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 Sccial Security Number

Patient Address 2 . e

4,71 undqsumd that s:gnmg this authocizaxiog B. voluntary. My treatrnent, paymeat, earollment in a health plan, or eligibility foo

3. Information disclosed under this auwthorization might be re
redisclosure may no longer be protected by federal or state kew,
THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAI.

6.
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM ¢ (b).
7. Name and address of health provider or eatity 0 release this infornmation; .

4. Name and address of person(s) or category of person 10 whom this infonmetion will be sent;
Dr. Jane M. Fitzgerald 3170 East Tremont Avenuc Bronx, New York 10461

$(z). Specific information to be releasag: —

disclosed by the recipient (except as noted above in [tem 2), ond this

O Medical Record from (insert date) B 1o (insert date)
Q Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology swudies, filne.
referrals, consults, billing records, insurance » &nd records sent to you by other health care providers,
Q Other: Include: ([ndicate by Inifiling)
Alcobol/Drug Treatment
. . Mental Health Information
Authorization to Discuss Health Information HIV-Related lnformation

(b) Q Dy initialing here I authorize -
g Initials Name of indiviceal health caro provider
. to discuss my health information with my Slomey, or 2 govermnmental agency, listed here;

{AltomnewFian Neme or Govemnmeatal Agency Name) -~ N

10. Reason for reicase of informatiob: 11. Date or event on which this authorization will expire:
O At request of individual
Q Other: : d . :

1Z._Tfnot the paticat, name of person signing form: I3. Autbority to sign oa behalf of patient:

Mlicm an this form have been completed and my questions sbout this form have besn answered, In addition, I have keen provided &
copy of the form.

Date;

Signature of patient oc representative authorized by law.

i ! ' i ion whkich reasonably couid
g defi 'VlnnthlmssAms.TthewakSmchblxnuhhhwprmhhmmonw
g gﬁms ::v':}g lileymptomm:lnfecﬂothfwmdonmnpml.l’s contacts,



