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AUTHORIZATION FOR RELEASE OF 

HEALTH INFORMATION PURSUANT TO 
HIPAA 

PATIENT NAME (PRINT) 

PATIENT AOORESS AND TELEPHONE NUMBER 

I DATE OF BIRTH 

I, or my authorized representative, requesl that hea.Uh Information regarding my care and treatment be accessed, used and/or disclosed as set forth on this 
form: 
In accort1ance with New Yori< State Law and lhe Privacy Rule ot the Heallh Insurance Portability and Accoi.ntability Act of 1996 (HIPAA), I understand that 
1. This authorization may include disclosure o/ information relating lo ALCOHOL and DRUG ABUSE, MENTAL HEALTH TREATMENT, except psycho!herapy 
notes, and CONFIDENTIAL HIV•·RELATED INFORMATION only If J place my Initials on the appropriate Une in Item 8(a). Jn the event the health informalion 
deSCl'lbed below Includes any of these types of information, and I lnffial the line on the box Jn Item 8(a}, I specifically authorize release ol such lnformalloo to 
the person(s) Indicated In Item 7. 
2. If t am authorizing the release of HIV·related, aleoiiol, drug treatment, or mental health related treatment inlormation, lhe recipient is prohlbHed Imm 
redisclosing such information without my authorlzatioo unless permitted to do so under federal or state law. I understand that I have the right to request a list 
of people who may receive or use rrrt HIV-related fnlormallai without auhorliation. rt I experience discrimination because ol the release or dsclosure ol HIV· 
ralated Information, I may contaC1 the New York State Division ol Human Rights at (212} 480·2493 or the New M Cily Commission ol Human Aqlts at (212) 
306-7450. These agencies are responsible tor protecting my rights. 
3. I have the right to revoke this authorization al any time by writing to the heatth care provider listed below. I understand that I may revoke this authorization 
except to the extent that action has already been taken based on this authorization. 
4. I understand that signing this authorizauon Is voluntary. My treatment, payment, enrollment In a heal!h plan. or eligibility lor benefits wl!J not be conditioned 
upon my authorization ol this dfsctosure. 
5. Information disclosed under this authorization might be redlsclosed by the recipient (except as noted above in Item 2), and this redisclosure may no longer 
be protected by lederal or state law. 

6. Name and address ol health care provider or entity to release this information: 

7. Name, address, telephone and fax numbers of person(s) or category of person to whom this Information will be sent: 

B (a). Specific lnformalion to be released: Format of Information to be released: 

0 Medical Record Abstract 0 Paper Copy 0 Electronic Copy (CD or Flash Drive} 

0 Medical Record from (insert date) to (insert date} 

0 Entire Medical Record, including patient histories, office notes 
(except psychotherapy notes), test results, radiology studies, films, Include: (lndlcal.e by lnlUaJlng) 
relerrals and consults. AlcohollDrug Treatment 

0 Other: Mental Health Related Information 
HIV-Related Information 

Authorization to Discuss Health Information 
(b). 0 By Initiating here I authorize 

tnitlels Name of Individual health ca111 provider 

to discuss my health Information with the indivldual listed: 
lndivfdual Name 

9. Reason for release of information: 10. Date or event on which this authorization wiU expire: 
0 At request of Individual 0 Other: 

1t Printed name and signature of person signing form: 12. Authority lo sign on behalf of patient or relationship lo patient: 

All llems on lhls form have been completed and my queslions about this form have been answered. In addlllon, I have been provided a cop; of the form. 

------------------~-----------~ Da~/~me: ____ ~~---~~ 
Signature of Patient or representative authorized by law 

Telephonic Interpreter's ID fl 

OR 

Signature: Interpreter Print: Interpreter's Name and Relationship to Patient 

•Human tmmunodallclancy Virus that cauHa AIDS. The New York Slate Public Health Law protacla lnlonnatlon whk:h , .. ,onably could Identify aom-.ine H 

having HIV aymplama or Infection and lnfonnauon regarding a per.on'• contacta. 

Internal Use Only • Student Immunization Authorization 

Consent provided by: ___________________ Retatlonshlp to patient: __________ _ 

Name of HIM Sta If Member who obtained verbal consent: _______________ Date Processed: _____ _ 
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