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Authorization for Disclosure of Health Information for NYC Health + Hospitals Care Management 
 
I. Information about the Use or Disclosure 
I hereby authorize the use or disclosure of my individually identifiable health information, as described below, to NYC 
Health + Hospitals’ affiliated entities, subsidiaries, or other third-parties for the purpose of care coordination for WTC-
certified conditions. This may include third-parties not affiliated with NYC Health + Hospitals. I understand that this 
authorization is voluntary and that I may refuse to sign this authorization, and that I may revoke it at any time by submitting 
my revocation in writing to the entity providing the information. By signing below, I acknowledge that I have read and 
understand this form. 
 
Patient Name: Date of Birth: 
 
911S Unique ID for Subscriber: 

 
Description of the information that may be used or disclosed: 
* Complete Health Records / Discharge Summary 
* History & Physical Examination / Progress Notes 
* Consultation Reports / Laboratory Tests/Pathology Reports 
* X-ray Reports / Photographs, videotapes, digital or other images 
* Other, Please specify: Treatment plans 
 
I understand that this release can include information relating to: 
* Acquired immunodeficiency syndrome (AIDS) 
* Human immunodeficiency virus (HIV) infection 
* Behavioral health service/psychiatric care 
* Treatment for alcohol and/or drug abuse 
* Genetic testing information  
 
 
II. Important Information about Your Rights 
*I have read and understood the following statements about my rights: 
*I may revoke this authorization at any time prior to its expiration date by notifying the providing organization in 
writing, but the revocation will not have any effect on any actions that the entity took before it received the 
revocation. 

*I may see and copy the information described on this form if I ask for it. 
*The information that is used or disclosed pursuant to this authorization may be re-disclosed by the receiving 
entity. I understand, however, that if I am authorizing the use or disclosure of HIV/AIDS-related information, the 
recipient(s) is prohibited from using or re-disclosing any HIV/AIDS-related information without my authorization, unless 
permitted to do so under federal or state law. I also understand that I have a right to request a list of people who may 
receive or use my HIV/AIDS-related information without authorization. If I experience discrimination because of the use 
or disclosure of HIV/AIDS-related information, I may contact the New York State Division of Human Rights at 
212.480.2493 or the New York City Commission of Human Rights at 212.306.7450. These agencies are responsible for 
protecting my rights.  

 
This authorization shall remain in effect until revoked in writing by patient or patient’s personal representative, or the 
expiration event has occurred.  
 
This authorization will expire on ________________________________ (Date/Event) 
 

 
III. Signature of Patient or Patient's Representative  

Patient Printed Name:  Date:   
 

Patient Signature:   
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Legal Guardian Printed Name & Relationship:   
 

Legal Guardian Signature & Date:   



chengci
Highlight







chengci
Highlight


	Consent forms
	WTC 911 Disclosure - NEW
	Acknowledgement of Patient's Bill of Rights
	Authorization to Use, Receive and Disclose Health Info

