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\l)) Catholic Health AUTHORIZATION FOR DISCLOSURE OF HEALTH INFORMATION 

Health Information Departments (H.l.M): D Mount St. Mary's Hospita! #298-2235 Fax #298-2111 
D Buffalo Mercy Hospita! #828-2322 Fax #828-3412 D Sisters of Charity Hospita!, St. Joseph Campus #891-2796 Fax #891-2448 
D Kenmore Mercy Hospita! #447-6116 Fax #447-6269 0 Sisters of Charity Hospita!, Main St. Campus #862-1975 Fax #862-1879 

Please note: There is no charge for records being released to a doctor or hospita!. All other requests for medica! records may be 
charged a fee, please contact the site Health Information Department for further information. 

Patient Name: 

PatientAddress: --------------------------------------

Date ofBirth: Telephone #: ~~------------
This form authorizes the Catholic Health to dlsclose health information to the following recipient: 

To: Business/DepartmenUOffice ______________________________ _ 

Nameof Person __________________________________ _ 

Address/E-mail/Fax of Facility _____________________________ _ 

Disclose: OPaper Record OElectronic storage device USB (if electronic record is available) ORecords to be picked up 
OFax OEmail Secured OEmail Unsecured ODirect Electronic Access (only available to CHS approved individuals and entities) 
Authorization for direct electronic medica! record access will not restrict access or disclosure to the minimum necessary. 
Therefore information on HIV, drug and alcohol treatment, and mental health notes if present may be accessed and disclosed-

Provide date(s) of service-----------------------------------
0Entire Record 0Discharge Summary 
0Face Sheet 0History & Physical 
ODischarge lnstrûctions 00ther: 

Oüperative Report 
0Pathology Report 

0Physician's Notes 
OLaboratory 

OX-Ray 
0Clinical Letter 

Purpose forthe release of information: _____________________________ _ 

This authorization is valid for one year unless otherwise indicated ____________________ _ 

This authorization may be revoked by the undersigned individual at any time, by submitting a written notice of revocation to H.l.M. 
However, any revocation shall not apply to the extent that 1;1.1.M. has taken action in reliance on this authorization. 

The information disclosed pursuant to this authorization may be disclosed again by Recipient and if so, may no longer be protected by 
Provider's privacy practices or federal privacy regulations. 

By signing my name below, 1 hereby acknowledge that 1 have read and fully understand this form. 1 understand treatment, payment, 
enrollment in a health plan and eligibility for benefits may not be conditioned on my signing this authorization. 1 acknowledge that 1 am 
signing this authorization voluntarily. 

Onl ONE of the followin sections must be com leted. 

This section is to be completed if authorization is being given by the lndividual: 

Si nature of lndividual Date Si ned 

This section is to be completed if authorization is given by a Personal Representative: 

Name of Personal Representative: Signature of Personal Representative 

Date Signed Description of Authority to act as personal Representative of the 
lndividual e. ., Guardian, Attome , Health Care A ent 

Initia! here for Authorization for Release of Health Information (including AlcoholfDrug Treatment & Mental Health 
Information) and Confidential HIV/AIDS Related Information and complete page 2. 

In the event that these medica! records include documentation of alcohol and/or drug abuse, the following statement applies: This 
information has been disclosed to you from records whose confidentiality is protected by Federal Law. Federal Regulations (45 CRF 
Part 2) prohibit you from making any further disclosure of it without the specific written consent of the person to whom it pertains, or as 
otherwise permitted by such regulations. 
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NEW 'VORK STA ïE D:EP.•\RTMENT Of HS\UH 

Authorization for Refoase of Health Information !Induding Alcohol/Drug Treatment 
and Men tal Health Information] and Confidential HN /AIDS·related Information 

?atient Name 1 Da'.P. ei B~rth 1 ?:!ti:nt lden~fä.acinn Numhr 

i'il tient Address 

E. or my a1Ithllrizeä represen!ai:ii.•e, requi:sl !ha;, healtit inforrna~ior. rngading my c:u2 and trea1men; be releaseth:. !:ei forth on ~hisform. [ unlierstand that: 

L Thi~.auL'i<lriiation m.;iy incfo 1fa disdosure of informati1Jn re!a.ting t-:; A!.COHOL and DRUG IBEATMEr-Ji, MENTAl HEl\.LTII T'~El\üMH.JT, an<l CONHDENll.i!il 
il-111.'l-.\l.OS-iREJ.ATEO Jt.Jfl)RMAî!Ot·J an!y if I Jllai:= my inif,,;i{s on the approprîa1e line in iiem 8, In thi; e11ent the haal1h inform;;,tion de:mi~.:d belc<~tinduc!.;!s any 
of thes.: f.yp:s oi information, 3 nd T initia! th: line on the h'(ll( in Hem 3, i spediical!y aa1honze refease of sudi information ~o the i;:r;.a.nfs·J ind~caie-d in i(P. m 6. 

l.. Wrtb s;;m: exc:p;Ïans. heal:;h information on~e àisdased may be re-disdos:ad by 1he recipiem. !H.am authcrizinsrlhe rele:!e oi Hiil.'/1'.JOS-rel:ted,a!c.;>hol or 
drug ~reatrn~m"or. rn1mtal b eahh lri!strn~nt information, the Rópient is prohtfi.it:d irom r.:;-di~doûng ·su<li infm·rnstion or using thi! di~os:d information for arry 
oihe r purpose ·,·,ithout my auihorirefon un ~ss pe rmite·~ 11.l do so unri.:;r. rede ral c.r sta1e lë,-,.,-. if [ EX perienre d~scriminati•Jn beaiuse of the r.: leas-: or disdosuri; d 
1-INJA CDS-rel.at;;d in forma.ion. l rnay coJTlact the UEm '\'-:irk State or,•is:::in d !-! u man Right:. a1 l-SE.f··13:?-3-!ïL4. î'nis 3g:ncy is respon.ribl;i for prote•:ting my rightt. 

:11 n3\'e :.he ~~h110 revoke this au;homaiïon atany time &y writing l·:YIÎle prm•ider list2d below in f1em 5. [ unde.rst3n-:J lhai ~ may r~à;i inis suth·mîzatian exceµ-t 
~o the ;;:.;tent th;;t actian ftas ;;,lr;iatfy been 1ak.:n based on ;häs atrthilrization. 

/i.. Si[fning ~his auïhonzaiion is \•dunt.ary. l ander=;,snd ihat ganeralty my :realm;im, pa-~rnent. o. n rol!raen tin a healih ~ hm. or eligil:itiiy fur hen efrts wil! not l;;i 
•:ornfäoona[ upon r.ry auihorimil:>;; of ;hisdisd•Jsur~ HrNm•er, ! do unt!erstand lh3tl rr.ay G>! denied treatment in some·circumnanres ~Ido not sign ihl;;consenl 

5. Nami! and.oi.ddress of Prcr.·îci'er o-r En1.1-1y ~o f«el;iase !bis [nfu,rmation: 

6. Nama ami..i.ddr=..ss of Pers-Jn!sl t.;; Whorn #.n~s.[nforrnation WiU ee D~•dosed: 

7. Purpose fa~ Releasi! ofinforraati•Jn: 

8, Unless (!fl.?.•iously "'"oked by me. <he specific foforrnatfon bekr»t may be disduseèi frnm: unti[ 
lhSE.FJSi},'i.T !l.':E l~:illfi E<.flil.\liCJ O'J.r:: (:.;;S'HNF 

0 All h ealth informa~-:m lwrihen and ora[(. ~.:ept: 

i=or lh\7! folf!1.Y1ng to IM! includ'!d, indiGlt'l.! the sp~cifü - . ··--

information to ba llisdosed and initial bel(Ml. Jnform.atfen •o be Oisdose-d · ". initia Is 

D F.e{".llCds frr.::m akolia.l/drng traatmenl p.r;i.grams 

D Clinical ri!cords from men1al hi!a!lh i:r·=-~rams'" 

D HlWA!OS-r::la:e'll Informa~ion 

9. [f n::;t !hl? i:-arien,, name of ll'l!r.;on sfqning form: lQ Authorit~ bsign on bahalf o'f palie.nl:: 

All itl?ms on this.forrn hav:~ bei:·n cornpleted, Jîl'/ qu::stions about this form hav~ b~en an:!l.vernd and 1 have been pr.ovidt?d a copy of the form. 

Witne-s.s State nHrtti'S;gnature: r lm·<? w:tn-;?ssed 1h.;! e>:ecuti-0n of thi:; authoriia:icn and sta;;; 1ha1 a <:.•Jpy -:;~;he !.Îgnd au:hor.zai'.,:m ···tas provid~rl t!:- the pa-tent 
an·:i/·::r th-: pati'='nfs auth:rized iEpr~$>?nta::6i1l!. 

Thi< b;.:;<::-'f i,,,u"d in p".>re ai OOH-ïS!i."' •nd Î"il~ !>!en ~pp.'l>lf"d b'f L~e h'.?"$ Cï:ii:> nh\!cntol Hc:i:i'.i on~ RYS {;'5"' ·:i Ak:i:-.cfüm ~nd.S~~:tan<ef,~J"S< :;orvice< l<> p!>.mlÎ; re~>e:ifc""'.th i::=:::mutii::n. 
8'!.1~e, t:.~ br.::. :k~ oo~ re:quif'! h~Hh t!te-Fn..-vir.cr~ ta ~l!iis.e: hd.:!', ir.fc~:Îrh"l.ltlrah:i"rdr,-=1 tre:c~r.l"P-~ L*rm.:tircn >Gr(.c:::=êenticl~l\t..f)!~ i:f.:t..-mricn rd~!.l:-~ fr,::,u,;!-.i rhfo.b:m ::uut b!:: 
!i:rnm?anit::! b~ rhe !!:"~::.in-d' ~a:e-=.l!'nts re3-!r:f-'"~ pmhîbif.:t~. af re-~'"!!"ó:Cm~-

• !i-:tc: l-i\:;<:riltÏ•:n·fi.;m .::cnb! hdli:ic!ir.i<.>'J re<:D0:S m:'! ër- :c:_.'3:.>!\f pm>UOtJ! Il> lff<> ~ll:ho;i:;itian \<>1he par:cs Î:l::r.tif'!d Î"r-rcin Who ra/C ~·:km=r.iblo n«<d ;.,,.~heinf:>tm:ci:•!I. pro.rid:O: !hul tho 
:b:ü:~~willmt. nu:on:i~·y te ecse:-..?G to ëc ë"tcirncnt~I to the-?rie:: cro.nolh~~i!rso'."l. 

OOP.-503214111) 
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