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Authorization for Release of Information D ‘.5%\0@

| hereby authorize Cayuga Medical Ceriter at.ithaca to release copies of my medical records as directed beldt
{please enter complete mailing address)
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Name: Saww\t(‘s Kevin ‘6 . Date of Birth: __ 3 {1 /56 m
Dates of Service: 'YIYEX g. Al ez - 5[4—/:2—
Date Needed By: _____ISAP R / /
L

I?_f] Hnstory & Physical _I;,’gboi"éto_ry Results Incluges: {indicate by initialing)
[j Discharge Summary X-ray Reports 5’@6 \ Alcohol/Drug Treatment
@ﬁ Consultation [ Operative Report &KL& Mental Health Information

EKG Eﬂ Récord Abstract HIV-Related Information
@ Occupationa! Health Reports / Results

ER / Convenient Care (] Other: .. . . RDF}:WED
REASON FOR RELEASE: APR 0 2 2014

M/ At request of individual
1 Other;

Initia}:

| understand | may revoke this authorization at any time by preseriting written revocation to the Health Information
Management Department. Revocation will not apply to information already released in response to this authorization. |
understand that any release:of information carries with it the potential for redisclosure by the recipient and may not be
protected by the federal privacy rules. Caylga Medical Center will not condition treatment, payment, or eligibility of

benefits on completién of an authorization. This authorization w1!! axpwe on (date or event) . If
| fail to specify @n expiration date or event, this authorization will expire after 6 months.
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(Completed by) o (Date / Time)

The Patient riay request a copy of this authorization.
Please send completed form to Health Information Department
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Howell-s_eelez : Cathz

From: Gerson, Henry MD

Sent: Friday, April 11, 2014 11:15 AM
To: Howell-Seeley, Cathy

Subject: RE: request for info

Okay

hg

From: Howell-Seeley, Cathy

Sent: Friday, April 11, 2014 11:06 AM
“To: Gerson, Henry MD

Subject: request for info

Dr. Gerson,

We have a request from Kevin Saunders (aka Bonze Anne Rose Blyak) 597460---4/27/02 to 5/2/02 at his
request for a copy of the DS, HP, ER, lab, and Consuilts,

if any. Is this ok to release to him?

Thanks,
Cathy



