PN (OHTeiad Form Noo 90
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO JIPAA

{This forny has been approved by the New YVork State Department of Health]
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Patient Name Date of Biith Social Security Number

Patient Address

Loor my awtherized representutive. request that health information regasding my care and treatment be released as sot forth on (s fons
In accordanye with New York State Law and the Privacy Rule of the Healih Insuranee Portability and Accountability Act of 1996
(FHPAAYL T understand that

L This ahorization may inclnde disciosute ol inlormation relating 10 ALCOHOL and DRUG ABUSL. MENTAL HEALTY
TREATMENT. except paychaotherapy notes, and CONFIDENTIAL HIVF RELATED INFORMATION only if 1 place my initials on
the appropriate line & flern Ye). {n the event e health infornsation deseribed beiow includes any of these types of information, and |
ingtial the Hine on the boxin lem 94a), §specitically authorize release of such information to t person(s) indicawd in lem 8.

200 L am aathorizing the release of TV -related, aleohal o drug treasment, or mentsl health treatiment information, e recipseni 1
prohibited from redisclosing such information without my authorization anless permitted 10 do so under federsl or siate law, |
understid that § have the right o request o st of peaple who iy receive or use my JIEV-related intormation withoul swthorizdion, 1§
T experience discrinunation because of the release or disclosure of [HV -related information. 1 may comavt the New Yotk State Disision
of Human Rights at (2120 430-2493 ar the Now Yorh Oty Commuission of fluman Rigles at (2123 300.7450. These agencies are
responsible for profecting my rights.

A have e right to revoke this mahorization at any time by writing to the health care provider listed below, U understund that T may
v oae this authorizatton except to the extent that actien has siready been tuken hused on this aathorization

4.1 undeestand that signing this authorization is veluntury. My treatment, payiment, ensollment in o bealth plan, or cligibility £
benetits will ot be conditioned upon my anthorization of this disclosure.

5. Information disclosed under this awhorization might be redisclosed by the revipient (except as noted above in ltem 2). and his
rediselmiiry sy no losger be protected by federal o state Lo,

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDIC AL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR COVERNMENTAL AGENCY SPECTFIED IN ITEM Y (h).
7. Name and address of health provider or enlity ta refease this mformation:

8. Name and address of personts} or category of persen fo whom tis information will be seni.

Ya). Specific miormation to be relessed:
o Medical Record (rom ¢insert date) » . e
W Botire Medieal Record, meludaig patient historivs, office nates (except psychothierapy siote<), test results, radiolegy studies, tifm-,
referrals, consuits, billing recerds, insurance records, and records sent 1o you by other health care providers.

! ter (insert dote)

ke o L o inclode: (hredicase by Ininatiigs
_ Alcobol/Brug Trentment
o Mental Health Information

Authurization to Discass Health tnformmtion e - HiV-Related Information

(b W By fnitiading here Linthorize R

i totlaals Name of imdiv idual health care prosider
; to discuss my healtl miormadion wish oy aitornes . or o zosermmental ageney . listed here

| el e g~
1. Reason for release of information: P11 Date or vvent on which this suthotizution will eNpITLr i
AL request of individual
L Other:

12, [ nat the patieat, nsme of person signing (o P Authority 1o sign on behall of paticar;

(Ao e A Nane or

N

Alliems an this form have been vompleted and sy questions about this form have been answered. Tn addition, | have heen provised o
copy of the furme.

t rate,

Sigauture of patient or representative authonzed by Loy,

* Mhuman Immunedefivieney Yirus thal cawses AHIS, Phe New York State Public Health Law peotecls information which remsonabiy could

identify someone as having HIV symptons or infection and information regarding o person’s contzgers,



