OCA Official Form Ne.; 961
AUTHORIZATION FOR RELEASE OF HEALTH INF ORMATION PURSUANT TO HIPAA

{This form has been upproved by the New York State Department of Health)
" Pitient Name ) Date of Birth Social Security Number

-~

g

Palient Address 1 '

Ior my authorized reprosentative, request thar hezlth information regarding my care and treatment be released as set forth on this form-
In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1995

3. I have the right to revoke this suthorization & any time by writing to the health Care provider listed below, I understand thet T mu,
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 trestment, payment, enrellment in a heaith plan, or eligibility fo
veacfits will not be conditionsd upon my authorization of this di

5. Informatien disclosed under this authorization might be redis
redisclosure may no longer be pratected by federal or state law,
6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAJ

CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGHN . SPECIFIED IN ITEM ¢ (b),
7. Narne and address of health provider or entity fo release tiis information; T

8. Name and acdress of person(s) or category of person to whom this information will be sent:
Dr. Jane M. Fitzgerald 3170 East Tremont Avenue Bronx, New York 10461
9a). Specific information to be relcased:
" O Medical Record from (insert cate) .0 (incert date)

closed by the recipient (except as noted above in Item 2), and this

O Other: ___ Include: (fndicare by Mmitialing)
Alcohol/Drug Treatment
—— Meatal Health Information
H1V-Related Information

Authorization to Discuss Health Information
(b) D By initialing here : 1 sutharize

) Initials Name of individual heaith care provider
. to discuss my health information with my aitorney, or a govemnmenta) agency, listad here:

(AWmeGmmmhhme) o

10. Reason for release of information: 11. Date or event on which this 2uthorization will expire:
- O At request of individual
0 Other: _ i ' :
12. [fnot the paticnt, name of person signing form: 13. Autharity to sign on bebalf of patieat:

Al‘l:iwm.s on this form have been completed and my questions nbout this form have been answered. In addition, T have been provided a
copy of the form. '

Date:

Signature of patient or representative authorized by law,

wnan ! Health Law protects information which reasonably coukl
* H Immunodeficiency Virus that causes ATDS. The New York State Public
identify someoae as having HIV symptoms or infectlon and information regarding o peno?'s contacts,



