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New York State Office of Temporary and Disability Asslstancc et e e
Division of Disability Determinations

P.0. BOX 5540
BINGHAMTON, NY 13902-9982 : )

(518)473-7108  Toll Free: 1-800-522-5511 Ext. 7108 Fax: 1-866-667-3770 ;\) ‘CLLL
www.OTDA.State.NY.US/DDD 06/09/09

In Reference to Claimant
MER ORDER #: F21DCAD10

CAYUGA MEDICAL CENTER AT ITHAC SSN: 431-88-9647 Date of Birth: |05/01/56
101 DATES DRIVE Name : KEVIN E SAUNDERS
ITHACA, NY 14850 Address: EPC 100 W WASHINGTON

ELMIRA, NY 14901 .

This agency is responsible for adjudication of disability claims on behalf of

the federal government under the Social Security Act. Your patient has made an
application for benefits and we need medical evidence from treating souraes to
evaluate the claim. Attached is a signed consent for the release of the infor-
mation. If you receive this request via system-generated FAX, we have retain

ed the consent form in our file.

We would appreciate information from your records that is requested on the
second page. This would enable us to evaluate the impairment in terms of [the
standards of this program.

Your cooperation is appreciated.
Sincerely vours
B. SEELEY
Disability Analyst Unit 5127

r- =aaa XFPLEASE l*()LL()“ INSTRUCTIONS TO RECEIVE PAYMENT**

VOUCHER INSTRUCTTONS: = D - Billed Amount: $10.00
We are .Julhhnrcd‘tﬁm for medical lntnr%n wtion whish 1§ hsetaidind relevant It vou wish pavment. please COMPLETE ALL BOXES BELOW or

REVIEW FRFPRN[- D INFORMATIQN. Preprimeddgformation needing correction must be authorized via signed correspondence on the

facility l_ell__urhe.-id_-ﬂﬂd returned with thisdetter. & ___

Payee' 1D} © R the 9-Igit FederalJD af¥itned 10 gpu as an employer. [ vou arc operatng as an individual in business. enter vour Social
fi "Seagity Numbier. The U pupaber MUST pelong to the pavee.

Payee Name: ' Laolgr voupmname and qu'u,\\ ASYOU W I‘»H ITTO APPEAR ON THE CHECK. Task# 03

pree3 | —— Biiaikiands . e 5
F].avu ID: (OF- 07(0 \)a 8 ! ?L Payee Certification:
I ceruty that the above 1s qust. true and correct and that no
P:n ce .\lumc. |® |nc0 rporate'd B part thercof has been pand except as stated and that the
T = halance 1s actually due and owme . and that taxes trom
\dd“-'“ ) Pe BOX 1 9058 e which the State s exempt are excluded
M -
vi__Green Bay, WI 54T07-9058 s — )7/}
fE 27 XY #
Chiyembtatae A Pe— . -r Fitle C\ p/] Date G/ {O(‘
| | o 0 3010

- - -4
OIT. Use ()nl\ RO Signature/Date CO - Siee nluru[) iV nterest

PLEASE RETURN THIS LETTER WITH YOUR REPLY IN THE ENCLOSED ENVELOPE
OR FAX TO THE NUMBER ABOVE

431889647/ 6/03/3247/ S127/CAYUGA MEDICAL CENTER AT ITHAC/DDD-3880 (16) page 1 of 2
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Claimant’s Name: KEVIN E SAUNDERS
Date of Birth: 05/01/56

INFORMATION REQUEST
PSYCHOLOGICAL TESTING ADMISSION HISTORY
+ DISCHARGE SUMMARY ER-RECORDS
CLINIC NOTES PSYCHIATRIC
Dates of treatment OUTPATIENT FIRST INPATIENT MOST RECENT INPATIENT

04/27/02 TO 05/02/02 04/27/02 TO 05/02/02

OFATHEO MR# 04 234922 TRANSACTION#
BILL TYPE& INFORMATION RELEASED

= APS —y - ERUC

o D0B o H&P w—LAB

o HRF/NB e CONSULT e RADIOLOGY
ameme LGL (CC#) e OP REPT e EEG/EMG/EKG

e PATIENT e PATHCYTOL e ECHO/STRESS
e PROJECT e ADMITNOTE e PT/ST/OT

«—STANDARD — RTW —— IMMUNGROWTH
—STDCERT o PROGNOTES o MED/PROBLEM
e—WC o PSYCHAODA .o NBREC
— WCAUTH A@ﬁ_amnz RECORD
—OTHER X MSG

™ovEs o cernre [/,

DATE HONORED | &_pp P oP

DATES(S) OF INFO SENT (OLDEST TO NEWEST)

431889647/ 6/03/3247/ S127/CAYUGA MEDICAI, CENTER AT ITHAC/DDD-3880 (16) page 2 of 2
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KEVIN ERIC SAUNDERS
NAME AND ADDRESS OF SOURCE
= 3 . ssn_ T80T Toigngay immradryy)  USOL/1956
CAYUGA MEDICAL CENTER -AT ITHAC - A A =

101 DATES DRIVE
ITHACA, NY 14850

AUTHORIZATION TO DISCLOSE INFORMATION TO

THE SOCIAL SECURITY ADMINISTRATION/(SSA)
* PLEASE READ THE ENTIRE FORM, BOTH PAGES, BEFORE SIGNING BELOW ~

1 voluntarily authorize and request disclosure (including paper, oral, and electronic interchange):
OF WHAT  All my medical records; also education records and other information \re_atgd to my ability to

perform tasks. This Includes specific permission to release:
I. Al records and other informanon regarding my treatm ent, hosplializaton. and outpauent care for my mp.urmcnl(s] inctuding,
and g@ g2 OVE
Psychological, psychistric or ather mental impairment(s) (exctudes "psvchotherapy notes” as defined in 4'; CFR 164.501)
- Prug abuse, !Imlolmm, or other substance abese

-~ Sickle cell anemin )
— Records which may indicare the presence of = communicable or venercal disease whick may include. but 3re not Umited (o, diseases such as

bepatitis. xvphilis, gonarrbea and the human imniunodeflclency virns, also known ui Acquired Immuec Deficicncy Svodrome (AJDS); and

testy for HIV. \
Gene-related impairments (inchiding gencric test resnls)

2, lnlorlnauon about bow my impalrment(s) affects my ubility to complcre tasks and activities of daily living. and affects my abllity 1o work

3. Copies of cducationn] tests or evaluadons. Includiny Individualized Educationsl Programs, tricnnial assessments. psychological and speech
evalurdons, and any other records thut cus help cvaluate fonction: also teachers’ ohservations and evaluations.

4. Information ¢created within 12 morchs after che date this suthoricttion o signod. ax well as past informatinn. i

FROM WHOM THIS BOX TO BE COMPLETED BY SSA/DDS (as needed) ' Additional information to identify
T the subwct te.g. other nomes vsed), the specilic source, or the matenal to be disclosed:

- All medical sources (hospitals, clinics, laba,
physicians, psychologists, etc.) mcluding
mental health, corractional, addicuon

reatmernt, and VA health cara facilities

| educetional sources {schoois, toachers,
records administrators, counselors. etc.)
Focial workers/rehabilltation counsalom
Consuling examinars usad by SSA
Fmployers

+  Others who may know about my condition
(tamuby, reghbora, friands, public officials]

TOWHOM  The Sioctal Security Administration and to the State agency authorized to process my caso {usually culled ‘dissbikty
determination ssrvices’), Including contract copy sorvices, and doctors or other professionals consulted dunng the

Br {Also, for mtemational clams, to the U.S. Department of State Foreign Sarvice Past |
PURPQOSE atecmining my eligibiilty for benefits, including looking at the cambined sffaat of any impairmants

irt by themaelves would not meet 5SA's definition of dlsability; and whethar | can mansge such benefits.
Detarmining whether | em capable of managing benefits ONLY (check only If this applies)

EXPIRES WHEN  This authorization is good for 12 months from the date signed {below my signature).

< lauthonze tha use of a copy (including electronic copy) of this form for the disciosurs of the iﬁforma',ionl described above

* lunderstand that there are some circumstances in which this mformation may be redisclosed o other partios (see page 2 for detads).
- | may write 0 SSA and my sources to revoke this uthonzation at any tme (sev: page 2 for detals).

+ 5SA will give me a copy of this form if | ask; | may ask the source to allow ma to inspact or get 8 copykﬂ matarial 10 be disclosad.

- I have read both pages of this form and agree to the disclosures above trom the types of sources listed.

PLEASE SIGN USIRG BLUE OR BLACK TNK ONLYIF not slgned by subject of disclosure, specify basis for authority to sign
INDIVIDUAL authorizing disclosure ]: Parent of minor D Guardian D Othor porsonal represontative (@xplan
A N b L Oy
& Sianed e Street Address
3 /','? 7 ’D‘( 1668 TRUMANSBURG RD | S .
Phane Numbear [with meg ¢ f..l.l(.‘ll HCity ' ' State 217
897) 2775803 ITHACA NY 14850
| ESS { kro hc PErson sign 1 or am satisfind of ths person’s identity: |
/ i neuded, second witness sign I'u-m {e.g., if signed with "X above)
SIGN, b- / , | SIGN »

Phone Wumbe l

{Phane Numbar (or Addrass) '
2/ IS AT T ‘

This genaral an ¥ cd Quthonizeton 1o disciose was deteloped to comply Wt the provmoﬁs‘mgsrmng disclasure of medical, educational,
and ather infarmation under P 104191 ("HIPAA"); €5 CFR parts 160 and 764, 42 U S Code sechon 290dd-2; 42 CFR pert 2, 38 U.S
_Code sectlon 7332; 38 JIR1.4/5: 20 U.S "ode sectinn 1232q (FERPATY: 34 CFR pants §9 and 300; and State Jaw.

Crvrvn QQABIT /12 TNNOT wf e 'Jf\f“l\ Mo ') AN cmdl stas Ddisimme [Taall €. aali. e FPukaiimendd

VOSSN T L Y TR
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New York State Office of Temporary and Disability Assistance 6512732 474“3“"“”""‘”’“"(”
Division of Disability Determinations

P.O. BOX 5540
BINGHAMTON, NY 13902-9982 : )

(518)473-7108 Toll Free: 1-800-522-5511 Ext. 7108 Fax: 1-866-667-3770 ‘Ll LI'
www.OTDA.State.NY.US/DDD 06/09/09 l !

In Reference to Claimant
MER ORDER #: F21DCAD10

CAYUGA MEDICAL CENTER AT ITHAC SSN: 431-88-9647 Date of Birth: 05/01/56
101 DATES DRIVE Name : KEVIN E SAUNDERS
ITHACA, NY 14850 Address: EPC 100 W WASHINGTON

ELMIRA, NY 14901

This agency is responsible for adjudication of disability claims on behalf of
the federal government under the Social Security Act. Your patient has made an
application for benefits and we need medical evidence from treating sources to
evaluate the claim. Attached is a signed consent for the release of the infor-
mation. If you receive this request via system-generated FAX, we have retain-
ed the consent form in our file.

|
We would appreciate information from your records that is requested on the
second page. This would enable us to evaluate the impairment in terms of the
standards of this program.

Your cooperation is appreciated.
Sincerely yours,
B. SEELEY
Disability Analyst - Unit S127

s /0T 2 A AFPLEASE FWW INSTRUCTIONS TO RECEIVE PAYMENT##*
VO Cd’é " Billed Amount: $10.00

fi INST %3 —rm
We are auth for-medical information whidh't nd relevant. If you w1sh pzwm:.m please COMPLETE ALL BOXES BELQW or
REVIEW MED INFORMA'TIQY. nﬂ“orma;tgn needing correcti ¢ authorized via signed corres
MMMMMM& 80a
Payee'f13: 77 "By the 9-Digit FederalJD ..ggmd loypu as an employer. If you are operating as an individual in husmess enter your Social
£ 0 3Segurity Number. The IRpugmber MUST pelong to the payee.
Eamﬂama 71 Enggr youpmame and addgess as ygw M.GH IT TO APPEAR ON THE CHECK. Task# 03
Rayee lD (D}S 07(0 5: !EG . Payee Certification:
: I certify that the above is just, true and carrect and that no
Payee Namc ]m "icorp M T part thereof has been paid except as stated and that the
oY - balance is actually due and owing, and that taxes from
PO Box | = Fey
r[':'ss OX o= which the State is exempt are excluded.
Address: en pa Payee’s Signature in ink: _—m
et Gre LA, 04 2 Uy A A
" ’ P {TTAN _ Title: Q p Date: / {oq
e — 007> "4 [30
Off. Use Only: RO Signature/Date: CO - analure!Da( Interest:
PLEASE RETURN THIS LETTER WITH YOUR REPLY IN THE ENCLOSED ENVELOPE

OR FAX TO THE NUMBER ABOVE
431889647/ 6/03/3247/ S127/CAYUGA MEDICAL CENTER AT ITHAC/DDD-3880  (16) page 1 of 2
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Claimant’s Name: KEVIN E SAUNDERS

Date of Birth: 05/01/56

INFORMATION REQUEST
PSYCHOLOGICAL TESTING

DISCHARGE SUMMARY
CLINIC NOTES

Dates of treatment

ADMISSION HISTORY

ER-RECORDS
PSYCHIATRIC

OUTPATIENT

FIRST INPATIENT

MOST RECENT INPATIENT

04/27/02 TO 05/02/02 04/27/02 TO 05/02/02

—WE e PSYCH/AODA N8 REC
e WC AUTH ENTIRE RECORD
= OTHER — MISC
TAX YES NO CERTIFIED
DATE HONORED PP P DP
DATES(S) OF INFO SENT ({ NEWEST)

431889647/ 6/03/3247/ S127/CAYUGA MEDICAL CENTER AT ITHAC/DDD-3880 (16) page 2 of 2
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» MAY-22-2009 16:156 SOC. SEC. ITHACA NY ‘ llr“I‘
|
LA .
NAME ,1 e JW))MTUWW;N;(HN]*
. KEVIN ERIC SAUNDERS |
~NAME AND ADDRESS OF SOURCE -
SSN A3198-9647 Iazmmaycmm;ddfyy) 05/01/1956

CAYUGA MEDICAL CENTER--AT ITHAC
101 DATES DRIVE
ITHACA, NY 14850

|
AUTHORIZATION TO DISCLOSE INFORMATION TO

: THE SOCIAL SECURITY ADMINISTRATION (SSA)

** PLEASE READ THE ENTIRE FORM, BOTH PAGES, BEFORE SIGNING BELOW *
1 voluntarily authorize and request disclosure (including paper, oral, and electronic interchange}:

OF WHAT  All my medical records; also oduc.aﬂon records and other mfnrm_gtggx_ﬂ_&gﬁgd_tMg

ey impaicmentls) including,
and MOVE
chological, psychiatric or ather mental mpzinnnt(s) (e.n:hdﬂ "psvchotherapy notes” as defmed in 45 CFR 164.501)
- Drtg abuse, aleobolism, or other substance abuse

« Sickle cell anemua
= Records which may indicare the presence of 2 communicablc or vcmrca.l discase whick may include. but are not limited to, diseases such as

hepatitis, svphilis, gmrrhta and the human immunodeflelency virns, also known us Aequired Tmmuse Deficiency Syndrome (ANDS); and

— Ecmd?t‘é lmpasmcuu (inclding genctic testresnlis) |
2, information about bow my impalrment(s) aflects my ability to complctr tasks and activities of daily living, and nﬂecu mry abllity to work.
3. Copies of educationn] tests or evaluatons. Inclading Individustized Educational Programs, tricnnial assessments. psychological and speech
cvaluntions, and any other records thut cxn help evaluate fonction; also teachers’ observations and evaluations. |
4. Information created within 12 morths after the dare this suthorizxtion is sigmed, ay well as past information.

regarding my TrOATMIERT,

FROM WHOM THIS BOX TO BE COMPLETED BY SSA/DDS (as | Additional information to identify

the subjct (e g other nemes vsed), the specific source, or the material to be disclosed:
= All medical sources (hospitals, clinica, laba, _ . :

physicians. psychologists, ete.) including
mental health, corréctional, addiction

|

|

ypatment, and VA heaklth cara, tacilities ' ; '
educational sources (schools, toachers,
records administratars, caunselors, etc.) : |
Social workers/rehabilltation counselom ' |
Comsulting examinars usad by SSA |
Employers :
Others whe may knaw abseut my sendition |
{family, neighbora, frianda, public offlmaisl ‘

TO WHOM  The Soclal Security A.Mnutmlon andto the State agency authorized 10 process my case {usually called "disebility
determination services'), Including contract copy services. and doctors or other professionals consulted during the

for ntenwtnnal claims, to the U.S. Department of State Farsign Service Past.]
Bommthg my eliglbility for benefits, including locking at the combined oﬂbcgno‘f any Imnamm

by themaelves would not meet SSA's definition of disability; and whather | can managg such benefits,
Detarmining whether | em capable ofmlmgmgbuwﬂu ONLY (check only If this appliss)

EXPIRES WHEN Thia authorization is good for 12 menths from the date signed (below my signature). |

| authonzc tha use of a copy (including electronic copy) of this torm for the disciosurs of the mformm:orl described above,

| understand that there are some circumstances in which this information may be redisclosed to other parties {see page 2 for details).
| may write'to 5$A and my sources to revoke this authorization at any time {see pege 2 for detzils). |

SS8A will give me a copy of this form if | ask; | may ask the source to allow me to inspact or get & copvlnf mutunal 10 be disclosad,

| have read both pages of this form Wagmewmdsdmmammmqpuofsomlm :

gned by subject of disclosure, specify basis for autharity fo sign

PURPOSE

L S )

INDIVIDUA uﬂmon:lngdl&olosute O Parontof minor || Guardien [_| Other porsonal representative (explin
- [
SIGN [TPareUguarGiavy peox BonGal representanve sign nere il
A &—/C __.L—- two signatures required by State law) b v
d Signed ] Street Address '

§'/22 I>9 | 1668 TRUMANSBURG RD

Phone Number fwi gode} |City - |State ZIP
(GOHW ITHACA - L |y 14850

WITNESS person signing thi or am satisfied of this person’s identity” |
; 7 lIF neaded, second witness sign here {e.g., if signed with "X above)
siGh -/ %" SIGN » |
Phone Wumber/l ! :

/ 2{ /xﬂ/m W fFﬁwmfz Numbser {or Addrass)

This general and Spciel authorizaton 1o distiose was daveloped mwmmmvmmmwmweafmw aducationai,
and other infarmation under P.L. 104-191 ("HIPAA"): 5 CFR pants 180 and 764; 42 U.S. Code section 290dd-2; 42 CFR pert 2; 38 U.S.
Code section 7332: 38 CFR 1.475; 20 U.S. Code section 1232 ("FERPA"); 34 CFR parts §9 and 300: and Statellaw,

CErevn QAT IR _INOYTY af INE_IANT Hoa T 9NNV] amd | star Edislane | lasll @umalis la Evhanumend Doma 1 nf 92

20583011 1-002-0096



Sweets Page 1 of 1

Howeli-Seeley, Cathy

From: Dean, Robert C. MD

Sent: Wednesday, June 17, 2009 5:37 PM

To: Howell-Seeley, Cathy

Subject: RE: REQUEST FOR MEDICAL RECORDS

OK to release. RCD

From: Howell-Seeley, Cathy

Sent: Tuesday, June 16, 2009 1:56 PM

To: Dean, Robert C. MD

Subject: REQUEST FOR MEDICAL RECORDS

Dr. Dean,

We have a request for medical records from NYS Disability on Kevin Saunders----597460---4/27/02 to
5/2/02 for his disability.

They are requesting a copy of DS, HP, ER, Clinic notes, and any psychological testing. Is this ok to

release?
Thank you,
&w‘ly %weﬂ-fufz#

tealth Information Assictant

607-274-4374

6/18/2009



