). Not foregoing this objection, see paragraph “7” below. "‘
3. This demand is palpably improper pursuant to Dellaglio v. Paul, 250 A.D.2d 806,

673 N.Y.S.2d 212 (2d Dept. 1998) and Patterson v. Jewish Hospital & Medical Center of



Brooklyn, 94 Misc.2d 680, 405 N.Y.8.2d 194, aff'd, 65 A.D.2d 553, 409 N.Y.S.2d 124 (2d Dept.
1978). Not foregoing this objection, see paragraph “7” below.

4. Plaintiff makes no claim for improper-or defective equipment at this. time, but
réservés her right to amend pending completion of discovery.

5. This demand is palpably improper pursuant to Dellaglio v. Pauld, 250 A.D.2d 806,
673 N.Y.S.2d 212 (2d Dept. 1998) and Patterson v. Jewish Hospital & Medical Center of
Brooklyn, 94 Misc.2d 680, 405 N.Y.S.2d 194, aff’d, 65 A.D.2d 553, 409 N.Y.5.2d 124 (2d Dept.
1978). Not foregoing this objection, see paragraph “7” below.

6. This demand is palpably improper pursuant to Dellaglio v. Paul, 250 A.D.2d 806,
673 N.Y.S.2d 212 (2d Dept. 1998) and Patterson v. Jewish Hospital & Medical Center of
Brooklyn, 94 Misc.2d 680, 405 N.Y.S.2d 194, gff'd, 65 A.D.2d 553, 409 N.Y.S.2d 124 (2d Dept.
1978). Not foregoing this objection, see paragfaph “7” below.

7. Defendant, MIRIAM CREMER, M.D., her agents, servants and/or employees
were negligent and careless in the care and treatment of plaintiff, SHARA DEJESUS: in failing
to take into account the pre-existent topography of plaiﬁtiff’ s uterus, specifically fibroids, in
performing .and planﬁing for the procedure pre, intra and post operatively; in failing to take into
consideration plaintiff’s anemia; in failing to perform proper pre-operative evaluation especially
in light of the knowledge of the failure of the procedure performed on February 27, 2010; in
faﬁing to perform proper pre-operative and post—operé.tive blood evaluations_ to establish
infection and anemia; in failing to adequately clear plaintiff for surgery; in failing to perform a
proper sonbgraphic/ultrasound evaluation of piainﬁﬂ’ pre, intra and post procedure; in failing to l
properly use ultra-sonography intra-procedure 1:0 assist in the performance of the evacuation, E
.espeCially in light of the kmowledge of the failure of the procedure performed on February 27,

2010; in failing to appreciate the extent of blood loss; in failing to take into consideration



fibroids in plaintiff’s uterus in planning for and performing the procedure in question especially
in light of the icnowledée of the failure of the prooedﬁre performed on February 27, 2010; in
failing to properly use the instruments of extraction in light of the pre-existing fibrotic condition
of plaintiff’s uterus especially in light of the knowledge of the failure of the procedure performed
on February 27, 2010; in failing to appreciate the damage and injury to plaintiff’s uterus as a
result of failing to appreciate and take into consideration the topography of plaintifl® s' uterus in
light of the fibroids present especially in light of the knowledge of the failure of the procedure
performed on February 27, 2019; in failing to repder post-operative treatment in light of damage
to the uterus as a result of failing to plan for the presence of the ﬁBroids especially in light of the
knowledge of the failure of the procedure performed on February 27, 2010; in failing to provide
adequate antibioﬁc coverage in light of the distuption to the interior surfaces of the uterus as a
result of the excessive instrumentation empl(')yed due to the failure to appreciate the topography
of the uterus caused by the fibroids pre-procedure, post;procedure and on discharge; in failing to
provide proper antibiotics pre, intra and post procedure; in failing to for_ego the placement of
IUD due. to the same being contraindicated due to the diﬂicuﬁy in removing the placenta and the
heavy bleeding then preseﬁt, and the condition of the uterus as a result of the surgical procedure
employed and the pre-existent fibroids; in failing to édequately :;Eplace blood loss; in failing to
properly administer blood products; in failing to perform an adequate and proper discharge
evaluation; in fajliﬁg to treat hemodynamic instability; in failing to correct dropping Hg/Het; in
dische;rging plaintiff prematurely; in failing to obtain proper and timely CBCs to assess
hemodynamic stability; in failing to properly chart plaintiff’s condition; in failing to maintain au
adequate index of suspicion; in failing and ne glectmg to timely, adequately, and properly 5
perform, request, obtain, use, utilize, administer and/or evaluate necessary diagnostic

examinations, tests and/or consultations; in failing and neglecting to keep adequate, complete,



accurate, thorough and relevant records and notes ilpon which to rely, or to otherwise adequately
membxializc_a and/or record relevant information, h_lstory complaints, signs, symptoms and
findings; in failing to properly correlate and/or evaluate the findings and history obtained; in
failing to obtain necessary, timely and/or adequate consuftation with other medical professionals;
~ in failing to use and employ the best medical judgment; in failing to properiy interpret diagnostic
and laboratory tests and studies;, in fa:tlmg to fully appreciate thé signjﬁéance of plaintiff’s
presenting condition; in failing and/or neglecting to expect, anticipate and/or foresee the danger,
risk, harm and injury; in failing to take all necessary steps fo timely and/or properly correct
an&/or repair plaintiff’s condition; in failing and/or neglecting o use reasonable care and/or
diligence in safeguarding and/or protecting plaintiff; in failing to adﬁﬂﬂw, recommend and/or '
‘ensure administration anci recommendation of proper course of medical and surgical treatment
for plaintiff’s condition; in failing to keep abreast of currént medical customs and practice; in
failing to perform necessary and/or further diagnostic work-up and/or treatment in a timely
and/or diligent fashion and/or ensure performance of same; in failing to possess the degree of
medical skill and knowledge ﬁecessary under the circumstances; in allowing the plaintiff to
languish without appropriate medical care; in failing to arrange for follow-up care; in negligently
atlowing pla;intiﬁ’ s condition to deteﬁoraie;. in failing to timely and properly formulate a
differential diagnosis; in failing to timely and properly recognize the significance of, determine
the etiology of and act upon the plaintiff’s condition; in lack of informed consent; and in failing
to disclose to the plaintiff aitemaﬁves to treatment rendered and the reasonably foreseeable risks|
and benefits involved as a reasonable medical practitioner under similar circumstances would .
have disclosed in a manner pemﬁtting the plaintiff to make a knowledgeable evaluation. !
8. Plaintiff has no knowledge of the names, addresses, physicaf appearances and/or |

occupations of each and every person who performed such acts and/or omissions other than the



named defendants herein. It will be claimed that the named defendants are vicariously hiable for
‘the acts and/or omissions of their partners, agents, servants and/or employees, including the
named individuals who treated plaintiff, and vs;hose names, identities and descriptions are not
known o plaintiff, but whose names appear on the medical and hospital records and are known
more readily to the answering defendant.

9. a) As aresult of the carelessness, negligence and malpractice of defendant,
MIRIAM CREMER, M.D., her agents, servants and/or employees, plaintiff, SHARA DEJESUS,
sustained the following serious and permanent personal injuries:

- failed termination of pregnancy;

- endometritis;

- anemia;

- blood loss;

- severe sepsis;

- fever and chills;

- temperature of 106;

- need for cooling blanket and ice packs;

- profound hypovolemia;

- hyronephrosis and hydroureter;

- enlarged uierus

-~ total abdominal hysteiectomy*;

- hormonal changes as a consequence of hysterectomy™;

- hemodynamic instability;

- infection;

- need for transfusions;



b)

10.

need for gntibioﬁcs;

sterility*;

vaginal bleeding;

pain;

vaginal discharge;

palpitations

emotional pain;

sexual avoidance;

protra(;ted hospitalization;

disorientation;

abdominal swelling;

need to undergo repeat abortion;

need for unnecessary surgeries;

economic loss;

loss of income.

All injuries with an asterisk (*) are permanent in nature.

a) Plaintiff, SHARA DEJESUS, was confined to her bed for approximately
two months.

b) Plaintiff, SHARA DEJESUS, was confined to her home for approximately
six months. _

é) Plaintiff, SHARA DEJESUS, was confined to John T. Mather Memorial ,
Hospital located at 75 North Country Road, Port Jefferson, New York |
11777, on April 13, 2010 and from June 8, 2010 up to and including June |

25, 2010; The Mount Siai Hospital located at 1 Gustave L Levy Place,



11.

d)

New York, New York 10029 fiom June 1, 2010 up to and including June
5,2010; and Stony Brook University Hospital located at Nicolls Road,
Stony Brook, New York from November 27, 2010 up to and including

December 6, 2{_).1 0.

‘Not applicable.

a-d,f) Special damages are currently unknown but would be the amounts of bills

incurred by plaintiff from the defendants herein, any hospitals and doctors she has or will treat

with in relation to the malpractice. Plaintiff is currently not in possession o_f same. However,

once received, the amounts will be included in a Supplemental Bill of Particulars.

12.

13.
14
15.

16.

e)

a)

g)

I any, to be provided.

Nurses Statioﬁ Clerk. Stony Brook University Hospital located at 101
Nicolls Road, Stony Brook, New York 11790.

See paragraph “12a” above.

Not applicable.

Ffom Agpril 12, 2010 up to and including March 14, 2011.

Upon information and belief, $28,649.00. | |

To be provided.

If any, will be provided.

Plaintiff, SHARA DEJESUS’ date of birth is January 15, 1967.

Plaintiff, SHARA DEJESUS’ social security number is 133-66-9924.

338 Boyle Road, Selden, New York 11784.

i
|

This demand is palpably improper as it seeks disclosure of items inappropriate for%

a bill of particulars and not discoverable under CPLR Article 30, Bharwani v. Rosario, 180



AD.2d 704, 579 N.Y.S.Q;d 727 (2d Dept. 1992). Not foregoing this objection, an authorization
for HIP has been provided.

17. Defendants, their agents, servants and/or employees were negligent in failing to
properly inform plaintiff of the risks, hazards, complications and potential complications arising
{from the performance of the treatrment rendered herein; failing to disclose to the plaintiff
aIternatives to the treatment rendered and the reasonably foréseeable risks, benefits and
alternatives involved as a reasonable medical practitioner uﬁder similar circumstances would
have disclosed, in a manner permitting the plaintiff to make a knowledgeable evaluation. Had
such risk been disclosed, plaintiff would not have undergone the treatment rendered. This
demand is rejected in all other aspects as inappropriate for bill of particulars and objected o as
evidentiary in nature.

.18, See paragraph “17” above.

19. Sﬁee paragraph “17” above.

ZO. See paragraph “17” above.

21.  See paragraph “17” above.

22.  See paragraph “17” above.

23.  See paragraph “17” above.

Plaintiff reserves her rightrto amend and/or supplement this fesponse upon completion of
discovery up to az_ld through the trial of this matter.

Dated: Westbury, New York
May 21, 2012

Sl E 2
LAW OFFICE OF ROBERT F. DAXNZI :
Attorney for Plaintiff

900 Merchants Concourse, Suite 314

Westbury, New York 11590

(516) 228-4226



TO:

KAUFMAN, BORGEEST & RYAN, LLP

Attorneys for Defendant

MIRIAM CREMER, M.D. and THE MOUNT SINAI HOSPITAL
120 Broadway, 14th Floor

New York, New York 10271

212) 980-9600

FUMUSO KELLY, DeVERNA, SNYDER, SWART & FARRELL, LLP
Attorneys for Defendant

JOHN T. MATHER MEMORIAL HOSPITAL

110 Marcus Blvd.

Hauppauge, NY 11788

(631) 232-0200 '

SILVERSON, PARERES & LOMBARDI, LLP

Attorneys for Defendants

QUEENS LONG ISLAND MEDICAL GROUP, P.C. M]CHAEL ALAN LEE,M.D,
and BHANUMATHY VINAYAGASUNDARAM, M D,

192 Lexington Avenue, 17th Floor

New York, NY 10016

(212) 557-1810

McALOON & FRIEDMAN, P.C.

Attorneys for Defendant

PLANNED PARENTHOOD HUDSON PECONIC INC.
123 William Street, 25th Floor

New York, NY 10038

(212) 732-8700



ATTORNEY'S VERIFICATION

ROBERT F. DANZI, an attorney duly admitted to practice in the county of New
York affirms under penalties of perjury:

I am the principal of the LAW OFFICE OF ROBERT . DAﬁZI, attorney for
plaintiff |

1 have read the attached BILL OF PARTICULARS and know thé contents thereof; it is true
to my own knowledge, except as to the matters therein afleged to be on information and beliéf, and
as to those matters I believe them to be true. This verification is made by me because plamtifl

does not reside within the county where we maintain our office.

ROBERT F. DANZI ;

Dated: Westbury, New York
May 21, 2012




STATE OF NEW YORK )
) ss.:
COUNTY OF NASSAU }

¥athleen Chiddo, being sworn, says:
[ am not & party to the action, am over 18 years of age and reside at Bethpage; New York.
On May 21, 2012 ¥ served the within

VERIFED BILL OF PARTICULARS

by depositing a true copy thereof enclosed in a post-paid wrapper, in an official depository under the exclusive
care and custody of the US. Postal Service within New York State, addressed to each of the following persons
at the last known address set forth herein, as follows:

FUMUSO, KELLY, DeVERNA, SNYDER, SWART & FARRELL, LLP
Attorneys for Defendant

JOHN T. MATHER MEMORIAL HOSPITAL

116 Marcus Bhvd. '

Hauppauge, NY 11788

(631) 232-0200

SILVERSON, PARERES & LOMBARDI, LLP

Attorneys for Defendants

QUEENS LONG ISLAND MEDICAL GROUP, P.C., MICHAEL ALAN LEE, MD.,
and BHANUMATHY VINAYAGASUNDARAM, NLD

192 Lexington Avenue, 17th Floor

New York, NY 10016

(212)557-1810

McALOON & FRIEDMAN, P.C.

Attorneys for Defendant

PLANNED PARENTHOOD HUDSON PECONIC, INC.
123 William Street, 25th Floor

New York, NY 10038

{212) 732-8700

KAUFMAN, BORGEEST & RYAN, LLP
~ Attorneys for Defendant
MIRIAM CREMER, M.D. and THE MOUNT SINAI HOSPITAL
120 Broadway, 14th Floor
New York, New York 10271
(212) 980-9600

LD

Kathleen Chiddo

MARG! VELLA
Notary Pubiic, State of New York
No. OTVEGOOS 80
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SUPREME COURT OF THE STATE OF NEW YORK

COUNTY OF NEW YORK
SHARA DEJESUS, Index No.: 150347/11
Plaintiff, PLAINTIFF’S RESPONSE
| TO COMBINED
- dgainst - - DEMANDS

PLANNED PARENTHOOD HUDSON PECONIC,
INC., “JOHN DOE”, M.D., QUEENS LONG ISLAND
MEDICAL GROUP, P.C., MICHAEL ALAN LEE, MD.,
BHANUMATHY VINAYAGASUNDARAM, M.D.,
JOHN T. MATHER MEMORIAL HOSPITAL, THE
MOUNT SINAT HOSPITAL and MIRIAM CREMER,
M.D.,

Defendants.
X

Plaintiff, SHARA. DEJESUS, by her attorney, the LAW OFFICE OF ROBERT F.
DANZI, for her Response to Demands of defendant, PLANNED PARENTHOOD HUDSON

PECONIC, INC., set forth as follows:

DEMAND FOR AUTHORIZATIONS

Enclosed are the following authorizations:

- The Mount Sinai Hospital

- Miriam Cremer MD

- John T. Mather Memorial Hospital

- Planned Parenthood Hudson Peconic
- Evan Geller MD

- Mobin Sadig MD

- Rebert Derman MD

- Queens Long Island Medical Group

- Michael Alan Lee MD

3 e b e e s e e



- Bhanumathy Vinayagasundaram MD
- Dana Brenner MD

- Yanira Raza MD

- Dr. Elizabeth Jeremids

- Dr. Palivaﬁ

- Dr. Richard Rose

- Dr., Stanley Ostrow

- Dr. Phillibert

- Stony Brook University Hospital
- HIP Pharmacy

- Medical Group Pharmacy

- Prescription D‘én’

DEMAND FOR EXPERT WITNESS INFORMATION

Plaintiff has not, as of this date, retained the services of an expert witness for the
purposes of providing testimony. Plaintiff will advise defendants of the retention but no later
than a reasonable tnne bc';fore trial, Plaintiff by this response, in no way waives ber right to
retain said experts and adduce their testimony at trial.

DEMAND FOR DAMAGES

Plaintiff has been damaged in the amount of FIVE MILLION ($5,000,00\0.00)

DOLLARS.

DEMAND FOR STATEMENTS

Plaintiffs are not in possession of any stateruents.



DEMAND FOR WITNESSES

Plaintiff is not in possession of the names of any witnesses. Plaintiff reserves the right to
supplement their response after defendants” depositions are conducted.

DEMAND FOR COLLATERAL SOURCE INFORMATION

Enclosed is an authorization for HIP.

NOTICE TO PRODUCE

1. Plaintiff is not in possession of any photographs or videotapes respozsive to this
demand.

2. When plaintiff determines what will be introduced into evidence at trial, same
will be provided to defendants pursuant to CPLR.

3. Enclosed is an authorization for Medicaid.

4. Upon information and belicf, BZ41670G.

5. 133-66-9924.

6. Plaintiff is nbt in possession of any docaments responsive to this demand.

7. Enclosed is an authorization for Medicaid.

Dated: Westbury, New York
March 12, 2012

LAW OFFICE OF ROBERT F DANZI
Attorney for Plaintiff

900 Merchants Concourse, Suite 314
Westbury, New York 11590

(516) 228-4226

TO: MCALOON & FRIEDMAN, P.C. ]
Attorneys for Defendarit *
PLANNED PAREN’IHOOD HUDSON PECONIC, INC.

123 William Street-25™ Floor
New York, New York 10038
(212) 732-8700



KAUFMAN, BORGEEST & RYAN, LLP
Attorneys for Defenidant

THE MOUNT SINAI HOSPITAL

120 Broadway, 14th Floor

New York, New York 10271

(212) 980-9600

SILVERSON, PARERES & LOMBARDI, LLP

Attorneys for Defendant

MICHAEL ALAN LEE, M.D., BHANUMATHY VINAYSGASUNDARAM, M.D. and
QUEENS LONG ISLAND MEDICAL GROUP P.C.

192 Lexington Avenue, 17% Floor

New York, New York 10016 '

(212).557-1818

FUMUSO, KELLY, DEVERNA, SNYDER, SWART & FARRELL, LLP
Attorneys for Defendant

JOHN T. MATHER MEMORIAL HOSPITAL

110 Marcus Blvd.

Hauppauge, New York 11788

(631) 232-0200



OCA Official Forw No.: 960

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

Patient Name ' ' Date of Birth Social Security Number
Shara DeJesns 1/15/67 133-66-9924

Paticnt Address '

338 Boyle: Road Selden, NY 11784

I, or my authotized representative, request that health mfurmatlon regatdmg my care and treatment be released as set forth on this form:

In accordance with New York State Law. and thé Privacy Rile of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), Iunderstand that:

1. This authorization may inclade 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 liem 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 Item 8.

2. If I am authorizing the release of HIV-relatéd, alcohol or drug freatment, or mental health treatment information, the revipient is
prohibited from redisclosing such information without my authorization unless permitled 1 do so unider federal or state law. |
understand that 1 iaye the right & request a list of people who inay receive or use my HIV-related information without authorization.. If
I experience discriminzation bacatise of the release or disclosure of HIV-related informatien, I miy contact the New York State Division.
of Human Rights at (212) 480-2493 or the New York City Commission of Human Righits at (212) 306-7450. Thes¢ agencies are
respoiisible for protecting my- nghts

3. 1 have. the right t revoke this authorization 4t any time by writing to the health care provider listed below. 1 understard that | may
revoke this anthorization except to the extent that action has already been taken based on this authorization.

4. 1 understand that signing this authorization is voluntary. My treatmiént, payment, enrollment in 2 health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosire.

5. Information disclosed under this authorization might be redisclosed by thé recipient (except as noted abové i ltem 2}, and this
redisclosure may no longer be protected by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCU $8 MY HEALTH INFORMATION GR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIF]Z{‘]D INTTEM. 9 (b).

7. Namic and address of health provider or entity t0 reledsc this informationi:

Thie Mount Siiai Hospital, Oné Gustave L. Levy Place, New York, New York 10029
8. Name and address of person(s) or category of persori to whom this information will be sent:
McAloon & Friedman, P.C., 123 Wll]lam Street, 25th Floor, New York, NY 10038

9(a). Specific mformation to be released:
O Medical Record from (insert date) to (insert date)
(@ Entire Medical Record, inchuding 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: _ _ . 7 : . Include: (Indicate by Initialing)
' Alcohol/Drag Freatment
- , - Miensal Health Information
Authorizatioi to Discuss Health Information ' HIV-Related Informration
(b) LI By initialing here I authorize : ,
Initials Name of individual health care provider

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

(Attornéy/Firm Name or Governmental Agency Name)

10. Reasoh for release of information: 11. Date or eveil’é on which. this authorization will expire:
&3 At request of individual :
@ Other; Litigation End of Litigation : ‘
12. If'not the patient, name of person 51gnmg form: 13. Authority to sign on heha]f of patient: i
- Robeit F. Danzi . | Power of Attorney :

All items on this form have been ¢yfiplefed and my qusstlens about this form have been answered. In addition, T have boen provided a

copy of the form.
- Date: % - \%\‘ \a
Signature of patient or repres u’ﬁive authorized by law.

*  Poman Isnmunodeficiency Virus that causes ATDS. The New York State Public Bealth Law protects information whichaeasgiighty could

identify someone as having HIV symptoms or infertion and information regarding a person’s contacts. potary Pub ic, SEgiéa gi ﬁ;& c?u; York
LJ Qdi v g

m} V m Quaiified in } '\Eﬁsau Courty
Commissicn Enpiz‘es mma—ﬁ-a—-z“-*
SR




_ OCA Official Form No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

Patient Name . ' Date of Birth Social Security Number
~ Shara DeJesns 1/15/67 7 133-66-9924

Patient Address ' ' 7

338 Boyle Road, Selden, NY 11784

1, or my anthorized representative, request that health mformzt:en regarding iy care and treaiment be rnleasad as set forth on this form:

In accordance with New York State Law and the Privacy Rile of the Health Insurance Portablhty and Accountability Act of 1996
(HIPAA), [ 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 approprizate ine in ftem 9(a). In the eveint thé health information described Below includes any of these types of informatioty, and I
initial the Line on the box in Ytém 9(a), I specifically authorize release of such information to the person(s) indicated in Item 3.

2. If I am authorizing the release of HIV-related, alcohol or drug treaimént, or mental health freatment information, the recipient: is
prohibited from re&zsclosmg such information. without my authorization. unless permitied to do so uider federal or state law. 1
understasid that I have the nght to request 4 list of people Who may receive or use my HIV-related information without authorization. ¥
I experience discrimination because of thé release or disclosure of HIV-related information, I may contact the: New York State Division
of Himar Rights at: (212) 480-2493 or the New Yoik City Comniission of Human Rights at (212) 306-7450. These agencies are
responsible for protecting my rights.

3. I'have the right to revoke this authorization af any time by writing to the health care grovider listed belowr. Iunderstand that [ may
revoke this authorization except to the extent that action has already been taken based on this authorization.

4. 1 understand that signing this authorization is voluntary. My treatment, payment, enroliment in & bealth 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 Hem 2), and this
redisclosure may no. longer be protected by federal or state law.

6. THIS AUTHORIZATION POES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH IN'FORMATION OR MEDICAL
CARE WATH ANYONE OTHER: THAN THE ATTORNEY OR. GOVERNMNTAL AGENCY SPEC‘]F[EB IN ITEM 9(b).

7. Name and address of hiealih provider or entity to relcase this imformation:
Mmam Cremer MD, Oné Gustave L. Levy Place, New York, New York 10029

8. Name and address of person(s) or category of person to whoin ‘this information will be sent:
MecAloon & Fhedman, P.C., 123 William Street, 25th Floor, New York, NY 10038

9(a). Specific information to be released:
i Medical Record from (insett date) to (insert date)
& Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films,
referrals, consufts billing records, insurance reoards and records sent to you by other health care providers.

8 Other: . . Include: (Indicate by Initialing)
_ Alcohol/Drag Treatment
' ____Ments] Health Information
Authorization to Yiscuss Health Information HIV-Related Information
(b) O By initialing here _ I authorize _ -
Toitials Name of individul bealth care provider

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

{Atiorney/Firm Name or Goyermmental Agericy Name)

10. Reason for release of informatton: 11. Date or event on which this acthorization will expire:
0 At request of individual
@ Other: Litigation _ - | Endof thlgatmn j
12. If not the patient, hame of person signing form: 13.” Authority to sign on behalf of putient: .
Raobert F. Danzi /Y] Power of Attorney

d and my qucstmns about this form have been answered. In addition, I have been prov:ded a

= -\D-\Q

* Human Immunodeﬁclency Virus that causes AIDS. The New York State Public Health Law protects informatior which reasonably could

identify somcone as having HEV symptoms or infection and iuformation regnrdmg a person’s contaets, MARCIVELLA
Motary P.Amsc Sate of Mow York

Mo O“:’:*&Q@E’i&g
Qua&;f; in Nassau County
Commission Exp;.’es SpgernET

ATl items on this form have been comgh
copy of the form.

Signature of patient or representdtive authorized by law.




OCA Official Form No.: 960

) AUTHORIZATION FOR RELEASE OF TEALTH INFORMATION PURSUANT TO HIPAA
[Tiis form has been approved by the New York State Bepartment of Health|

Patient Name ’ Da’te ef Birth Social Secumy Number
Shara DeJesus ‘ 115/67 133-66-9924

Patient Address |

338 Boyle Road, Selden; NY 11784

I, or my authorized representative, request that health mformatmn regardmg my cdre and treatment be released as set forth on this form

In accordance with New York State Law and the Privacy: Rule of the Health Inisurance Portability: and Accountability Act of 1996
(HIPAA), 1understand that:
1. This mrthorizetion may inclide disclosure of information relating o ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, aid CONFIDENTIAL HIV* RELATED INFORMATION only if T place my ieitials on
the appropriate line in Ttem 9(z). In the event the kealth information described below includes any of these types of information, and I
initial the line on the box in Fem $(a); 1 specifically authorize release of such infortation to the person(s) indicated in Item 8.
2. If I am aithorizing the release of HIV-related, aloohol or drug treatmient, or mental health treatment nformation, the recipient is
prohibited from redisclosing sach information. without my authorization upless permitted. to do so under federal or state law. 1
uiiderstand that [ haye the nght to request a list of people who may receive or use my HIV-related information without authorization. If
I experience discrimination: becaiise of the rélease or disclosure of HIV-rélated information, I may coritagt the New York State Division
of Human Rights at (212) 480-2493 or the New Yotk City Commission of Huinan Raghts at (212) 306-7450. Thése agencics are
responsible for protecting my nghts
3. I have the right to revoke this anthorization at any timé by wntmg to the health care provider listed below. I understand that [ may
revoke this arithorization except to the exient that action has already been taken based on this authorization.
4. | understand that signing this authiorization is volunary. My treatment, payment, enrollment in a health plan, or eligibility for
benefits will not be condifioned upon nry authorization of this disclosure.
5. Information disclosed under this authiorization might be redisclosed by the recipient (except as noted above in Ttem 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 SPECYFIED IN ITEM 9 (b).
7. Name and address of health provider or entity to release this informiation: ) S '

John T, Mather Memorial Hospital, 75 N: Country Road, Port, Jefferson, NY 11777
8. Name and address of person(s) or cafegory of person, to whom this information will be sent;

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

9(a). Specific information to be reieased
Q Medical Record from (insert daie) _, to (inseri date)
A Fntire Medical Record, including patient hlstorm office notes (except psychotherapy notes), test results, radiology studies, films,
referrals, consults, billing records, insurance records, and records sent to yon by other health care providers.

QO Other: ‘ L . Include: (fdicate by lnitialing)
' Alephol/Drug Treatment
, , Mental Heakil Information
Authorization to Discuss Health Information HIV-Related Information
(b) O By initialing here 7 I snthorize
Initials Name of individual health care provider

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

(Atiorney/Firm Name or Governmental Agency Name)

' 10. Reason for release of information: 11. Date or event on which this authorization will expire: |
O At request of individual ‘
@ Ofher: Litigation | End of Litigation Cod
12. Ifnot the patient, hame of person si form; 4 13. Anthorily to sign on behalf of patient: :
Robert F. Danzi ;; j 1| Power of Attorney
All itéms on this form have been complgtdd/and my questions about ‘this forfa hiazve been answered, In addition, [ kave been pmwded a

copy of the form.

| Date: i >A\;M@\
Signature of patient or representati Yuthorized by law.

* Hmpan Immunsdeficiency Virus that causes ATDS. The New York Staie Public Health Law protects information which reasonab;g I_%{mld
identify someone as having IV symptoms or infection and information regarding a pérson’s contacts. P ffat ta"{e of New York
DS, <

NQL&W Ma. 6% \r;OL"&R‘E a8

] \JM Qualified in Nassau Courty
(\\w ™ Gonission Exp;res_ ﬁwﬁfﬁherﬁ#“ VI



_ _ _ oCcA Oﬁchl Form No.: 969
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Depariment of Health] ' )

Patient Name Date of Birth Social Security Namber
Shara DeJesus . 1/15/67 133-66-9924

Patient Address '

338 Boyk Read, Sclden, NY 11784

I, or my authorizéd representative, requést thiai biealth information regarding my care and treatmient be released as set forth on this form:
Tt accotdarice with New Y oik State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HTPAA), Iunderstand thai: ‘
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 1 place my initials on
the appropriate line in Ytem 9(a). In the event the health information described below includes any of these types of information, and T
initial the line on the box in ftem 9(a), I specifically authorize release of such information to the person(s) indicated in Itern 8,
2. If T am authorizing the release of HIV-related, alcohol or drug treatmient, or mental hea)th ireatment information, the recipient is
prohibited from redisclosing such information without my authorzation unless permitted to. do $o under federal or state law. I
understand that T hiave the right to request a list of people who may receive or use my HIV-related information without authorization. If
T experience discrimination because of the release or disclosure of HIV-related information, [ may contact the New York Stafe Division
of Hisnan Rights al (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agéncies are
fesponsible for protecting my rights. '
3. 1 have the right to revelke this authorization at ny time by writing to the heslth care provider listed below. Iunderstand that I miay
revoke this authorization except to the extent that action has already been taken based on this authorization.
4. T understand that signing this authorization is voluntary. My treéatment, payment, enrolment in a health plan, or cligibility for
benefits will not be conditioned upon my authorization of this disclosure.
5. Inforination disclosed under this authorization might be redisclosed by the recipient (except as noted above in Itern 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 TBAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 ().
7. Name and address of health provider or entity 1o release this information: o '
Planwied Parenthood Hudson Peconic, 4 Skylitie Drive, Hawthorne, NY 10532
8. Name and address of person(s) or category of person to Whom this information will be sent:
McAloon & Friedman, P.C., 123 Williain Street, 25th Floor, New York, NY 10038

9(a). Specific information to be reicased: . ' o

O Medical Record from (insext date) to (insert date)

@ Entirc 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.

Q Other:’ . . Include: {Indicate by Initialing)
Alcohol/Drug Trestinent
: Menta! Health Information
Anthorization to Discuss Pealth Information HIV-Related Information
(b) O By inifialing here I authorize . _
Initials ' Name of individual health care provider

to discuss my health information with my attorney, or 2 governmental agency, listed here:

{Attorney/Fimm Name or Govﬁmmntal Agency Name)

10. Reason for release of information: 11. Date or event ¢n which this authorization will expire:
I Atrequest of individual . . i
Other: Litigation : _ End of Litigation o _ :
12. if not the patient, name of person signing form: | 13. Authority to sign on behalf{ of patient: i
Robert F. Danzi N | Power of Attorney :

. dfand my questions about this form have been answeéred. In éd&iﬁoﬁ, I have been provided a -

- , Date: %/ \a\y \ ;\
Signature of patient or representagve authorized by law.

* Human Immenodeficiency Virns that causes AJDS. The New York State Public Health Law protects information which reasonably eould
identify someone as having ATV symptoms or infection and information regarding 2 person’s contacts. MAR(BJ: VEL?MQ o York
’ . niio, Siate Ot s
Notary Public, VC"Q%? 2]
Mo, 01VE o

“\ O - S Nassau County
aifiad in Nassad Vv,
N\:\ AR Y \J é &% m_...sg:ign EXpires Mavel 2

All items ox: this form have been co
copy of the form.




OCA Official Form No.: 950
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Departinent of Heaith|

Patient Name Date of Birth Social Secarity Number
‘Shara DeJesus ‘ W15/67 , “133-66-9924

Patient Address " '

338 Boyle Road, Scidén, NY 117 84

L, or miy authorizéd representative, request that health mformaﬁon regatdmg iy care and tréatient be reieased as set forth oo this form:

In accordance with New York State Law and the Privacy Rule of the Health Insuratce Portability and Accountability Act of 1996
(HIPAA), Iunderstand that:
1. This authorization may include disclosuie of information relating to 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 Jtem 9(a). In'the event the health information described below includes any of these types of information, aid I
initial the fine on the box in Item 9(g), I spcc:ﬁcally authorize release of such information to the person(s) indicated in Item 8.
2. ¥ I 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 airthorization unless permitted to do so umder federal or state law. 1
uhderstand thiat T have the. right to request a list of people who may recéive or use my HIV-related informaticn without authorization. If
I expericnce discrimination because of the reledse or disclosure of HIV-related information,. F miay éontact the New York State Division
of Human Rights at (212) 480-2493 or the New York City Commlssmn of Human Rights at (212) 306-7450. These agencies are
responsible for protecting my nglrts
3. T have the right to Tevoke this authorization at any tirie by writing to the health care provider listed below. I understind. that I may
revoke this authorization except o the extent that action has already been taken based on this anthiorization,
4. T understand that signing this authorization is voluniary. My treafient, payment, enrollmeit jn a health plan, or eligibility for
benefits will not bie: conditioned upon imy avihorization of this disclosurs.
5. Information disclosed under this authorization might be redisciosed by the tecipient (except as noted above in Item 2), and this
rediselosure 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 GOVERNN[ENTAL AGENCY SPECIF[ED INTTEM 9 (b).

7. Name and addrcss of health provider or entity to relcase this information:

Evan Gellar MD, 625 Belle Terre Rd., , Suite. 291 Port Jefferson, NY 11777

'8. Name and addiess of person{s).or category. of person to whom this information will be sent:
McAloon & Friedman, P.C., 123 William Street, 25th Fioor, New York, NY 10038

9(a). Speclﬁc information to be released:

0 Medical Record fom (insert date) to (insert datc)
@ 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.

QO Other: - : . Inctade: {Indicate by Initialing)
' ' AlcobiolDrug Treatment
—____Mental Health Information
Authorization to Discuss Fealth Information _ , _ FV-Related Information
(b) O By initialing hers ____ [ authorize
Initials Name of individual health care prowder

to discuss my heaIth information with my attomey, or 2 governmental agency, listed here:

_(Attornev/Firm Name of Govemmanm] Agency Name)

10. Reason for release of information: T 11. Date or event on which this authorization will expire: |
O At request of individual -
@ Other: Liligation ‘ | End of Litigation

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

Robert F. Danzi / > Power of Aftorney :

Al iterns on thié form have been o
copy of the form.

and my quéstions about this form have been answered. In addition, I have been prmrlded a

. Date: %" \9\/ Ya“
Signature of patieat or represente‘ltye authorized by law. '

* Fuman Iminunodeficiercy Virus timt causes ATDS. The New York State Public Health Law protects information w“ﬁkﬁ@%@
identify someone as having HIV sympiems or infection and information regarding 2 person’s confacts. ic, State of Ne‘ﬂ\f York

Notary DU e 06169 )
M\ \ ) \IM Qual ‘ued in Nassau (;c;urnvi _
ission -:.xpares M ETIBET 19, 20t
AL vt pices Noso=r \




: o 7 . _ _ _ 0OCA Off_ici;il. Form No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by thie New Yoik Stute Departinent of Health]

Patient Name ’ ' Date of Birth Social Security Number
‘Shara DeJesus _ 1/15/67 133-66-9924
Paticnt Address :

338 Boyle Road, Selden, NY 11784

I, or my authorized répresentative, reqiiest that health iifermation tegarding my cdre and treatment be released as get forth on ﬁ'us form

In atcordance with New: York State Lav. and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996,
(HIPAA), Iunderstand that:
1. This authorization may include disclosure of information reiatmg to ALCOHOL and DRUG ABUSE, MENTAL EEALTH
TREATMENT, except psychothérapy notes, and CONFIDENTIAL HEV* RELATED INFORMATION only if I place my initials on
the appropriate line in Ttera 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 specificaliy authorize refease of such information to the petson(s) indicated in Hem 8.
2. ¥'T am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is
prohibited from rcdlsclosmg such information without my authorization unless permjtned to do so under federal or state law. I
understand that I have thé right to request a list of people who may teceive or Usé my HIV-related information without authoiization. If
I experience discrifiiination because. of the releasg or disclosure of HIV-related information, I may contact the New York State Division
of Human Rxgh[is ai (212) 480-2493 or the New York Cily Cominission of Hinan Rights at (212) 306-7450. Thiese agencies are
responisible for protecting my rights.
3. T have 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 authorization. .
4. T understand that signing this atthorization 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. Informafion 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 oz state law.
6. THIS AUTHORTIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY ORGGVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (h)
7. Name and address of health provider or entity to rélease this information:

Mobin Sadiq MD, 75 North Country Road, Port Jefferson, NY 11777

. 8. Name and address of person(s’} or category of person to whom fhis information will be sent;
McAloon & Friedman, P.C., 123 william Street, 25th Fleor, New York, NY 10038

9(a). Specific information to be released:
& Medical Record from (insert date) - 1o (insert date) ~
@ Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiclogy studies, films,
referrals, consults, billing records, insurance records, and records sent 1o you by other health care providers.

[ Other: Inchude: (Indicate by Initialing)
_ Alcohol/Diug Treatment
, Meiital Health Information
Authorization to Discuss Health Information . - HIV-Related Information
(b} LI By initialing here ___ Tauthorize . . _ ‘
Tnitials Name of individual health care provider

to discuss my health information with my attorney, or 2 governmental agency, listed here:

{Attorney/Firm Name or Governmental Agency Name)

10. Reason for reiease of information: 11. Date or event on which this authorization will expire:
(J At request of individual i :
@ Other- Litigation : _ End of Litigation
12. Ifnot the patient, name of petson smgmng forin: ' 13. Authority to sign on behalf of patient:
Rebert F. Danzi Power of Aftorney
eda

All ftems on fhis form have been comy 777{1 my questions about this form have been answéred. In addition, I have been provid

copy of the form.
S]gnaulre of patient or representative yﬁthonzed by law.

* Pumar Immunodeficiency Viras that caises AIDS, The New York State Public Health Law protects information which reasonably could

identify someone as having HEV symptoms or infection and information regarding a person’s contacts. Hotary Dj{éﬁ?ﬂatﬁﬂ of Mew York

N No. OTVEST85188
N\BJ\&‘) \{M_Q,— Gualified in Massau County
N Commlssson Expires N&-&W serder By




) . OCA Official Form No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form his bees approved by the New York State Department of Health] :

Patient Name Date of Birth | Social Security Number
Shara DeJesus _ 1/15/67 133-66-9924
Patient Address . ' :

338 Boyle Road, Selden, NY 11784

1, or my authorized representative, request that health information regandin miy cire and treatment bé tcieased as set forth on this form;
Tn accordance with New York State Law and fhe Privacy Rule of‘the Health Insurance Portability and Accountability Act of 1996
(HIPAA), Tunderstand that: :
1. This authorization may include disclosure of information relating to ALCGHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on
thé appropriate line in Ttem 9(a). In the event the health informmation destribed below includes any of these types of information, and
initial the [iné on the box in Item 9(a), I specifically authorize release of such information to the personis) indicated in Jtem 8.
2. If I am authorizing thé release of HIV-relatéd, alcobo! or drug treatment, or mental health treatoent. information, the recipient is
prohibited from redisclosing such information without my authorization unless permitfed to do so under federal or state lawy. I
understand that T have the right o, requést a list of people who may receive or use my HIV-telated information without apthotization. If
1 experience discrimination because of the release or disclosure of HIVe-related informiation, 1 may contact the New York State Division
of Himan Rights at (212). 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencics are
tesponsible for protecting my rights.
3. 1 have the right to revoke this authotization af any time by wrifing to'the health care provider listed below. I understand that I may
revoke this authorization except to the extent that acfion has already been taken based on this authorization.
4. T understand that signing this authorization is voluntary. My treatment, payment, ¢nrollment in a health plan, or eligibility 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 abové in Item 2), and this
redisclosute may no loniger be protected by federal or stiie law. ' :
6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY BEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).
7. Neme and address of health provider or entity to reléas this information: o -
Robert Derman MD, 33 Landing Lane, Port Jeffersoni, NY 11777 |
8. Name and address of person(s) or category of person to whoin this information will be sent:
_ McAloon & Friedman, P.C., 123 William Street, 25th Floor, New York, NY 10038
%a). Specific information to be released: '
LI Medical Record from (insert daie) to (insert dait)
@ Entire Medical Record, including patient histories, office notes (except psychotherapy riotes}, test results, radiology studies, films,
referrals, consults, billing records, insurance records, and records sent to you by other health care providers.

0 Other: _ , Inclode: (Indicate by Initialing)
Alcohol/Drug Treatment
. Mental Health Iiformation
Aathorization to Discuss Health Information WIV-Related Information
{b) 0 By initialing here 1 authorize , ,
: Initials ) Name of individual health care provider

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

" (Attorney/Firm Name or Governmental Apency Name)

10. Reason for release of information: 11. Date or event on which this authorization will expire: |
(2 At request of individual ' i ;
Other; Lifigation : o End of Liligation
12. If not the patient, name of person signing form: 13 Authority to sign on behalf of patient:
Robert F. Danzi . /ﬁﬂm _ _ Power of Attorney
ALl ftems on this form have been coliplefed and my questions about this form have been answered. In addition, I have beén provided a
copy of the form.

_ _ Date: :v\ _’\ é‘ - \ 5\
Signature of patient or representatfve authorized by law.

¢ Human Immunodeficiency Virus that causes AIDS. The New York State Public Health Law protects information which reasonably could
identify someone as having HEV symptoms or infection and information regarding a person’s contacts. A ANGI VELLA
iblic, Siate of New York

N\Q\w | Quafified In Nessau County




OCA Official Form No.x 960
AUTHOR]ZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been. approved by the New York State Department of Health]

Patient Name ' Date of Birth  Social Security Number
Shara DeJesus 1/15/67 : 133-66-9924
‘Patient Address
338 Boyle Road, Selden, NY 11784

1, or my authorized repiésentative, request that healih. mfonnatmn regardmg my tare and tréatmernit be released as set forth on this form

In accerdance with New York State Law and the Privacy Rule of the Health Ihsurance Portahility and Accmmtablhty Act Qf 199
(HIPAA), I understand that: '
1. This authorizafion may include disclosure of information relatiug to ALCOHOL and BRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HXV* RELATED INFORMATION only if I place my initials on
the appropnaie line in Jeem 9(a). Ih the event the health information described below includes any of these types of information, and 1
initial the live on the box in Tem 9(2), L speclﬁcaliy authorize release. of such information to the person(s) indicated in Item 8.
2. If I am authorizing the release of HIV-related, alcchol or drug treatinent, or mental health treatment infortnation, the recipient is
prohibited from redisclosing such information without my authorization unless permitted to do so under federal or state faw. [
undétstand that I bave the right to request a list of people who may receive or isé my HIV-related information without authorization. If
I experience discrimination bécause of the release or disclosure of HIV-related information, I may contict 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. I have the right to revoke this. airthorization at any time by writing to the health care. provider listed below. I understand that | may
revoke this authorization except to the extent that action has already been taken based on this authorization.
4. T understand that signing this authorization is volinfary. My treatment, payment, enrollmett in a health plan, or eligibility for
benefits will not be conditioned upon iy authorization of this disclosure.
5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Htem 2), and this
redisclosure may nio 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 SPECIF[ED IN ITEM 9 (b).
7.’ Name and address of hicalth provider of entity to telease this tiformation:
Queens Long Island Med Group, 640 Hawkins Ave,, Ronkénkoma, NY 11779
8. Name and address of person(s) or category ‘of person to whon this information will be sent:
McAloon & Fnedma.n, P.C., 123 William Streéet, ZSth Floor, New York, NY 10038

| 9(a). Specific information to be released: )
0 Medical Record from {insert date) to (insert date)

{2 Entire Medical Record, including patient hls’mnes 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.

01 Other: _ — Include: (Indicate by Initialing)
AlcoholDrug Trestment
_Mental Health Inforaiation
Authorization te Discuss Health Information _ HIV-Related Information
(b) O By initialing here 1 authorize . _ . .
Initials Name of individual healih care provider

to discuss my health information with my artomey-,' or a governmental agency, listed here:

. {Attorney/Firm Name or Govemmcmal Agency Name)
10. Reason for release of information: 11. Date or evént on which this anthorization will expire:
O At request of individual :
@ Other: Litigation ~ End of Litigation
12. If not the patieiit, name of person signing form: 13, Authority to sign on behalf of patient:
Rebert . Danzi . /] ‘| Power of Attorney
All iterns on this form have been ' and my questlons about this form have been answered. Iri addition, I have been provided a

copy of the form.

Date: ?) ""' \g\“ \a\

* Tuman Immunodeficiency Virns that causes AIDS. The Neéw York State Public Health Law protects information which redsonably could

ideatify someone as having HIV nis or infection and information ding a person’s confacts, MARCIVELLA
= ¢ sympto ' regarcing 2 pe Hetary Pubilic, State of New York

NG &1‘\!’:5066389

|\ ) w . Gusiified in Nassau County
AR ' Commission Expires Negen .

Signature of patient or representifive authorized by law.




) . o . OCA Official Form Ne.z 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA -
[This form has been approved by the New York State Depariment of Health]

Patient Name ' Date of Birth Sociat Securrty Number
Shara DeJesus o , | 1H5/67 _ 133-66-9924
Patient Address
338 Boyle Road, Selden, NY 11784

1, or my authorized represeitative, Fequest that heaIth mformatlon regarding my care and treatment be rﬁ[eased as sét, forfh on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and A{:oounmbﬂlty Act of 1996
(HIPAA), 1understand that:
1. This authorization may inchude disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I plage 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 I
initial the fine on the box in Jtem 9(z), 1 specifically authorize release 6f such information to the person(s) indicated in ftem 8.
2. If I am authorizing the release of HIV:related, alcohol or drug treafment, or miéntal health freatment inforiation, the recipient is
prohibited from redisclosing such information without my authorization unless perimitted to do. so under federal or state law. 1
utiderstand that [ have the right to request a list of people who may receivé or use my HIV-related information without autherization. H
I experience discrimination bécause of the release or disclosure of HIV-related information, I ay gontdct the New Yoik State Division
of Huruah Rights at (212} 480-2493 or thie New York City Commission of Human nghts at (212) 306-7450, These agencies are
respenmble for protecting fimy rights.
3. 1 have the right to revoke this authorization at any time by writing to the health care provider listed below. 1 understand that T may
revoke this authorization excépt to the extent that action has already been taken baséd on this authorization.
4, 1 understand that signing this avthorization is voluntary. My treatment, payinent, enrolimient in a health plan, or eligibility for
benefits will not be conditioned wpon my avthorization of this disclosure.
5. Information disclesed under this muthorization might be redisclosed by the recipient (except as noted above in Item 2), and this
redisclosuré may no longer be protected by federal of staie law.
6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYGNE OTHER THAN THE ATFORNEY OR GOVERNMENTAL AGENC‘Y SPECIFIED IN ITEM 9 (b).
7. Name and address of health provider or entity to release this information:

Michzel Alain Lee MD, 640 Hawkins Ave., Ronkonkoma, NY 11779 _ _
§. Name and address of person(s) or category of person to whom thils information will be sent:

McAloon & Friedman, P.C., 123 Wllham Street, 25th Floor, New ank NY 10038

9(a), Specific information to be released:
U Medical Record from (insert date) to (insert date)
& Entire Medical Record, including patient ]:ustones office notes (except psychotherapy notes), test results, radiclogy studies, films,
referraly, consults, billing records, insurance records, and records sent to you by other healtl care providers.

0 Other: _ _ , Include: (Indicate by Iitialing)
Alcohol/Drug Treatment
_ Mental Health Inforntation
Auitherization to Discuss Health Information HIV-Rélated Information
(b) O By initialing here ___ I anthorize
’ Initizls " Name of individual health care provider

to discuss my health information with my attormey, or a govemmental ageney, listed here:

: _ (Atiorney/Firm Name or Governmental Agency Name) |
10. Reason for release of mformation: 11. Date or event on which this authorization will expire: b

L3 At request of individual : . ]
@ Other: Litigation - End of Litigation
12. If not the patient, name of person signing form:: 13. Authority t6 sign on behalf of patient: ;
Robert F. Danzi Power of Aftorney |

All iteras on this form have been figin eted and my questlons aboutﬂms form have been answeréd In addmon I have been provxded a

copy of the form.
R T P N 1
Signamre of patient or represemﬁyfve authorized by law.

* Human Immunodeficiency Virus that causes ATDS. The New York State Public Health Law protects inforntation Whp:,fg Rr%as%lably could
identify someonc as having HIV symptoms or infection and inforination regarding a person’s contacts. Notary pU. blic., Srate of New Yori

T

. S*Vcsuﬁm a8
- Q&&Q)__ Q"a‘ lea in Massau Gounty
* \ : Commission Expu esﬁwwemsepgﬁ,&.,_

i




OCA Official Form No.: 960

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[Thls form has been approved by the New York State Department of Healthf :

Patient Name ' Date of Birth Social Security Number
Shara DeJcsus 1/15/67 133-66-9924
Patient Address ' ' ‘

338 BOYI& Road, Selden, NY 11784

I, or my authonzed répresenfative, request that health information regardmg 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 Insirance: Portabﬂ:ty and Accountability Act of 1996
(HIPAA), Tunderstand thaf:

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

2. If 1 am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatmient information, the recipient is
profiibited from redisclosing stch information without my authorization unless permitted to do so ubder federal or state law. |
understand that I have the right to request 2 list of pesple who may receive or usemy HIV-related information without authorization. If
1 expetience 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 Huimadn Righis at (212) 306-7450. These agencics afe
responsible for protecting my Tights, '
3. I have the right to revoke this authorization at any timie by writing to the health care provider listed below: I understand 1hat I may
revoke this authorization exeept to the extent that action has already been tiken based on this anthorization,

4, 1 understand 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 authorization might be redisclosed by the recipient (except as noted above in Item 2), and this
redisclosure may 1o longer be protected by federal or State law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE ¥OU TO DISCUSS MY BEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR. GOVERNIVHENTAL AGENCY SPECIFIED ]N ITEM 2 (b).

7. Name and address of hicalth provider of entity to release this nformation:
_ Bhanumathy Vinayagasyndaram MD, 640 Bawkins Ave,, Ronkonkeinia; NY 11779

8. Name and addréss.of personi(s) orcategory of person to whom this informafion will be sent:
McAloon & Friedman, P.C., 123 William Street, 25th Floor, New York, NY 10038

9(a). Specific information o bé reléased: .
£ Medical Record from (insert date) to (insert date)
[ Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test resuls, radlology studies, films,
referralis, consults, billing records, insurance records, and records sent to you by other health care providers.

O Other: . Include: (Indicate by Initialing)
Alcohol/Dimg Treatment
. WMental Heath Information
Authorization to Discass Health Information HIV-Relzted Information
{b) O By initialing here : 1 authorize . . " .
Initials Name of individual health care provider

to discuss my health information with my aﬁomey, ar a governmental agercy, listed here:

(Attomey/Firm Namc or Gavemmental AgenCy Namae)

10. Reason for release of information: | L1. Date or event on which this authorization will expire:

O At requf:st of individual ! :

@ Other: Litigation | End of Litigation
12. If not the pafient, iame of person signing form: 1 13. Authority to sign en behalf of patlent ;
‘Robert F. Danzi A A Power of Attorney :
Al items ori this form have pedf plesed and my qucst:ons about this form have bésh answered. In addmon T have been provided 2
copy of the form.

- . Do D\ \S
Bignature of patient or re}%eutaﬁvc authorized by law.

+ Heman Inmunodeficiency Virus that causes ATDS. The Neéw York State Public Health Law protects information which reasonably could

idenitify someone as having HIV symptoms or infection and information rcgarding A person’s contacts. ?Qo*a’y P;{:;;i F f;g:«i *Eez_c" Mew York

gty EQGGF?SQ
: Qi?cjiﬂeﬁ in hassau us’uni’y
i.".:c;mmscmﬂ Expires JYOVETR g




OCA: Official Form No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State. Department of Health}

Patient Name Date of Birth : Social Security Number
Shara DeJesiis _ S 11567 133-66-9924
Pationt Address ' '
338 Boyle Road, Selden; NY 11784

L, or my anthotized representative;, request that hea}th information regardmg my care.and. treatment be released as set foith on this form:

In accerdaiice with New York State Law and the Privacy Rule of the Health Insurance Poriabilify ahd Accountzbility Act 6f 1956
(HTPAA), I inderstarid 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 ling in Item %(a). In the event the heatth information described below includes any of these types of information, and [
initial the line on the box in Item 9(a), I specifically authorize release of such information to the person(s) indicated in Item 8.
2, 1 am authorizing the release of HIV-related, alcohol or drug treatment, of mental hiealth {reatirient information, the recipient is
prohibited from redisclosing such information without my authorization unless permitted fo do so under federal of stafe law. 1
understand that I have the right to request a list of people who may receive or use my HIV-related information without authojization. If
I experience discrimination besaisé of the rélease or disclosure of HIV-related infotmation, I may ¢ontact the New York State Dwmon
of Human. Rights at (212) 480-2493 or the New York City Commission of Humiin nghts at (212) 306-7450, These agencies are
tesponsible for protecting my nghts
3. T have the rlght to revoke this authorization at any time by writing to the health care provider listed below. I understand thiat I may
revoke this authiorization except to the extent that action has already been taken based on this authorization.
4, 1 understand that signing this authorization is voluntary. My treatinent, 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 aithorization might be redisclosed by the recipiont (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 PISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNN[ENTAL AGENCY SPECIFIED IN TTEM 9 (b).
7:Name and address of health provider or eniity to relgase this mformation;
 Dana Brenner MD; 00. Belle Terre Rd., Port Jefferson, NY 11777
8. Namie and addréss of person(s) or category of person to whom this informaition will be sent:
McAloon & Friedman, P.C., 123 Wllham Street, 25th Floor, New York, NY 10038
9(a). Speclﬁc information to be released:
8O Medical Recerd from (insert date) to (insert date)
& Entiré Medical Record, including patient histories, office notes (except psychotherapy riotes), test results, radiology studies, films,
referrals, consults, billing records, insurancé records, and records sent to you by other health care providers.

Q Other: | _ ~ Include: {Indicate by Initialing)
Alcohol/Drug Treatment
_Mental Health Iniformation
Anuthorization to Discuss Health Information HIV-Related Ynformation
(b) O By initialing here I authorize _ _ —
: Initials Name of individpal health care provider

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

(Attorney/Firm Name or Governmental Agency Name)
10. Reason for release of information: 11. Date or event on which this authorization will expire:
O At request of individual .
A Other: thlgatmn End of ngaimn
12. If not the patient, name of person signing form: 13. Authority to sign on behalf of panent
Robert F. Danzi / | Power of Attormey -

ATl #erns on this form ha(/ en completed and my qusstlons about this form have been answered. In addition, I bave been prowded a

copy of the form.
_ Date: - 5/\&# \’B*
Signaiure of patient oy epresentative authorized by law.

* Human Immunodeficiency Virus that causes ATDS. The New York State Public Health Law protects information v}dmﬁﬁ@éﬂs’

by co
identify someone as having HIV syniptems or infection and information regarding a person’s contacts. jotary public, Stele of New York
No., 01VESORS138

\ Tzl ﬁed in Nassau Sounty .
W\}»} \| U pommission Expires W

v\ 1\




AT _ B ‘ QCA. Official Form No.: 968
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been appraved by the New York State Department of Health]

Patient Name . Date of Birth Social Security Number
Shara DeJesus ' 1/15/67 133-66-9924

Patient Address

| 338 Boyle Road, Selden, NY 11784

L, o my anthorized repiesentative, réquest that health mformatlon regardmg my care and treatraent be reieased as set forth on. this form:

In accordance with New York State Lavw and the Privacy Rule of the Hedlth Insusance Porl;ablhty and Acconntability Act 6f 1996
{HIPAA), 1undérstand that:
1. This authorization may include dlsclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
. TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if1 place my initials on
the' appropriaté 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 Ttém 9(a), I specifically authorize release of such infotmation to the person(s) indicated in Item 8.
2. If I am anthorizing the release of HIV-related, alcobol 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
uiidérstaiid that 1 have the right to request.a list-of people whio miay receive or use my HIV-related informiation without aithorization. If
1 expenence discrimination because of the teleéase 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 Cfty Commission of Human Rights at (212) 306-7450. These agencies are
responsible for protecting my ng]rts
3. I have the right tg revoke this authorization at any iime by writing to the health Gare provider listed below. 1undérstand that I may
revoke this authorization except to the extent that action has already beeri taken based on this authotization.
4. I understand that signing this authorization is voluntary. My tréatment, payment, eqirollment in a health plan, or eligibility for
benefits will not be conditioned upén my authorization of this disclosure.
5. Informiation distlosed weder this authorization might be redisclosed by the rcmple:nt (excépt as noted above in Itein Z), and this
redisclosure may no Ienger be protected by federal or state law. .
6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY BZEALTH INFORMATION OR MEDICAL
_CARE WITH ANYONE OTHER THAN ’J.‘HE ATTORNEY OR GOVERNMZENTAL AGENCY SPECIFIED IN II'EM 9 ().
7. Namic and address of health provider or entity: to release this information:
Yanira Raza MD; 6080 Jericho Topk., Suite 205, Commack; NY 11725
8. Name and address of person(s) or category of person o whom this information will be sent:
McAloon & Friedman, P.C., 123 Wi]llam Street, ZSth Floor; New York, NY 10()38

9a). Spec:lﬁc informiafion to be released:
0 Medical Record from (insert date) to (inseri daie)
[ Entire Medical Record, including patient Instones, office notes {&xcept psychotherapy notes), test results, radiology studies, films,
refereals, consults, billing records, insurance records, and records sent to you by other health care providers.

0 Gther: . . _ Include: (Indicate by Initialing)
Al¢cohol/Drug Treatment
_ _ Mestal Health Information
Anthorization fo Discuss Health Information ‘ . . HIV-Related Information
{b) Q By initialing here 1 authorize
: Initials Name of individval health care provider

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

(Attorney/Firm Name or Governmental Agency Name) ;

10. Reason for release of information: 11. Date or event on which this authorization will expma
0 At request of individual . |
@ Ottier: L-itigation End of Litigation

12. if niof the patient, name of person signing form: 13. Auttiority to sign on behalf of patient:

Robert F. Danzi A/l Power of Attorney

All jtems on this form hav'ef completed and my questlons about this form have been answered. o addmon, I have been provided a

copy of the form.”
Daie: 3 - \;— - \ "é"*'
Signature of patierit or refresentative authorized by law.

* Fuman Immunodeficiency Virus that causes AXDS, The New York State Public Health Law protects information which reasonably counld

identify someonie as having HIV toms or iifection and information regarding a person’s contacis, WMARCIVELLA
o ¢ Y cerdnea Public, State of New York

Neta
\’ Qm ¥ No. DIVEBUBE1EY
w Crasiified in ?\E&uﬁ&u Coun‘y

Coramission c:xpireg -y




OCA Official Form No.: 960

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

Patient Name Date of Birth Social Security Number
Shara DeJesus | | w567 | 133-66-9924
Patient Address

338 Boyle Road, Selden, NY 11784

I, or my authorized representative, request that health mforma.uon regarding my care and treatment be released as set forth on t}ns form

I accordancé with Nevw York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
{HIPAA), T understand that;

I. This authorization may inchade.disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, crcept psychothérapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if T place my initials on
the appropriate lige in Itém 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 Ttem 9(a), I specifically anthorize release of sach inforiation to the person(s) indicated in Item 8.

2. T I am authorizing the release of HIV-related, alcohol or drug treatmient; 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
understang thiat 1 have the right to request a list of people who may recetve or use oy HIV-related infonmation without authorization. If
I éxperience discrimination because of the release or disclosure of HIV-related information, I may contact the New York State Division
of Human Right¢ at (212) 480-2493. or the New York City Commnission of Hufrian Righits at (212) 306-7450. These agencies are
responsible for protecting my rights.

3. Lhave the rfght to revoke this authorization at any time by writing to the health care prnwdsr listed below. I understand that T may
revoke this authorization except to the extent that action Has already been taken based on this authorization.

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

5. Information disclosed under this authorization might be redisclosed by the recipient (except as nofed above in Hem 2), and this
redisclosure may no longer be prétected by federal or state lavw.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE A'ITORNEY OR GOVERNMENTAL AGENCY SPECIF IED iNITEM 9 (b).

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

Elizibeéth Jeiemias MD, 300 Bay Shore Rd., N: Babylen, NY 11703

8. Name and address of persen(s). o category of person o whom this. information will be sent:
McAloon & Friedmas, P.C.; 123 Wllham Street, 25&1 Floor, New York, NY 10038

9(a). Specnﬁc information 1o be released:
[ Medical Record from (insert date) to (insert date)
d Entire Medical Record, including pane:nt hlstones office notes {except psychotherapy notes), test results, radiology studies, films,
referrals, consulfs, billing records, insurance records, and records sent to you by othier health care providers.

Q Other: ‘ 7 e ' Iniclugde: (Indicate by Initialing)
Alcohol/Drug Treatment
_ Meital Health Information
Auwuthiorization o Diséuss Healih Information : HIV-Related Information
(b) [ By initialing here T anthorize
Initials Name of individual health care provider

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

. {Attorney/Firm Name or Governmental Agency Name)
10. Reason for release of information: 11. Date or event on which this authorization will expire:
{1 At request of individoal
R Other; Litigation End of Litigation
12. If'not the patient, name of person signing form: 13. Authority to sign on behalf of patient:
Robert F. Danzi 7 ' Power of Attorney ;
All tieras on this fotin have completed and my questions about this fonn have been answered n addmon 1 have besn provided a

copy of the form.

Date: ?} 'ﬂ\’é\'_ \%‘\

* Human Immunodeficicncy Virus that canses AIDS. The New York State Public Health Law proiecis information which reasonably could
identify someone as having HIV symptoms or infection and information regarding a person’s costacts. MARCI VCLLA

Nc:tary Public, Stete of Mew York
Mo, 1VEGOSGI 8.
M) —  Qualified in Nessau Cmn’ry ,

Commx ssion EXpires )

Signafure of patient or refresentative authorized by law.




\ ’ 7 OCA Official Form No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
- " [This form has been approved by the New York State Department of Health]

Patient Name Daite of Birth Social Security Number
Shara DeJesus ' 1115067 133-66-9924
Patiént Address g
338 Boyle Road, Selden, NY 11784

1, or nty avithorized representative, request that healih information regarding my care and treatment be release as set forth on this form:
i acoordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), 1understand that: ' . :

1. This authorization may irchude disclosure of information relating t0 ALCOHOL and DRYG ABUSE, MENTAL HEALTH
TREATMENT, except psychatherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION odly if 1 place my initials on
the appropriate ine in Tiem 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 Ytem 9(a), I specifically authorize refease of such information to the person(s) indicated ib Item 8.

2. If T am authorizing the release of HiV-refated, zlcohol or drug treatment, or menial health treatment inforniation, the recipient i
prohibited from redisclosing such information without my authorization unless permitted t6 do so under federal or state law. I
understand that 1 have the right o request a list of people who may receive or use iy HIV-related information withont anthprization. If
T experierice discrimination because of the release or disclosure-of HIV-related informatiosi, I may contact the New York State Division
of Human Rights at (212) 480-2493 or the New York City Conimission of Haman Rights at (212) 306-7450. Thess agencics are-
responsible for protecting fmy rights.

3. 1 have the right to revoks this anthorization at any time by writing to the health care provider listed befow. I ubderstand that I may
revoke this authorization except to the exient that action has already been taken based on this authorization.

4. 1 understand that signing this authorization is voluntary. My treatment, payment, enrollment in a hedlth plan, or eligibility 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 2Z), and this
redisclosure may no longer bé protected by federal or state law. '

6. THIS AUTIHORIZATION 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. Natne and address oF healii provider or entity: fo reloase this nformation: ' '
__ Dr. Palivan, 640 Hawkins Rd., Ronkonkoma, NY 11779 . _
§. Narhe and address of person(s)-or category of person fo whom this information will be sent;
McAloon & Friedman, P:C., 123 William Street, 25th Floor, New York, NY 106038
9(a). Specific information to be released: o '
O Medical Record from (insert date) L to {insert date)
[@ Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test résults, radiology studies, films,
referrals, consults, billing records, insurance records, and records sent to you by other health care providers.

O Other: e ) Inclode: (Indicate by Initinling)
' Alcohol/Drug Treatment
___ Mental Health Information
Antharization to Discass Health Information . HIV-Related Infornzation
{b) & By iniialing here T authorize : .
Initials . Name of individual health care provider
to discuss my heatth information with my attorney, or a governmental agency, listed here:
(Attorney/Firm Name or Governmertal Agency Name) _
1¢. Reason for release of information: 11. Date or event on which this suthorization will expire:
O At request of individual ‘ o
Al Other: Litigation R Eud of Litigation '
12. If pot the patient, name of person signing form: 13. Authérity tb sign on behalf of patient:
Robhert F. Danzi A N - | Power of Attorney i
All items on this form have been Teted and my questions about this form have been answered. In addition, I have been provided a
copy of the form.

Signature of patient or represq,{taﬁve anthorized by law. ' :

* Hugman Immunodeficiency Viras that causes ATDS, The New York State Public Health Law protects information which #&aStadBlictuld

identify someone as having HYV symptoms or infeetion and information regarding a person’s contacts. Netary Pubiic, Staie of New York
- Mo, GIVESCSEIEE

< \ Quslifed in Nassau County
- V Womrﬁissém Expires Mevember 1o, E0
' ' - st Y



Yo _ 7 _ o OCA Official Form: No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
fTbis form has Been approved by the New York State Departmeint of Health]

Patient Name o . Date of Birth ‘ Social Security Number
Shara DeJesus _ : 11567 133-66-9924

Patient Address ' 7

338 Boyle Road, Selden, NY 11784

I, or my authorized répresentative, request that health information regardmg my care-and treatment hc released as set forth-on this form:

in accordance with New York State Law and the Privacy Rule of the Heafth Insuranée Portability and Aecountability Act of 1996
(FOPAA); 1 understand that:
1. This authorization may include disclosure of informidion relating to ALCOMOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATYON only if I place miy 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), I specifically authorize release of such information to the person(s) indicated in Item 8.
2. If T am authorizing the release of HIV-related, alcobol or drug treatmient, or mental health treatment information, the recipient is
prohibited from redisclosing siich information without my authorization unless permitted to do so under federal or state faw. [
uriderstand that I have the right to requést a list of peeple who may receive or use my HIV+ related information without authorization. If
I experience discrimination bécause of the release or disclosure of HIV-related information, I may coitact the New Yok 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. 1 have the rlght to revoke this authorization at any time by writing to the health care provider listed below. 1 understand that T may
revolke this authorization gxcapt to the extent that action has alreddy been taken based on this aithorization.
4. 1 understand that signing this authorization is voluntary. My treatment, payment, enfollment in a health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure.
5. Information disclosed under this authorization might be redisclosed by the rcclplent (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 ’I’I-IAN THE ATTORNEY OR GOVERNN[ENTAL AGENCY SPECIF]ED IN ITEM 2{b).
7. Nameé and address of healthi provider or entity io release this information:
Richaxd Rose MD, 300 Aflanitic Ave., Greenport, NY 11944
8. Name and address of person(s) of category of person to whom. this information will be sent
McAloon & Friedman, P.C., 123 William Street, 25th Floor, New York, NY 1(}038

9(a). Specific information to bé released:
[2 Medical Record from (insert date) to (inssrt date)
(@ Entire Medical Record, including patient hlstones 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.

[ Other: : Inciude: (Indicate by Initialing)
' Alcoho¥Drug Treatment
_ Mental Heatth Information
Autherization to Discuss Healih Information HIV-Related Information
(b) O By initialing here I authorize ' . _ |
Initials Namie of individual health care provider

to discuss my bealth information with my attorney, or a goveriimental agency, listed here:

(Aworney/F irm Name or Governmental Agency Name)

10. Reason for release of information: T 11, Date or event on which this anthorization will expire: |
LI At request of individual ‘ ;
@ Other: Litigation ‘| End of Litigation

12. If not the pauent, namg of person sigaing form | 13. Authoriiy fo sign on behalf of patient:

Robert F. Danzi - _ .| Power of Attorney

Al jtems on this form have been ¢ eted and my questmns about this form have been answered. In addition, T have been prowded a

copy of the form.
_ _ Date: ?3 _ \’é\— \%\
Signature of patient or represgﬁyfive authorized by law. ‘

* Human Immunodeficiency Virus that causes ATDS. The New York State Public Health Law protects information which reasonably conld
identify someone as having HIV symptoms or infection and information regarding a person’s contacts.. VARG VFLLA
’ Notary Pubiic, Siate of New York

. No. O'f‘g’ 6058182
“\ , Qualified in Nassay County
M) ' Commission Expires Novembaria- 45




| _ _ OCA Official Form Noi: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

Patient Name Datz of Birth Social Security Number
Shara DeJesus ' | V1567 133-66-9924

Paiicnt Address " '

338 Boyle Road, Selden, NY 11784

I, ot miy aithorized represéntative, 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 Accouitabilify Act of 1996
(HIPAA), 1 uniderstand that; . .

1. This authorization may include disclosure of information relating to ALCOAQL 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 Item 9(a). In the event the health information described befow includes any of these types of information, and I
initial the ifné on the box in Ttéin 9(a), I specifically authorize release of such information to the person(s) indicated in [tem &,

2. I T am authorizing the release of HIV-related; alcohol or dmg treatment, or meptal healtti treatment information, the retipient is
prohibited frotn redisclosing such information without my authorization unless permitted to do so under federal or state law. [
understand that 1 have the right to request a list of people vho may receive or lisé iy HIV-related information without authorization. If

1 experience. discrimindtion because of the telease or disclosire of HIV-relafed information, T may contact the New: York State Division
of Humian Rights at (212) 480-2493 or the New York City’ Commission of Human Righis at (212) 306-7450. These agencies are .
respotisible fof protecting mmy rights.

3. I have the right to revoke this authorization 4t any time by writing to the health care provider fisted below. 1 understand that ] may
revoke this authorization except to the extent that action has' already been taken based on this authorization.

4. Y understand that signing this sutborization is voluntary. My treatment, payment, enrollment in 2 healih plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure.

5. Information disclosed nder this anthorization might be redisclosed by the recipient (except as noted above in Itemn 2), and this
redisclosure may nio jonger be protected by fedetal or state faw.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTE. INFORMATION OR MEDYCAL
'CARE WITH ANYONE QTHER THAN THE ATFORNEY OR GOVERNMENTAL AGENCY SPECIFIED INJTEM 9 (b).

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

* Stanley Ostrow MD, 285 Sills Rd., East Patchogue, NY 11772 , o

8. Name and address of person(s) of Category of person to whom this inforination will be sent:

McAloon & Friedman, P.C., 123 William Street, 25th Floor, New York, NY 10038
9(a). Specific informaticn to be released: ' )
[ Medical Record from (insert date) . to (insert date) '
(@ Entire Medical Record, including patient histories, office notes (¢xcept psychotherapy notes), test results, radiology studies, films,
referrals, consults, billing records, insurance records, and records seit to you by other health care providers. '

Q Other: - - Include: (Fudicate by Initialing)
___ Alcohol/Drug Treatment
o . , _ MEentsl Health Information
Authorization to Discass Health Information HIV-Relatedl Information
(by O By initialing here I authorize
Tnitials Nare of individual health care provider

to discuss my health information with my atlorney, or a govefnmental agericy, listed here:

) L (Attorney/Firm Name of Governmental Agency Name) : _

10. Reason for release of information: : 11, Date or event on which this athorization will expire:
0 At request of individual . '
Other: Litigation ; End of Litigation ‘

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

Robert ¥F.Danzi v Power of Attorney

10 my emiestions about fhis form bave been answered. In addition, | have been provided a

' Date: % ""' \;-—‘ \%\ |
Signature of patient or representative authorized by law. .

* Human Immunodeficiency Virus that eanses AIDS. The New York State Public Health Law protects information whtich reasonzbly conld

identify someotie as having HIV symptorns or infection and information regarding a person’s contacts. S
v aving HIV sympto garding a pe Notary Public, State of New York

Wo. 01VESDEE18S

: RN R Qualified in Nassau County .
™y YA UnL Eommission Expiresr{gsam(hhm&?%&.r_

Al ffcms on this forim Bave been cofnpie
copy of the form.




T R% OCA Official Form No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form kas been approved by the New York State Bepartment of Health]

Patient Name Drate of Blrth Social Secumy Number
| Shara DeJesus : ' N 1/15/67 133-66-9924

Patient Address '

338 Boyle Road Selden, NY 11784

I,-or my authorized: representative, request that health mformanen regardmg my care and trgatment be released as sét forth on this form

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accoumitability Act of 1996
(HIPAA), Iunderstand that;
1. This authorization may include disclosure of information relating to ALCOI-IOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotlierapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if 1 place my initials on
the appropriate line in Item 9(a). Yo the event the health information desciibed below includes any of these types of information, and 1
initial the line on the box in Ttem 9(a), I specifically authorize release of such information to the petson(s) indicated in Item 8.
2. If 1 am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment inforiation, the remplent is
prohibited from redisclosing such information without my authorization unless permitted to do s¢ under federal or statc law. I
understand that I have the right to request a list of people who may receive.or use my HIV-relatéd imformation without authorization. If
I ﬁxpertence discriminafion because of the release or-disclosure of HIV-related inforimation, I may contact the New York State Division
of Human Rights at (2‘12) 480-2493 or the New York Cify Corumission of Human Rights at (212) 306-7450. These agefcies are
responsible for protecung my righs.
3. 1 liave the right fo revoke this authorization at ary timie by wrifing to the health care provider fisted below. T understand that I may
revoke this authorization except to the extent that action has alteady been taken based on this anthorization.
4. 1 understand 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 authorization might be redlscloscd by the recipient (except as noted above in Item 2), and this
redisclosure may np longer bé protected by federal or state }aw
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. Namé and address of health provider o entity to reledse this information:
Donald Phillibert MD, 1901 1st Avenue, NY, NY. 10029
8. Name and address of person(s) or category of person to whom. ﬂ:us mformatlon w11l "be semt;
McAlvon & Friedman, P.C., 123 William Street, 25th Floor, New York, NY 10038

9(a). Specific mformation to be re:leased

[ Medical Record 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 io you by dther health care providers.

1 Other: - o . Include: (Fdicate by Initialing)
Aleohol/Drag Treataient
‘ ' — . Mental Health Information
Authorization to Discuss Health Information - ____ FV-Relsted Information
~ (b) 2 By initialing here I anthorize _
Initials Name of individuval health care provider _

to discuss my health informati_on with my attorney, or a governmenital agency, listed here:

{Attomey/Fitm Name or Govermpental Agency Name)

10. Reason for release of iﬁfo'nﬂation: 11. Date or event on which this authonzahon will expire:
0 At request of individual ‘
& Other; Litigation 7 End of Litigation _ i
12. Ifnot the patient, name of person signing form: 13. Authoriiy to sign on behalf of pahent |
Robert F. Danzi n Powér of Attorney ;

e compieted and my questions about this form have been answered. In addifion, I have been prowded a

] Date: % - \é "'\ B\
Signature of patient or

* Human Immunodeﬁcieuéy Virus that canses AXDS. The New York State Public Health Law protécts information which reasonably conld

identify someone as having HIV synptoms or infection and information régarding a person’s contacts. MARDI VELLA
Notery Public, State of New York

. No. C1VEGDSEi8R
\l ‘ Ciualified in Nassau County
: Commission Ex;q.i res‘Wﬁe___

All items on this form hay
copy of the for.




» OCA Official Forni No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New Yotk State Department of Health]

Patient Name | Date of Birth - Social Security Nuniber
Shara DeJesus ' 115067 133.66-9924
Patient Address — ' 7 A

338 Boyle Road, Selden, NY 11784

1, or thy authorized representative, request that hiealth information regatding my care and treatment be released ds setforth on this form:
1h accordance with New York State Law and the Privacy Rule of the Health Instrance Portability and Accountabilify Act of 1996
(HIPAA), Iunderstand that:
1. This awthorization may include disclosure of information relating to ALCOMOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAY: HIV* RELATED INFORMATION only if T place my initials on
the appropriate line 1 Ttem 9(z). 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 Item 8.
2. If T am authorizing the release of HIV-related, alcohol or drug freatment, 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
nderstanid that 1 have the right to request a list of people who may receive oi use my HiVirelated information without authorization. If
 experience discrimination becanse of the reléase or disclosure of HIV-relaied information, I may contact the New York State Division
of Hutman Rights at (212) 480-2493 or the New York City Commission of *uman Rights at (212) 306-7450. These aggncies are
responsible for protecting my rights. : '
3. I have the right to revoke: this authorization at ahy tumé by writing to the health care provider listed below. 1 understand that I may
rievoke this authorization except to the extent that action has already been taken based on this authorization.
4. 1 ynderstand that signing this suthorization is voluntary. My treatment, payment, enrollment in a heatth plan, or eligibility for
benefits will not be conditioned upon my aithorization 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 of state law.
€. 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. Namic and address of hiealih provider or entity to release this information; '
Stony Brook Univ. Hospital, 100 Nicolls Road, Stony Brook, NY 11794
8. Name and address of person(s) or category of person 1 whom this information will be sent:
MeAloon & Friedman, P.C., 123 William Street, 25th ¥loor, New York, NY 10038

9(a). Specific information to be released: ' '

{1 Medical Record from (insert date) to (imsert date) _

& Entire Medical Record, including patient histories, office notes (éxcept psychotherapy notes), test results, radiology studies, films,

referrals, consults, billing records, insurance records, and records sent to you by other health care providers.

0 Othet: . . . Include: (Indicate by Initialing)
' AlcohoV/Drug Treatment
_ Mental Health Information
Authorization to Discuss Health Information. - HIV-Related Information
(b) O By initialing here I amthorize . | '
Initials Name of individual health care provider

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

" (Attomey/Firm Name or Governmental Agency Name)
10. Reason for release of information: 11. Date or event on which this authorization will expire:
3 At request of individual
Other: Litigation ' ' End of Litigation 7 7
12..If not the patient, name of person signing form: 13.” Authority to sign on behalf of patient:
RobertF.Danzi _ fi /") | Power of Attorney
ok

' Date ’5 "\B»“ \E*

* Puman Immurodeficiency Virus that causes ATDS, The New York State Pablic Health Law proteets information which reasonably could
_ identify someone as having HEV symptoms or infection and information regarding 4 persox’s contacts.

All items on this form have P pleted and mwy qﬁ&cﬁons about this form have been answered. In addition, | have been provided 2
copy of the form.
Signature of patient or represéndative authorized by law. -

i VELLA '
MARCE VE e Yor

o . / Pubiic, State of N
\\M MOt o, 01VES0sS18S  \ \uof;
' D,}.&)« Dualified in Nassaul Sounty A \\&




\ N 7 - _ o - ocA Official Form No.: 960
| AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
~ [This forin has been approved by the New York State Department of Health)

Patient Name . ‘ Do of Birlh Social 'Secﬁr_ity Number

Shara DeJesus 1115067 133-66-9924
Patient Address ' ' - )
338 Boyle Road, Selden, NY 11784

1, or my authorized representative, request that health information regarding my tare and treatment be released ag set forth on this form:
In-accordance with New York Siate L.aw and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), 1understand tha: ' |
1. This authorization miay include disclosure of information relating to ALCOBOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION orly if I place my inittals on
the appropriate lin¢ in ftem 9(a). In the event the health information described below inchudes any of these types of information, and I
initial the ling on the. box in Item 9(a), I specifically authorize release of such information to the person(s) indicated in Iiem 8.
2. If I am authiorizing the release of HIV-related, alcohol or drug freatment, or mental health freatment information, the recipient is
prohibited from: redisclosing such information without my authorization unless permiited to do so under federdl or state law. T
understand that T have the right to Tequest.a Jist of people who may regeive or use iy HIV-related information without authoiization. If
I experi¢nce. discrimination because of the release or disclosure of HIV:eelated information, 1 may contict the New York State Division
of Human Rights at (212) 480-2493 or the New York City Comimnission of Human Rights at (212) 306-7450. These agencies are
responsible for protecting my rights. ] :
3. 1 have the right to revoke this anthorizition at any time by writing fo the health care provider listed below. I understand that T may
revoke this #nthorization except to the extent that action has alfeady been taken based on this authorization.
4. 1 understand that signing this authorization is voluntary. My treatment, paymient, enroliment in a health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure. i
5. Information disclosed under this authorization. might be redisclosed by the recipient (except 2s noted above in Item 2), and this
redisclosure may no longer be protected by federal or state law. '
6. THIS AUTHORIZATION POES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMAYION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).
7. Namg and address of healih provider or cnfity io reléase this information: ' B '

HIP Phariiscy, 640 Hawkins Ave., Ronkonkoma 11779 _ .
¢35 of person(s) or catégory of person to whom this information will be sent:

. Name and a

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

9(a). Specific information to be released:
U Medical Record 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 othepfrealth care providers.
O Other: _ . Inch (Indicate by Initialing)
g l 'l /4 Adcohol/Drug Treatment
/. Mental Dealth Information

Avithorization to Discuss Health Informztion HIV-Related Information
(b) O By initialing héere . [ authorize , _
Initials Name of individeal bealth care provider
to discuss my health informatior with my attomey, or 2 governmental agency, Hsted here:
{Attormey/Firm Name or Governmental Agency Name) . ‘ !
10. Reason for release of information: 11. Date or event on which this anthorization will expire: ;
1 At request of individual .
4 Othey: Litigation B End of Litigation :
12, Ifnot thie patient, name of person signing form: 13. Authority to sign on behalf of patient: |
Robert F. Danzi _ i

o Ve . Power of Aftorney _ ‘
" All items on this form liave beeh Forhpleted and my questions about This form have been answered. In addition, I have been provided a
copy of the form. ' } .
Signature of patient or repr&seﬂativc anthorized by law.

¢ Human Immunodeficiency Vires that causes AIDS, The New York State Pablic Health Law protects information which reasonably could
identify someone as having HIV symptoms or infection and information regarding a person’s contacts.

MARCHVELLA

. “ W Notary Public, State of New Yo
GADY No. 01VEG0BG188 | \‘&\&\f

Quafified in Nassau County }



2\ OCA Official Eorm No.; 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

Patient Natms Date of Birth Social Security Number
Shara DeJesus 1/15/67 13'_3-66-9924

Patient Address ' :
- 338 Boyle Road, Selden, NY 11784

I, or'miy aithorized representative, reguest thaf health information reparding my caie and 1reatmen‘t be released as sét forth on ﬂns form:

In agcordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), Tunderstand fhat: _

1. Thiz authorization may include disclosure of information relafing: to ALCOHOL and PRUG ABUSE, MENTAL !IEAL'I'H
TREATMENT, except psychotherapy notes, and CONFDENTIAL HIV* RELATED INFORMATION only if § place my initials on
the appropriate ling in Mem 9(a). In the event the health information described below includes any of these types of information, and 1
initial the line on the bux in Iiem 9(a), I specifically authorize release of such information to the person(s) indicated. in Itern 8.

2. H'Tam authorizing tite release of HIV-related, alcoho! or drug treatment, or mental health treatment information, the recipient is
prohibitéd from redisclosing such information without my authorization unless permitted to do so under federal or state law. I
understand thiat T have the right 10 request a list of people who may receive or use my HIV-related infermiation without authorization. If
I expetience discrishination because of the reledse or disclosure of HI'V-related infoimation, I may countact the New York State Division
of Human Rights- af (212) 480-2493 or the New York City Comuission of Human Riphts at (212) 306-7450. Thesc agencies ate
responsible for protecting my rights.

3. I have the right to revoke this authorization at amy time by writing to the health care provider hsted below. | uriderstand that I may
revoke this authorizafion except to the extent that action has already beén taken based on this authorization.

4, T upderstand 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 wnder this authorization might be redisclosed by the recipient (except as noted above int Jtem 2), and this
redisclosure may no longer be protected by federal or state Iaw.

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

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

Medical Group Pharmacy, 650 Haykins Ave., Ronkonkoma 11779
8. Naing and address of person(s) or catepdry of person. to whom this information will be sent
MecAloon & Friedman, P. C.,123 Wﬂllam St:reet, 25th Floor, New Yﬁ[‘k NY 10038

%a). Specific information to be released
0 Medical Regord from (insert date) __ to(insert date)
@ Entire Medical Record, including patieiit histories, office notes (except psychotherapy notes), test results, radiology studies, films,
referrals, consults, billing records, insurance records, and reoords sent to you by other health care providers.

O Other: _ _ . : Tncp [He: (indicate by Initialing)

' ' .' » Alcohiol/Drug Treatment.
- # " Mental Healih Information
Y/ - Hiv-Related Information

Authorizition te Discoss Health Information
(b) O By initialing here _ I authorize .
‘ Initials Name of individual heatth care provider
fo discuss my health information with my attorney, or a govemmental agency, listed here:

(AttomeylF irm Name or Goveamnr;mwl Apgency Name)

10. Reason for release of information: 11. Date or event on which this authorization will expire:
OAt request of individual ‘ .
@ Other; Litigation ' End of Litigation i
12. Ifnot the panent, name of person siguing form: 13, Authority fo sign on behalf of patient: - :
Robert F. Danzi A\ - | Power of Attorney

All itemns on this form higve bken completed and my questiofts about this form have beén answeored. In, addition, | have been provudad a
copy of the form.

| Date: _ % - Q—- \A
Signature of patient oﬁbe{resentaﬁve suthorized by law.

* Fuman Immunoedeficiency Virus that causes AIDS. The New Yoik State Public Health Law protects information which reasonably corld

identiy somesne as havizg HIV symptoms or iufection and information regarding 3 person’s contacts. - MARC! VELLA York
of New

| c, Sigie
A 3.35 3 \\M Notary zi"lb 51\;{60681 89
» — Qualified in Massau GO unty

f‘l—mmlCQan E)(Dire




N\ . - N ~ OCAOfficial Form No.: 96%
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[Thls form has been approved by the New York State Department of Heakth]

Patient Name : Daie of Birth Social Secunty Number
Shara DeJesus , _ - 1/15/67 | 133-66-9924
Patient Address - o B

338 Boyle Road, Selden, NY 11784

1, or my authorized. representahve request that health mfonnatlon regardmnr ihy-care and ireatment be released as set forih on this form

In agobrdanice with New York State Law and the Privacy. Rule of the Health Insimarice Portability and Accountability Act of 1996
(H]I’AA), I undérstand that:
1. This suthorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION oply 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
initfal the line on the box in Hiem S(a), I spemﬁca]ly authorize release of such information to the person(s) indicated in Hém 8.
2. ¥ 1 am authorizing the release of HIV-related, alcchol or drug treatment, or mental health treatment information, the recipiert is
prohibited from redisclosing such information without my authorization unfess permitted. to do so under federal or state law. 1
understand that I have the tight to request a Jist of people who may receive or-iise my HiVerelated informiation without authorization. If
I experience discrimination bécause of the: releasé ot disclosire of HIV-related information, I may conitact the New York State Division
of Huwnan nghts at (212) 480-2493 or the New York City Cotmmission of Himian R.tghis at (212) 506-7450. These agericies are
responsible for protéciing my rights.
3. I have the 1ight fo revoke this authorization at any titse by writing 10 the healthi care provider listed belov, T imderstand that 1 may
revoke this authorization except to the extent that action has already been taken based on this authorization.
4. T understand that signing this avthorization 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 authorization might be redisclosed by the recipient {exoept 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 SPECIF!ED IV ITEM 3 (b).
7. Name arid address of health provider of entity to release this information: :
_ Prescription Den Pharmacy, 239 Boyle Rd., Selden, NY 11784
8. Name and address of person(s) or cztegory of person 16 whom this mfonnahon wﬂl bg sent;

McAloon & Frigdman, P.C., 123 William Street, 25tk Floor, New York, NY 10038

9(a). Specific infommation to be released:
i1 Medical Record from (insert date) i to (insert date}
@ Entire Medical Record, including patient histeries, office notes {except psychotherapy notes), test results, radiology studies, films,
réferrals, consults, billing records, insurance records, and records sent to you by oth?health care providers.
/

O Other: . ‘ ‘ i _ Inclie: ({ndicate by Initialing)
' ) AlcohoVDrug Treatment

J ’/‘ Meiital Heatih Inforinaticn
]/ HIV-Related Information

Authorization to Discuss Health Information
(b) O By initialing here 1 anthorize , : . .
Initials Name of individuml health care provider
to discuss my health information with my attoraey, or a governmental agency, listed here:

(Attorney/Firm Name or Govemmenﬁl Agetcy Name)

10. Reason for release of information: 11. Date or event on which this authorization will expire:
L3 At request of individual .
@ Other: Litigation . End of Litigation |
12. Ifnot the patient, name of per 31gnmg form: "13. Authority to sign on behalf of patient: |
Robert F. Danzi Power of Attorney ¢

All items on this form have bT 07[613:{ apd my questlons “about this form have been answered. In addition, 1 have beati prov1ded a -

copy of the form.
Signature of patient or represedtative authorized by law. '

+ Human Immunodeficiency Virus that causes ATDS. The New York State Public Health Law protects information Whéwab]y coul d

identify someone as having HIV symptoms or infection and information regarding a' person’s contack. Pubhc 2 ata of ol York
| ‘ Notry NO. OT‘JEGOGE'E 83
\\{\0\)&) ; Quaiﬁzed in Nassau County
‘ ' Commission Expires

\,\Q-’—-«\d




OCA Official Farm No.: 960

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

Patient Name | Date of Birth ' Social Sacunty ‘Nursber
Shara DeJesus L 1/15/67 133-66-9924
Patient Address ‘ ' : - '

338 Boyle. Road Selden, NY 11784

I, ormy mﬂhonzed representanve, request that health information regardmg my care and treatment be, released as set fnrth on this form:

T avcordance with Mew York State Law and the anacy Rule of flie Health fnsurance Portability and Accountability Act of 1996
(HIPAA), Tunderstand that:

1. This authorization may include disclosure of mformation relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy tiotes, and CONFIDENTIAL HIV# RELATED INFORMATION only if I place my initials on
the appropriate fine in ftemn 9(a). In the event the liealth information described below inclides any of these types of information, and I
initial the line on the box in Item 9(a), I specifically authorize release of siich information to the person(s) mdlcated in Ttém 8.

2. IfY am authorizing the release of HIV-related, alcohol or dfug treatment, or mental health freatment information, the recipient is
prohibited from redlsciosmg such information without my authorization wrless permitted to do se under federal or state Jaw. I
understand thiat | heve the nght to réduist  list of people who may receive or ugé my ] HIV-related information without authorization. If
1 expérience discrimination because of the release of disclosire of HIV-related information, I may contact the New York State Division
of Humisn nghts af (212) 480-2493 or the New York City Commissiofi of Hurnan Rights at (212} 306-7450. These agencies are
msponmble for profeciirig ry rights.

3. I have the right to revoke this authorization at any time by writing to the health care provider Tisted below. 1 understand that T may
revoke this anthorization except to the extent thaf action has already been taken based on this authorization.

4. 1 understand that signing this authorization is voluntary. My treatment, payment, enroilment in a health. plan, or eligibility for
benefits wiil not be conditioned upon my anthorization of this disclosure. '

5. Information digclosed 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 law.

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

7. Name and address of health prov1der or entity to rélease this information:
Storiy Brook Univ: Hospital, 101 Nicells Road, Stony Brook, NY 11790

'8. Namé and address of pérson(s) or catégory of person fo whom this information will be sent
McAloon & Friedaian, P.C., 123 William Street, 25t11 Floor, New York, NY 1(3038

9(a) Specific information to ba released:
0 Medical Record from (insert date) to (msert date)
O Batire Medical Record, including. paﬁent histories, office notes (except psychotherapy notes), test resilts, radiology studies, films,
refetrals, conisitlts, billing records, insurance records, and records sent to you by other health care pmv1ders

@ Other: Employment records , Tnclude: (Indicate by Initialing)
‘ Aleghiol/Drag Treatment
- Mental Healih Information
Authorization to Disciss Health Information ’ i ] HIV-Related Information
(t) Q By initialing here 1 amthorize
nitials Name of individual health care provxder

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

(Astorney/Firm Namc or vaemmeutal Agency Name)

10. Reason for release of information: ‘ 11. Date or event on which this anthorization will explre
O At request of individual 5
@ Other: nganon End of Litigation . : ;
12, If not the patient, nage of person signing form 1 13, Ajuthority to sign on behalf of patient: k
Robert F. Danzi Power of Attorney

All items on this forrd Hevi been completed and my questlons about this form have been answered. In addmon I have been pmwded a
copy of the form,

] 1 _ L _ ] - Date: % “’\as“— \’Q—-
Signature of patient or representative authorized by law.
* Human Immunodeficiency Virus that canses ATDS. The New York State Public Health Law protects information which reasonably conkd

dentify somedne as having HIV symptoms or infection apd informatior regarding a person’s contacis. 32 55! VELLA K
State of New Yor

tic,
ARRTRN Y ) \IW Motary ;}iubE)WEGOcﬁ‘!BQ )
' Quelified in Nassau Counfy

rerumission Expires RUVE




o N _ o 7 OCA Official Form Noz 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO-HIPAA
[This forim has been approved by the New York State Department of Health]

Patient Name o Dafe of Birth Social Security. Number
Shara DeJesas | 1/15/67 133-66-9924

Patient Address ) ‘ ' '

338 Boylé Road, Sélden, NY 11784

I, or my awthorized represeritative, request that health information regarding my care and treatmient be released as set forth on this form:

In accordance with New York State Law #nd the Privacy Riile of the Heéalth Insurance Portability and Accountability Act of 1696

. (HIPAA), Iunderstaid that:

1. This autherization may include disclosuré of information rlating 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 includes- any of these types of inforation, and [
inifial the linc on the box in Item 9(a), I specifically axthorize release of such information to the person(s) indicated in Ttem 8.

2. If Y am authorizing the release of HIV-related, alcohol o drug treatment, or megtal health treatment information, the recipient is
prohibited from redisclosing such information without my authorization wrless permittéd to do so under federal or state law. 1
understand that I have the right 6 request a fist of people who may receive or use my RIV-related information without authorization. If
1 experiencs discrimination becansé of the release or disclosure of HIV-related information, T may contiict the New York State Division
of Humian Rights at (212) 480-2493 or the New Yotk City Cortimission of Human Rights at (212) 306-7450. These agencies are
responsible for protecting my rights. : ) '

3. T have the right fo revoke this authorizatio at any. time by wrifing 10 the h¢alth care provider fisted below. T understand that T may
revoke this authorization except to the extent that action has-already been taken based on this authorization.

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

5. Information discloséd under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this
redisélosure may ni¢ 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 INFTEM 9 (b).

7. Name and address of health provider of enitity to releasé this iformation:
Medicaid, 222 Church Street; NY, NY 10008

5 Tiame a0 3dress, of porson(s) or category of person fo whorh this fformiation will b seat,_
McAloon, & Friedman, P.C., 123 William Street, 25¢h Floor, New York, NY 10038

9(a). Specific information to bé released:
0O Medical Record from (insert date) ' . to (insert date) : :
1 Enfire Medical Record, including patient histories, office notes (except psychotherapy notes}, test results, radiology studies, films,
referrals, consults, billing records, insurance records, and records seit 1o you by other health care providers.

0 Other: BZA1670G _ Inchide: (fndicate by Initialing)
' _ . Alcohol/Drisg Treatient
Meatal Health Informaition
Authorization to Discuss Health Iaformation ) " HIV-Refated Information
(b) O By initialing here ..V anthiorize . _
Tnifials Name of individual hoalth care provider

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

_ (Aﬁomey/Fixm Name or Govanmenial Agency Name)

10. Reason for release of information: 11. Date or event on which this authorization will expire:
T} At request of individual e
Other: Litigation A _ | End of Litigation i
12. if not the patient, narine of person signing form: ' | 13. Anthority to sign on behalf of patient: o
RobertF. Danzi //\ _ L Power of Atforney _
All ftems on this form havd Ween cdmpleted and my questions about this form havé been answered. In addition, T have been provided a
copy of the form.

Signature of patieat or rppdsentative guthorized By law,
'  MARCEVELLA

* Human Immunodeficiency Virus that causes AIDS. The New York State Public Health Law protects infommﬁ%ﬁ\éﬁi géi%sﬁ?'w&(
o]

identify someone as having HIV symptoms or infection snd information regarding a person’s contaciiotary I’Ii‘ G1VEA0661 3090 iy
assalt OB

Qualified in N Noverer-to 86—
rission Expires

s\ o " AR



Y _ _ _ ~ OCA Official Form No.: 960.
7 AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

Patient Name Date of Birth Social Security Nember
Shara DeJesus _ : 1/15/67 , 133-66-9924

Pafient Address ' '

338 Boyle Road, Se]ﬂen, NY 11784

1, or my authorized representatrve request that health inforthation regardmg nzy care and treatprent be released as set forth on this furm

In accordance. with New York State Law and the Privacy Ritle of the Health Insurance Portability and Accountability Act 6 1996
(HIPAA), Tiunderstand that:
1. This anthorization may include disclosure of mformatlou 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 fine 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 Itein 9(a), I specifically authorize release of such information to the person(s) indicated in Item 8.
2. If'I am authorizing the relcase of HIV-related, alcohol or driig freatment, or mental health treatment information, the recipient is
piohibjted from rediseloging such information without my authorization uniess permitted to' do so tnder federal or state law. I
understand that T have the right to request a list of people Who miy receive or use my HIV-related inforfaation without authorization. If
1 experience diserimination because of thi 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- pmtectmg my rights.
3. I have the right to revoke this authorization at diy time by writing to the health care provider ligied below: I understand thet T may
revoke this anthorization except to the éxtent that action has already been taken based on this authorization.
4. T understand that signing this authorization is voluntary. My treatment, payment, enroliment in a health plan, or eligibility for
henefits will not be conditioned upon my authorization of this disclosure.
5. Tnformation disclosed vinder this authorization might be redisclosed by the recipient (except as noted above i Item 2), and this
redisclosure may no longer be protected by federal of state: law.
6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE GTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9. {b).
7. Name and address of health pravider or entity to releasé this information:
| HIP, 55 Water Street, NY, NY 10041-8190
8. Name and address of person(s) or category of person to whom this mformatlon wﬂl be sent
MeAloon & Friedoan, P.C., 123 William Street, 25tk Floor; New York, NY 10038

9%a). Specific information to be released:
[ Medical Record from (insert date} 1o (insert date)
[ Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studles films,
referrals, consults, billing records, insuratice records, and records sent to you by other health care providers.

@ Other: Insurance records ' Inclide: (Indicate by nitialing)
]D # 15601311 ) Alcohol/Drag Tréatment
) Mentil Héalth Information
Authorization to Discuss Bealth Information __HIV-Relgted Information
(b} O By initialing here , I authorize ,
Initials Name of individal health care provider

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

(AﬁomeYiF o Name or Governmental Agency Name) i

16. Reason for release of information: 11. Date or event on which this authorization will expire: |
Q At request of individual ' . :
@ Other: Litigation End of Litigation
12. If not the patient, name of person s;gmng form: - 13. Authority to sign on behalf of patient: r
Robert F. Danzi _ 7 Power of Atforpey

All items on this form have been complet; questlons “about this forrm have been answered. In addition, I have been provldcd a

copy of the form.

7 . , Date: oy %‘ - ‘ 3
Signature of patient or representaﬁi‘le efthorized by law.
* Human Immuvodeficiency Virus thyf cavses ATDS. The New York State Public Health Law protects information which reasonably could

identify someone as having HIV symptoms or infection and information regardmg a person"s contacis. WMARCIVELLA
Motary Public, State of Hew Yofk

No. 01VEEDES 82
Qualified in Nassau County
Commission EXP;?es :




 DURABLE POWER OF ATTORNEYTO
EXECUTE A WRITTEN REQUEST FOR PATIENT INFORMATION
(UNDER SECTION 18 OF THE NEW YORK STATE PUBLIC HEALTH LAW)

*+THIS DOCUMENT DOES NOT AUTHORIZE ANY ONE TO MAKE MEDICAL OR OTHER HEALTH
CARE DECISIONS*+* :

This is miendcd to constitute a DURABLE POWER OF ATTORMEY 1o exécute a written request for
patient information under Section: 18 of the New Yok State Public Health Law:

1, Shara DéJesus residing at 338 Boyle Road, Selden, New York 11784

do heieby appoint my attorney: Law Office of Robert F. Danzi
900 Merchants Coricourse, Suite 314
Westbuty, New York 11590

as my attorney-in-fact te execute: a writtén request for patient mformation under secuon 18 of the New York
State Public Health Law in my name, place and stead in any way which ] myselfcould do, if I were personally

present.

THES DURABLE POWER OF ATTORNEY SHALL NOT BE AFFECTED BY MY SUBSEQUENT
DISABILITY OF INCOMPETENCE.

: TO INDUCE ANY THIRD PARTY TO ACT HEREUNDER, I HEREBY AGREE THAT ANY THIRD
PARTY RECEIVING A DULY EXECUTED COPY OF FACSIMILE OF THIS INSTRUMENT MAY ACT
HEREUNDER, AND THAT REVOCATION OR TERMINATION HEREOF SHALE BE INEFFECTIVE AS
TO SUCH THIRD PARTY UNLESS AND UNTIL ACTUAL NOTICE OR KNOWLEDGE OF SUCH
REVOCATION OR TERMINATION SHALYL HAVE BEEN RECEIVED BY SUCGH THIRD PARTY, AND |
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 MAY ARISE AGANST SUCH THIRD PAKTY BY REASON
OF SUCH THIRD PARTY HAVING RELIED ON THE PROVISIONS OF THIS INSTRUMENT.

THIS DURABLE POWER OF ATTORNEY MAY BE REVOKED BY ME AT ANY TIME.

In Witness Whereof [ have hereunto SLgnefl my name ﬂmﬁy of m 2011.

- Dho bzaﬁ}wx@

JShara DeJesus !

State of New Yok  }

s - —

County ef Nassau - :
On the@‘\hday of \‘_& \ 200\, before me, the undersigned, a Notary Public in and fo: said

State, persofially appeared Shara Delesus personally known to me or proved to me on the basis of satisfactory
" evidence to be the individual whose name is subscribed to the within instrument and acknowledged to me that

he/she execated the same in his/her capacity, and that by his/her signature on the instrument, the individual, or

the person upon behalf of which the individual acted, executed the mstrument.
MARCIVELLA

w‘\ \)Qm Notary Pibsiic, State of New York
~ LR L No. 0iVESDFE18S

T TSR T : uu&:ﬁe‘d‘?n*:%&ss&'“&ﬂuﬁtr—“'——
Notary Public Commission Expires e oy m—




STATE OF NEW YORK )
¥ ss.:
COUNTY OF NASSAU )

Mary Braymann, being sworn, says:
1 am not a party to the action, am over 18 years of age and reside at Central [slip; New York.
On Mirch 13, 2012 1 served the within |

PLAINTIFF’S RESPONSE TO COMBINED DEMANDS

"by depositing a true copy theréof enclosed ina pgsf—pajd wrapper, in an official depository under the exclusive
care and custody of the U.S. Postal Service within New York State, addressed to each of the following persons
at the Iast known address set forth herein, as foflows:

FUMUSO, KELLY, DeVERNA, SNYDER, SWART & FARRELL, LLP
Attornieys for Defendant

JOHN T. MATHER MEMORIAL HOSPITAL

110 Marcus Blvd. = .

Hauppauge, NY 11788

(631) 232-0200

SILVERSON, PARERES & LOMBARDIL LLP

Attorneys for Defendants

QUEENS LONG ISLAND MEDICAL GROUP, P.C., MICHAEL ALAN LEE,MD,
and BHANUMATHY VINAYAGASUNDARAM, M.D.,

192 Lexington Avenue, 17th Floor

New York, NY 10016

(212) 557-1816

McALOON & FRIEDMAN, P.C.
Attorneys for Defendant
PLANNED PARENTHOOD HUDSON PECONIC, INC.
123 William Street, 25th Floor
~ New York, NY' 10038
- (212) 732-8700

KAUFMAN, BORGEEST & RYAN, LLP
Attorpeys for Defendant

THE MOUNT SINAI HOSPITAL

120 Broadway, 14th Floor

New York, New York 10271

(212) 980-9600
- WA=
| MR

B

MARCIVELLA =
MNotary Publie, State of New York
No. 01VE6066189
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