Facility:

Chart No.

GENERAL CONSENT Name
FOR TREATMENT Unt

{Palient Imprint Card)

Eimhurst Hospital Center e

W YO BN LT
MEALTH &ND
HAEPITALY
CORroRATION

For patients seeking in-patient, out-patient and/or emergency room services.

1. I am asking for medical care and treatment at this facility and agree 1o accept services which may diagnose a medical candition,
progedures to treat my condition and routine dental and medical care, including vaccination. | undersiand that these sarvices will
be provided to me by physicians, dentists, nurse practiloners, midwives, physician assislants and other health care providers,
soma of whom may be in raining. 1 have not been given any guarantees a5 to the results of the services | will receive.

2 | understand that my agreemant to accept these services will remain in effect uniess | say that | no longer want these services or

until my treatment is complated,

3 | understand that my agreement to accept these services is called a General Consent and that it includes any routine
procedure(s) or treaiment({s) such as blood drawing, physical examination, administration of medication(s), taking X-rays, use of

loeat anesthesia and other non-invasive procedures.

Pl and am
éﬁﬁ‘ﬁfﬁ%‘ of Patient or Parent/Legal Guardian of Miner Patient Date Time pm
A S 2 A P e e =

If the patient cannot censent for him/herself, the signature of either the health care agent or Jlegal guardian who is asting on behalf of

the patient, or the patient's surrogate whao is consenting to the treatment for the patient, must be obtained,

and am
Signature of Health Care Agent/Legal Guardian Date Time pm
{Place a copy of the authorizing document in the medica! record)

and am
Signature and Relation of Surrogate Date Time pm

WITNESS:

healih care provider and | have witnessed the patient or other appropriate person voluntarily sign this form

{ am a staff member who is not the patlent's physician or authorized

and am
Signature and Title of Witness Date Time pm
INTERPRETERITRANSLATDR: {To be signed by the interpreter/translator if the patient required such assistance)
To the best of my knowlsdgs the patient understood what was interpreted/transiated and voluntarily signed this form.

and am
Signature of Interpreter/Translator Date Time pm

HHC 100A (R Sep 2010) Engiish
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New York Sate Depariment of Health Authorization for Release of Health Information
and Confidential HIV-Related Information*

AIDS Instilute
W

This form authorizes release of health information including HIV-relater information. You may choose to release onty your non-HIV health information, only your
HIV-retated information, o both, Your information may be protected from disclosure by federal privacy law and state law. Confidential HIV-related information is
any information indicating that a person has had an HIV-related test, or has HIV infection, HIV-ralated illness ar AIDS, or any infarmation that could indicate a

person has heen potentially exposed to HIV,

Under New Yark Stata Law HIV-related information can only be given to peaple you allow to have it by signing a written release. This information may also he
released to the following: health providers caring for you or your exposed chi Id; nealih afficials when required by law; insurers to permit payment; persons invelved
in foster care or adoption; official correctinnal, probation and parale staff; emergency or heatth care siaft who are accidentally exposed fo your bloed; or by special
court order. Under New York State law, anyone wha Hlegally discloses HIV-related information may be punished by & fine of up i $5,000 and a jail lerm af up to one
year, However, some re-disclasures of health and/er HIV-retated information are net protecied under federal law. Eor more information about HIV confidantiality,
call the New York State Department of Health HIV Confidentiality Hotline at 1-800-962-5065; for more information regarding federal privacy protection, call the
Office for Civil Rights at 1-800-358-1019. You may also contact the NYS Division of Human Rights al 1-888-392-3644,

By checking the boxes below and signing this form, health information and/or HIV-related information can be given to the people listed on page two [and on
additional sheets if necessary) of the form, for the rezson(s} listed. Upeon your request, the facitity or parson disclasing your healtk information must provide you

with a capy of this form.

{ consent 1o disclosure of {please check all that apply): O My HIV-related information
[ My non-HIV heatth information
ﬁ Bath (nen-HIV health and HIV-ralated information}

Name and address of facility/persan disclosing HIV-related information:
Warld Trade Center Environmental health/ Sunviver Program

79-01 Broadway, Elmhurst NY 11373 e L

Name of person whose information will be released:

Name and address of person signing this form (if other than above):

ELF / PATIENT

Relationship ta parson whose informatien will be released: S

escribe nformation o b releases: MEDICAL CERTIFICATION WITH WTC PROGRAM (WTCHP)

Reason for release of information:
Time Period During Which Release of Information is Authorized: From: Ta:

Exceptions ta the right to revoke consent, if any:

Description of the consequences, if any, of failing to consent to disclosure upon treatment, payment, enrollment, or eligibility for benefits
{Nete: Federat privacy regulations may restrict some conseguences):

Please sigh below only if you wish to authorize all facilities/persons tisted on pages 1.2 {and 3 if uset) of this form to share infarmation among and between
themselves for the purpose of providing health care and services.

'3Sigﬁ|lu&#>d< _— Date

* This Authorization for Release of Health Infermation and Confidential HIV-Related Information form is HIPAA compliant. If releasing only non-HIV velated
health infarmation, you may use this form or another HIPAA~compliant genarsl health release form.

DOH-2557 {2/11) Page 1 of 3
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m NYCHHC HIPAA Authorization to Disclose Health Information
ALL FIELDS MUST BE COMPLETED

THIS FORM MAY NCT BE USED FOR RESEARCH OR MARKETING, FUNDRAISING OR PUBLIC RELATIONS AUTHORIZATIONS

PATIENT NAME/ADDRESS DATE OF BIRTH PATIENT 58N
MEQICAL RECORD NUMBER TELEPHONE NUMBER
NAME OF HEALTH PROVIDER TO RELEASE INFORMATION SPECIFIC INFORMATION TO BE RELEASED;

Elmhurst Hospital Center ‘
nformation Regueasie:
79-01 Broadway miormation Requesied_ Al Medical and Mental Health Renords for WTC EHC

Elmhurst, NY 11373 T
resiment Dates from, 1o,
Medical Records

g;‘:;TE & ADDRESS OF PERSON OR ENTITY TO WHOM INFO WILL BE INFORMATION TC BE RELEASED (If the box Is checkad, you are sulhorizing he ralease of that type of
WTC Records Management informatian) Please note: unless alf of the baxes are checked, we may ba unable t¢ prosess your request
Logistics Health |ncorporated :lcohu! ardf.'cr Substance Abuse E Mental Health Information
rogram Information
328 Front Street South i

La Crosse, W| 54601 D Genetic Testing information D HIVIAIDS-related Informaiion
REASON FOR RELEASE OF INFORMATION

D Legal Matter D Indlvidual's Requesl
Olher (plaase specify)_Continuity of care [:] Bvent . D On this dale:

WHEN WILL THIS AUTHORIZATION EXPIRE? {Plsase check one}

I, or my authorized representative, authorize the use or disclosure of my medical and/or billing information as | have described on this form

| undarstand thal my medical and/or billing information could be re-disclosed and no longsr protected by federal health information privacy regulations
if the recipieni{s} describad on this form are not required by law to protect the privacy of the information.

| understand that if my medical andfor bilting records contain information relating to ALCOHOL or SUBSTANCE ABUSE, GENETIC TESTING,
MENTAL HEALTH, and/or CONFIDENTIAL HIV/AIDS RELATED INFORMATION, this information will not be released to the person(s) | have
indicated unless | check the hox(es) for this informatien on this form.

! understand that if | am authorizing the use or disclosure of HIV/AIDS-related informalion, the recipient(s) is prohibited from using or re-tlisciosing any
HIV/AIDS-related information withoul my auihorization, unless permitted to do $& under federat of state law. | also understand that | have a right to
request a list of people who may receive or use my HIV/AIDS-relaled information withaul authorization. If | experience discrimination because of the use
or disclosure of HIV/AIDS-related information, | may contact the New York State Division of Human Righis at 212.480.2493 or the New York City
Commission of Human Rights at 212,306.7450. These agencies are responsible for prolecting my rights.

i understand that | have 2 right io refuse to sign this authorization and that my health care, the paymenit for my health care, and my health care benefils
will not be affected # | do not sign ihis form. | also understand that if | refuse o sign this authorization, NYCHHC cannot honor my request to disclose

my medical andfor billing informetion,

{ undersland that | have a right 10 requesl to inspect and/or receive a copy of the information described on this authorization form by completing a
Requesl for Access Form. | also understiand that t have a right to receive a copy of this form after | have signed it.

| understand that if | have signed this authorization form to use or disclose my medicai and/er billing infermation, | have the right to revoke it at any time,
except 1o the extent that NYCHHC hag already taken action based on my suthorization or that the authorization was obtained ag a condition for

cbtaining insurance coverage

To revoke this authorization, please contact the facility Health Information Management depariment processing this request

I have read this form and alf of my questions have been answered. By signing below, | acknowledge that ! have read and accept all of the

IF NOT PATIENT, PRINT NAME & CONTACT INFORMATION OF
PERSOMAL REPRESENTATIVE SIGNING FORM

TOESCRIFTION OF PERGUNAL REPRESENTATIVE'S AUTHORITY 10
ACT DN BEHALF OF PATIENT

If HHC has requested this authorization, the patient or hisfher Personal Representative
must be provided a copy of this form after it has baen signed.

HHC USE ONLY

Date Raceived: Initigls of HIM employee processing request:
Date Completad: Comments;

NYCHRC HIPAA Autherizalion 2413, Revised 06-05
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“ NYCHHC HIPAA Authorization to Disclose Health Information
ALL FIELDS MUST BE COMPLETED

THIS FORM MAY NOT BE USED FOR RESEARCH OR MARKETING, FUNDRAISING OR PUBLIC RELATIONS AUTHORIZATIONS

PATIENT NAME/ADDRESS DATE OF BIRTH PATIENT SSN
MEDICAL RECCORD NUMBER TELEPHONE NUMBER
NAME OF HEALTH PROVIDER TO RELEASE INFORMATION SPECIFIC INFORMATION TO BE RELEASED:
Information Reguestad,
Treatment Dates from to
o e S, ENTITY TOWHOM INFED. WILL-BE INFORMATICN TO BE RELEASED (If the box is chesked, you are authoeizing the release of hat type of
' infermalion) Please note: unlese all of the boxes are checked, we may be unable to process your requast
Aleohal andfor Substance Abuse D Mental Health Infermation
Program Information
EI Genetic Testing Infarmation D HIVIAIDS-refaled Information
REASON FOR RELEASE OF INFORMATION
[] topetvater [ mavauals Raguest WHEN WL THIS AUTHORIZATION EXPIRE? (Plesse check one)
D Other{pleasespecity)_______ D Event; D On this date: .

I, or my authorized representative, authorize the use or disclosure of my medical and/or billing information as | have described on this form

| understand that my medica! and/or billing information could be re-disclosed and no tonger protecied by federal heakh information privacy regulations
if the reciplent(s) described on this form are not required by law o protect the privacy of the information

| understand that if my medicat and/or billing records contain information relating to ALCOHOL or SUBSTANGE ABUSE, GENETIC TESTING,
MENTAL HEALTH, and/or CONFIDENTIAL HiV/AIDS RELATED INFORMATION, ihis information will not be released to the person(s) | have

indicated unless | check the box{es) for this information on this form

| understand that if  am autherizing the use or disclosure of HIV/AIDS-related information, the recipieni(s} is prehibited from using or re-disclosing any
HIVIAIDS-related information without my authorization, unless permitied to do so under federal or state law. | also understand that | have a right to
request 2 lisi of paople who may receive or use my HIV/AIDS-related information withoul autherization. If | experience discrimination because of the use
or disclosure of HIVIAIDS-relaied information, | may conlact the New York State Divislon of Human Rights at 212.480.2483 or the New York City

Commission of Human Rights at 212.306.7450 These agencies are responsible for protecting my rights

I understand that | have a right to refuse o sign this aulharization and that my health care, the payment for my heatth care, and my health care benefits
will net be affected if | do nof sign this form. | also understand that if | refuse to sign this authorization, NYCHHC cannot honor my request to disclose
my medical and/or biling information

| understand that | have a right to request to inspect and/or recelve a copy of the information described on this authorization form hy completing a
Request for Access Form,. | also understand that | have a right {o receive a copy of this form after | have signed it

1 understand that if | have signed this authorizalion form 1o use or disclose my medical and/cr billing information, | have the right to revoke it at any time,
except to the extent that NYCHHC has already taken action based on my authorization or that the autherization was obtained as a condition for

obtaining insurance coverage.

To revoke this authorization, please coniact the facility Health informaticn Management department processing this request.

{ have read this form and all of my questions have been answered. By signing below, | acknowledge that | have read and accept all of the
above.

ESENTATIVE IF NOT PATIENT, PRINT NAME & CONTACT INFORMATION OF
4 PERSONAL REPRESENTATIVE SIGNING FORM

DATE DESCRIPTION OF PERSONAL REPRESENTATIVE'S AUTHORITY TO
ACT ON BEHALF OF PATIENT

|

if HHC has requested this authorization, the patient or his/her Personal Representative
must be provided a copy of this form after it has been signed.

HHC USE ONLY
Date Received: Inltiats of HIM employee processing reguest:
Date Completed: Commants:

NYGHHG HIPAA Authonization 2413, Revised 08-06
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Monitoring and Treatment

NYC WTC ENVIRONMENTAL
HosPitats | HEALTH CENTER -

WTC Health Program

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. | understand that this
authorization is voluntary and that | may refuse to sign this authorization, and that | may revoke it at any time by submitting
my revocation in writing to the entity providing the information. By signing below, | acknowledge that | 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

Il. 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 | ask for it.

*The information that is used or disclosed pursuant to this authorization may be re-disclosed by the receiving
entity. | understand, however, that if | 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. | also understand that | have a right to request a list of people who may
receive or use my HIV/AIDS-related information without authorization. If | experience discrimination because of the use
or disclosure of HIV/AIDS-related information, | 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)

lll. Signature of Patient or Patient's Representative

Patient Printed Name: Date:

Patient Signature: X
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Legal Guardian Printed Name & Relationship:

Legal Guardian Signature & Date:




YA/ &

HEALTH +
HOSPITALS

ACKNOWLEDGEMENT OF
PATIENT'S BILL OF RIGHTS AND RESPONSIBILITIES, ADVANCE DIRECTIVES
AND PROXY, AND MEDICARE, MEDICAID, AND THIRD-PARTY PAYORS
RELEASE OF INFORMATION AND PAYMENT AUTHORIZATION

PATIENT'S BILL OF RIGHTS AND RESPONSIBILITIES, ADVANCE DIRECTIVES
AND PROXY

| have received Patient' Bill of Rights and Responsibilities, Advance Directives and
Proxy.
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Internal Use Only

HEALTH + Patient Name:
HOSPITALS

AUTHORIZATION TO USE, RECEIVE, AND DISCLOSE HEALTH | Medical Record Number:
INFORMATION FOR TREATMENT, PAYMENT & HEALTH CARE
OPERATIONS

AS DESCRIBED IN THIS FORM, | HEREBY AUTHORIZE THE NYC HEALTH + HOSPITALS (THE “SYSTEM” OR “SYSTEM
OPERATED
*ACILITIES") TO USE, RECEIVE, AND DISCLOSE MY HEALTH INFORMATION AS THE SYSTEM DEEMS NECESSARY FOR
SURPOSES OF TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS, AND TO ACCESS MY HEALTH INFORMATION
THROUGH NY CARE INFORMATION GATEWAY, A HEALTH INFORMATION EXCHANGE (“HIE"), IN WHICH THE SYSTEM
SARTICIPATES.

WHAT IS CONSIDERED HEALTH INFORMATION?

Health information includes all of my medical, personal, social, and financial information related to or concerning the examination,
assessment or treatment of me for a health condition. Health information may include laboratory results, medications, diagnostic test
results, discharge summaries, progress notes, billing records, information obtained by the System from other health care providers,
injuries sustained if | was a victim of a crime, as well as sensitive health information such as information pertaining to the treatment for
mental illnesses, developmental disabilities, HIV/AIDS, substance use, reproductive health, sexually transmitted diseases and other
communicable diseases, and genetic testing (including predisposition genetic tests) (collectively “sensitive health information”). Note
that substance use information may include diagnostic information, medications and dosages, lab tests, allergies, substance use
history summaries, trauma history summaries, elements of a medical record, such as clinical notes and discharge summary,
employment information, living situation and social supports, and claims/encounter data.

WHAT ARE HEALTH CARE PROVIDERS?

When used in this form, the term health care provider (“HP”) includes, without limitation, hospitals; nursing homes; physicians and
physician practice groups; dentists; podiatrists; pharmacies; facilities (including federally assisted facilities) that provide treatment for
mental illnesses, substance use disorder, and developmental disabilities; ambulatory care clinics; medical providers at
correctional facilities; medical providers at health and human services organizations and community-based treatment organizations;
diagnostic and treatment centers; home health agencies; outpatient rehabilitation facilities; hospices; all System- operated facilities
and their respective extension and school-based clinics; and any other provider of medical or health services.

WHAT ARE THE NAMES OF THE SYSTEM-OPERATED FACILITIES?

Bellevue Hospital Center; Coler Rehabilitation and Nursing Care Center; Henry J. Carter Specialty Hospital and Nursing Facility; Coney
Island Hospital; Cumberland Diagnostic & Treatment Center ("D&TC"); Dr. Susan Smith McKinney Nursing and Rehabilitation Center;
East New York D&TC; Elmhurst Hospital Center; Gouverneur Health Care Services; Harlem Hospital Center; Jacobi Medical Center,;
NYC Health + Hospital/At Home; Kings County Hospital Center; Lincoln Medical and Mental Health Center; Metropolitan Hospital
Center; Morrisania D&TC; North Central Bronx Hospital; Queens Hospital Center; Sydenham D&TC; Sea View Hospital Rehabilitation
Center & Home; Segundo Ruiz Belvis D&TC; and Woodhull Medical and Mental Health Center.

PURPOSE AND DESCRIPTION OF AUTHORIZATION FOR THE SYSTEM TO DISCLOSE INFORMATION:

1. FOR TREATMENT PURPOSES: UNLESS STATED OTHERWISE BELOW, | AUTHORIZE THE DISCLOSURE OF MY HEALTH
INFORMATION to HPs and other persons or entities within or outside of NYC Health + Hospitals, where such disclosure is
necessary as part of a consultation or referral, to facilitate my transfer or discharge from a System facility to another health care
facility, for discharge planning purposes, or for the management and coordination of my health care and related services.
Additionally, | authorize HPs who are currently treating me, have treated me in the past, or who will treat me in the future, to disclose
my health information to and/or within NYC Health + Hospitals. | also authorize NYC Health + Hospitals to disclose my health
information to my family members and other individuals who are involved in my care. Unless | instruct otherwise, the information
released to my family members and other individuals involved in my care shall be limited to that information relevant to their
involvement in my care and shall not include sensitive health information.

2. FOR PAYMENT PURPQOSES, UNLESS STATED OTHERWISE BELOW, | AUTHORIZE THE DISCLOSURE OF MY HEALTH
INFORMATION to governmental agencies, insurance carriers, health insurers, health maintenance organizations or other third party
reimbursers or their agents that may be financially liable for my hospitalization, treatment, or medical care. | also authorize the
disclosure of my health information to other HPs to which | am financially liable for their medical or health services provided to me.

3. FOR HEALTH CARE OPERATIONAL PURPOSES, UNLESS STATED OTHERWISE, | AUTHORIZE THE RELEASE OF MY
HEALTH INFORMATION fo contractors, agents, and other third parties that provide services or functions to or on behalf of a NYC

Haoalth 4+ Hnacnitale farilibv ci1irh ac hiit nat limitad tn lanal actiiarial arcAnintina canciiltina Aata annaranatinn mananamant



aoministrauve, accreaiiauon, rinancial, claims processing or aaminisration, aaia analysis, fnsurance, risk management, compiiance,
processing oradministration, medical records management and operations, laboratory analyses, utilization review, quality assurance,
billing,

benefit management, practice management, training, repricing services and activities, and health information exchanges (see
information on health information exchanges directly below) that perform record management functions, to the extent that the System
deems such disclosure necessary to carry out its health care operations.

Any disclosure of my health information pursuant to this authorization, however, will be limited to the amount of
information that is necessary to carry out the purpose of the disclosure.

WHAT ARE HEALTH INFORMATION EXCHANGES?

NYC Health + Hospitals may release my health information to health information exchanges as part of its operations. HIEs are the
electronic transmission of health care-related data among HPs, health information organizations and government agencies. The
purpose of such exchanges is to promote the appropriate and secure access and retrieval of a patient's health information to improve
the cost, quality, safety, and speed of patient care. These services allow the System to exchange my health information electronically
with other HPs who have treated me in the past, are presently treating me and/or who will treat me in the future. It is possible that
HIEs providing services to the System may connect electronically with other HIEs to assist in the electronic exchange of my health
information between the System and other HPs. Once my health information is disclosed to an HIE, it will not be released to other
HPs unless | have provided written consent for such disclosure. However, if a medical emergency exists, NYC Health + Hospitals may
release my health information to and through HIEs to other HPs as it deems necessary to respond to the medical emergency without
my written consent. | understand that | may ask my treating provider or patient representative at the System for more information
about HIEs.

PURPOSE AND DESCRIPTION OF AUTHORIZATION FOR THE SYSTEM TO ACCESS INFORMATION THROUGH HIEs

The System will use my health information that it accesses through HIEs only for the following health care purposes:

1) TREATMENT SERVICES. To provide me with medical treatment and related services.

2) INSURANCE ELIGIBILITY VERIFICATION. To check whether | have health insurance and what it covers.

3) CARE MANAGEMENT ACTIVITIES. These include assisting me in obtaining appropriate medical care, improving the
quality of services provided to me, coordinating the provision of multiple health services provided to me, and supporting
me in following a plan of medical care.

4) QUALITY IMPROVEMENT ACTIVITIES. To evaluate and improve the quality of medical care provided to me and all
patients.

WHERE INFORMATION ABOUT ME THAT IS AVAILABLE THROUGH HIEs COMES FROM

Information about me that is available through HIEs comes from places that have provided me with medical care or health insurance.
These may include HPs, healith insurers, the Medicaid program, and other organizations that exchange health information
electronically. | understand that | have a right to request and be provided a list of entities to which my health information has been
disclosed. A complete, current list is available from NY Care Information Gateway. | can obtain an updated list at any time by checking
NY Care Information Gateway’s website at www.NYCIG.org, or by calling 718-334-5844.

DISCLOSURE OF RECIPIENTS OF INFORMATION
| understand that, consistent with federal and state laws and regulations, upon my request, | must be provided with a list of individuals
and entities to which my health care information has been disclosed.

RE-DISCLOSURE OF INFORMATION

Any organization(s) | have given consent to access information about me may re-disclose my health information, buy only to the
extent permitted by state and Federal laws and regulations. Substance use treatment related information, confidential HIV-related
information, and mental health or developmental disability related information may only be accessed and may only be re-disclosed if
accompanied by a statement regarding the prohibition of re-disclosure either without my specific written consent, or as permitted by

law or regulation.

REVOCATION AND TERM OF AUTHORIZATION

| may revoke this authorization in writing at any time except to the extent that NYC Health + Hospitals or other lawful holder of my
health information that is permitted to make the disclosure has relied on it. Unless revoked in writing, this authorization shall expire 3
years from the date of my signature below.

SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE

By signing directly below, |, or my personal representative, authorize NYC Health + Hospitals and other HPs to use, receive, and
disclose my health information as described in this form. | sign this authorization willingly and understand the nature of the
authorization | am providing. | understand that nothing in this form restricts NYC Health + Hospitals from releasing my health
information where it is otherwise authorized bv state or Federal law to do so. | am aware that mv consent does not obliaate NYC




Heaitn + HOSpIalsS 10 MakKe any aIsCiosures as aescripeda IN IS Torm. | unaersiana mnat ne cnoice | maxe on Inis rorm will INU |
affect my ability to get medical care. | understand that the choice | make on this form will NOT affect my ability to get medical Care,
by indicating below (please check all that apply):

[ 11 AUTHORIZE the release of my health information for TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONAL
PURPOSES.

[ 11 DO NOT AUTHORIZE the release of my heaith information for PAYMENT PURPOSES. | understand that by selecting this
option, | will be responsible for all costs and payments for any health care treatment and services rendered to me.

[ 11 DO NOT AUTHORIZE the release of my health information to HIEs. | understand that by selecting this option that HPs who treat
me in the future may not be able to access my health records and history from the System electronically. This includes situations
where | am unable to communicate my health history to my HP because | can't remember or as a result of a medical emergency.

[ 11 DO NOT AUTHORIZE the release of my health information to my FAMILY MEMBERS or OTHER INDIVIDUALS who are involved
in my care without my additional written consent unless such individuals are authorized by law to make health care decisions on my
behalf.

1 UNDERSTAND THAT | MAY DISCUSS ANY OTHER DISCLOSURE RESTRICTION NOT LISTED ABOVE WITH MY NYC
HEALTH + HOSPITALS TREATING PROVIDER OR PATIENT REPRESENTATIVE.

Signature of Patient or Personal Representative If not Patient, Name of Personal Representative Signing Form

Description of Personal Representative’s Authority to Act on
Behalf
of Patient

Internal Use Only

Jriginating System Facility Additional Restrictions
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