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(&}) CathOHC Hea]th AUTHORIZATION FOR DISCLOSURE OF HEALTH INFORMATION

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

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

Patient Name:

Patient Address:

Date of Birth: Telephone #:( )
This form authorizes the Catholic Health to disclose health information to the foliowing recipient:

To: Business/Department/Office

Name of Person

Address/E-mail/Fax of Facility

Disclose: [JPaper Record [[]Electronic storage device USB (if electronic record is available) [JRecords to be picked up

[OFax [JEmail Secured [JEmail Unsecured []Direct Electronic Access (only available to CHS approved individuals and entities)
Authorization for direct electronic medical 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

[TEntire Record  [JDischarge Summary [(1Operative Report [JPhysician’s Notes [[IX-Ray
[JFace Sheet [[JHistory & Physical [_IPatholegy Report [Laboratory [IClinical Letter
[TDischarge Instructions [Jother:

Purpose for the 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 H.I.M. has taken action in reliance on this authorization.

The information disclosed pursuant to this authorization may be disclosed again by Recipient and if $0, may no longer be protected by
Provider’s privacy practices or federal privacy regulations.

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

Only ONE of the following sections must be completed.

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

Signature of Individual : Date Signed

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
Individual (e.g., Guardian, Attorey, Health Care Agent )

Initial here for Authorization for Release of Health Information (including Alcohol/Drug Treatment & Mental Health
Information) and Confidential HIV/IAIDS Related Information and complete page 2.

In the event that these medical 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 (456 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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Authorization for Release of Health Information {Including Alcohol/Drug Treatment
NEWYORK STATE DESARTMENT OF HEAITH and Mental Health Information) and Confidential HIV/AIDS-related Information

Patient Name Dasz of Birth Fatzemt ldensificasion Numbar

Fatient Address

L or my autharized represantative, raguest thas health information regarding my care and Yresimeni be released as 21 forth on thisform. [unéerstand that:

{. Thiz autherization may includa disclosure of infermatizn relsfing ta ALCOHOL and BRUG TREATMEMT, MENTAL HEALTH TREATMENT, and CONFIDENTIAL
HINAIDS-RELATED INFORMATION anly #1 place my inials on the apgropriate line in 1iem 8. In the avent the haalth information describad belewsincludss any
of thess fypaz ofinformztion, 2nd T initial the line on the kax in Hem 48, § specifically authorize release of such infeemetion 20 the parsanls] indicated in e m &

2. With soma escepriens, haalh information onte disclosed may he re~-disclosad by the redpians. i 1am autherizingtha eelez sa ni HV/AIDS-relsted, aleahel or
drug ireatmant, or mental healih resiment infarmstion, the rwcipient is prohilited from rs-disclosing sazh mfzemstion or using the disdosad information for any
asher purpese without my autherizzidsn unlsss permited i do so unfar federal or state law. ¥ L experiente discrimination becausa of tha raleasa ar disdozure 5i
HIWAIDS-relatad information.  may corlact tha Hew Yark Stals Divistan o Human Rights at 1-588.332.2554, This sgancy is respenzibla for pratacting my rights.

1.1 hava the right 10 revoke this aushorization 2tany tma by wniting tathe oravider listed helow in Flem 5. [ understand tha: I may reecks his suthorization axcest
10 the extent that action has slrzady been 1akan based on this authacization,

4. Signing ihis autherzation isveluntary. {understand that penerally my reatment, payment, enrolfment in a heatth plan, or eligibilisy for benefts wrilt not ba

conéitanal upnn my avthorizatios of thiz disclosure. However, L do urderstand that 1may be denied treatment in some drcurnsiantes i 1 da not sign shis eoasent.

5. Nama ang Addrass of Pravidar ar Ensily 1o Relaase this Infermation:

6. Marns ang Addrass of Persanls) iz Whom this Infs rmation Will Ba Disdosed:

7. Burpose for Relezasa of Infarmation:

8. Usless prediousty ravokes by me, the speaific infarmation beloey may he disclased from: untif
SO SN OOk TRy EXETWAL Y OO TS LoV 6l

3 Al health informagion fweritien and orall, 2xcept

For thz foliving to ba includad, indicate the speaific | - S S . S
information to be disclosad and initial below, : - Informatizn 3o be Disclosed : . - R Toitials

1) Records e aleohelideng reatment pragrams

[ Chinical racords from mantal haalth programs*

O HpdyniDs-ralazed Information

9. If nat the patiang, name of parson signing form: 14 suthority basign on behalf of patient:

All items on this form have bezn completed, my questions about this form have hean answersd and I havs been provided a copy of theform,

SEMAIUAE GF RULENT D3 RIPEESERDANTT AUTHERTER QY LXK &

Witness Statemany Signature: [ havewitnassed the execution of this authonz;

zicn and staiz thas a cogy o3 she signed authorizasian was prowidad te the patent
ard for tha patient’s sutharized reprasentasive.

DT FERSDN S NANSAND 3\".&. SIGRATURE

2 Zervites 1o pamt; reeaseal Banith ormetinn,
relrad indormatien arassScentiad HL pleoed n2nrmeden redsased thoug S thizdoom swust be

e of I‘ﬂR SXLe -nd Fazbeen ;.ppwe:i by tha h‘-‘s G:r.:& ol Rental Healsh and N\’S TSyt Al'w:h.m andStitanceh
Foser, L-u I:xr-' doas 203 requine hisalth care providors fo misse Baal5i tina. Alcubinifilng ¢
scompanied by the cop-dred staementsvezerss: pohibifion of re-dPzicurs,

*Nete: bformation from =entat et oiniest yecoeds iy Be ceeaend porsuant 1o G anhorizaiinn tothe pardes iS2atifnd Farein wha Zave a-demassirobls nred %ortheinlanacion, provided thatthe
Fadecurewill oo rrasoaaty te egecizd inde colrimantal o the safizos cranoliizrserson

DOH-5832 [$501
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