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Cayuga 
MED I CAL CENTER 

A Member of Cayuga Health Sy stem 

101 Dates Drive 
Ithaca, NY 14850 
(607) 274-4011 
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A00082793308 
BLAYK,BONZE ANNE ROSE 
Clifford Ehmke MD 
F 60 
DOB 05/01/1956 

I hereby designate the individual listed below as my primary caregiver in accordance with 
Article 29-CCCC of the Public Health Law (the CARE Act) . I consent to Cayuga Medical 
Center to disclosing medical information regarding my care and treatment to my designated 
caregiver for purposes of discharge planning and post - discharge care information and 
instruction . I may change my designated caregiver at any time by notifying a member 
of my treatment team. 

I understand that designating a caregiver and consenting to the disclosure of medical 
information to my caregiver is voluntary and that I can revoke the designation or consent 
to share information with my designated caregiver at any time by notifying a member of 
my treatment team . 

Designated Caregiver Information 

Caregiver Name Caregiver Phone ~ 

~~;;onshiP to patient Caregiver Address 
:)""~P 0 Significant Other o Sibling 

o Parent 0 Legal Guardian o Neighbor 
o Friend o Other (specify) o Child 

Patient or Legal Guardian Signature Date / Time 

Caregiver Designation Change 

I hereby elect to remove the caregiver listed below and I understand that I may 
designate a new caregiver by filling out a separate consent. 

Name of caregiver being removed 

Patient or Legal Guardian Signature Date / Time 

• 1111111111111111111111 1111111111111 

(17130) 



,.' Autborization for Release of Healtb Info rmation (Including A1coboUDrug Treatment 

NEW YO::::ATF 11Hf,III,]ii ,llil ifl'I~lJf""1 "'" "'" "'" ill~nIWI~i,rl Hea:n~e :::~:hmatiOn) and con:~n::d:::fi::1 ~::-related Information, 
BLAYK, BONZE ANNE ROSE 
AOOOS279330 S MOOOS97460 

Patient Address 0 5 /0 1 / 19 56 6 0 F 

Ehmke , Cl ifford BSU 202-01 
J Illt. n II UII", 11111 11111 11111 11 111 11.11 11111 11111 11111 11111 1111 1111 

I, or my authorized rcpresentntive, request th:lt health inronnation regarding my care and treatment be released as set rorth on this form. I understnnd that: 

I. This authorization may include disclosure of infonnation relating to ALCOHOL and DRUG TREATMENT, MENTAL HEALTH TREATMENT. and CONFIDENTIAL 

HIV/AIDS-RELATED INFORMATION only if I place my ini tials on the Ilpproprime line in item 8. In the event the health infonnalion described belo", inc ludes any of these types of 

information. and I initial the line on the box in Item 8, I specifically aUlhorize release of such information to the person(s) indicated in Item 6. 

2. With some exceptions, health information once disclosed lIlay be re-disclosed by thc recipient. If I am authorizing the release ofl-I IV/AIDS-rclnted, alcohol or drug treatment, or mental 

health treatment information, the recipient is prohibited from re-disclosing such information or using the disclosed informntion for nny other purpose without my authorization unless 

permitted 10 do so under fede rnl or stnte law. IrI experience discrimination because of the relense or disclosure of Iil V/AIDS-related information, [ III l1y contact the New York State 

Division of Huml1n Rights at 1-888-392-3644, This agency is responsible for protect ing my rights, 

3. [ have the right to revoke Ihis authorization ill any li me by writ ing to thc provider listed below in Item 5. I understand that [ may revoke this authorization except to the extent thnt action has 
nlready been taken based on this authorization. 

4. Signing this authorization is ~"O lunlary , I understand that genemlly my treatment, payment, enrollment in a heahh plan, or eligibility for benefits will not be conditional upon my 

authorization of this disclosure. However, I do understand thnt ImBy be denied trcatment in some circumstances if! do not sign this consent. 

5. Name and Address of Provider or Ent ity to Release this In fo rmation: 

Mental Health 
6. Name and Address of Person(s) to Whom this Infonnation Will Be Disclosed: 

r . ,,,,,,. Medical 
7. Purpose for Release of Information: 

Information sharing between parties to coordinate treatment and discharge planning. 

, Unless previously revoked by me, the specific informat ion below may be disclosed from: unti l 

o All health information (written and oral), except: 

Fo r Che following to be included, indicate tbe specific 
informa tion to be disclosed and in itia l below, 

Records from alcohoVdrug treatment programs 

[]31 Clinical records from menial health programs· 

o HIV/AlDS-related Information 

9. If nol the patient, name of person signing fonn: 

of outpatient treatment, init ial assessment, progress notes, 
work. medications, treatment plan, and treatment status/updates. 

10, Authority to sign on behalf of patient: 

All items on this fonn have b:omPleted, my questions about this fonn have been answered and I have been provided a copy of the fonn. 02/0Q Ii} 
SIGNATURE Wll'I r 

Witness Statement/Signature: I have witnessed the execution of this authorization and state that a copy of the signed authorization was 

/{nj~he pagl ;(7r t7:~~ authori zed represenrnti ve. 0 ( /0 W:t 
STAFF PERSON'S NAME AND TITLE ' SIGNA DIll'll I 

This fonn may be used in plAce of OOH-2557 and has been approved by the NYS Office of Menial Health Rnd NYS Office of Alcoholism Rnd Substance Abuse Services to pennit release of 
health info nllation. However, this form does not require health care providers to release health infonllation. Alcohotfdrug treatment-related information or confident ial H1V-relatoo 
information relea!Cd through this form must be accompanied by the required statements regarding prohibition ofrc-disclosure. 

- Note: Infonnalio n from menial health clinical records may be relcased pursuant to this authori;ullion to the parties identified herein who have a demonstrable need for the information, 
provided that the disclosure will nOI reasonably be expected to be detrimental to the pat icnt or another person. 

OOH· SOJ2 (4/ 11) 



Authorization for Release of Health Information (Including AlcoholfDrug Treatment 

NEW YORK STATE DE'l ~ImrIW~fI m~lij~III1 ""IIIIIllIlIllilnm"",ililm Health Information) and Confidential HIV! AIDS-related Information, 

BLAYK, BONZE ANNE ROSE DateofBinh f atient Identification Number 

A00082793308 M000 5 97460 I 
05/01/1956 60 F 
Ehmke,Clifford BSU 202 - 01 

Name 

Patient Address 

I, or my authorized representative. request that health information regarding my care and treatment be released as set forth on this form. I understand that: 

I. This authoriZlltion may include disclosure of in£onnalion relating to ALCOHOL and DRUG TREATMENT, MENT AL HEALTH TREATMENT, and CONFIDENTIAL 

HIV/AIDS·RELATED INFORMATION only i f I place my initials on the appropriate line in ilem H. In [he event the health information described below includes any of these types of 

information, and J initi:ll the line on the box in lIem 8, I specifically authorize release of such infonnation to the person(s) indicated in Item 6. 

2. With some exceptions, health information once disclosed may be re-disclosed by the recipient . If I am authorizing the release ofHlV/AlDS-relmed, alcohol or dmg treatment, or mental 

health treatment infonnotion, the recipient is prohibited from re-disclosing such informatiou or using the disclosed infonnation for any Olher purpose without my authorization unless 

pennitted to do so under federal or state law. If I experience discrimination because orthe release or disclosure of HIV/AIDS-related information, I may contact the Ncw York Stale 

Division of Humnn Rights at 1-888-392-3644. TIlis agency is responsible for protecting my rights. 

3. I have the right 10 revoke this authorization at any time by 'mtins to the provider listed below in Item 5. I understand that I may revoke Ihis authoriz..11ion except to the extent Ihat action has 
already been taken based on this authorization. 

4, Signing Ihis authorization is voluntary. I understand Ihat generally my trentment, payment. enrollment in a heal th plan, or eligibility fo r benefits will not be conditional upon Illy 

authorization of this disclosure. Howe,'cr, I do undersland thai I mny be denied treatment in some circumstances if! do not sign this consent. 

5. Name and Address of Provider or Entity to Release th is Information: 

. f:607-274-4 13 

NY 14850 
7. Purpose for Release (nformation: 

Info rmation sbaring between parties to coordinate treatment and discharge pl anning. 

8. Unless previously revoked by me, the specific information below may be disclosed from: unti l 02 
o All health information (written and oral), except: 

For the following to be included, indicate the specific 
information to be disclosed and initial below. 

Records from alcohol/drug treatment programs 

lEI Clinical records from mental healtJl programs. 

o HIV/AIDS-related Infonnation 

9. Ifnol the pat ient , name of person signing form: 

INSERTE 

IMental heal th evaluation, History & Physical, psychosocial, progress 
lab work and status of inpatient treatment. 

10. Au Lhori ty to sign on behalf of patien t: 

EVEJIo"J' 

All items on this form have been completed, my questions about this fonn have been answered and I have been provided a copy of the form . 

SlGNATUREO~'ENrORWtES~~:nv~~Y LAW q? /rli /I r 
Witness StatemenUSignature: I have witnessed the execution of this authorization and state that a copy of the signed authori zation was 

provided to the patient and/o r the patient 's authorized representative. 

!(J =SlGNAdTU(M~-1P-4;QLl.----- 02/01/ (1-
IMTI r I 

This form may be used in ptace of DOH-2SS7 and has been approved by Ihe NYS O ffice of Mental Heallh and NYS Office of Alcoholism and Substance Abuse Services to permit release o f 
health infonnation. However, this fonn does nOI require health cnre providers to relense henlth infonnation. Alcohol/dmg trenlment-reillted infonnmion or confidential IiIV-related 
infonnation reteased through this fonn must be accompanied by the required statements regarding prohibition ofre-disclosure. 

'Note: tnfonnation fro m mental health clinical records may be released pursuanllO this authorization to Ihe panics identified herein who have a demonstrable need for the infonnation, 
provided that the disclosure will nol reasonably be expected to be delrimentilito the patient or another person. 

DOH-50)2 (4It I ) 



Authorization for Release of Health Information (Including Alcohol/Drug Treatment 
NEW YORK STATE DEI'ARTMIiNTOF 11I',~:rII and Mental Health Informa tio n) and Confidential HIV/AID$-rela ted Information 

, ~~~~~~~~hll~~~gjl~I~'7nll~I~loiiii"I"1 -::::~IJ)"::::"UI'I~I,nh ::::::::::;"~'h'I\' ~IU"l\h~IiCl"'''~1\ NU'~llh" ~~~ 
L .~;~~~:.~r~~~9.;,~, __ !l~ u 202 - ~ 1 

I. or my I\uthom...:d rcprL'Sctllativc. n.-quest ;h;;~-I~~~;ith"7lii~rni':tti()n reg:mhng my crln: and trt:almen{ he rclC:ls~-d as scI 'orth 1111 this lorm, I understand that. 

TIlls :lUthori7.;lIion may lIIc1udc disclosure ofmfonmn ion rclallnl; 10 ALCOIIOL and DRUG TREATMENT. MI~NT AL I IEAI :n! TRI~ATMENT. :md l'ONFIDEl\.'TII\I. 

H IVIAIDS-RELATEIJ INFORMATION only if 1 place my Inilials 011 Iln.- llJlllmpri:IlC line III item S In the I,m.mt the hc:.hh mfurm:lCl\l1l descrihed bclmv im:ludcs all )' (\fthllsc types of 

info nnmioll, and [initial Ihe lim: on Ihe bo>. III Ilem 8, I ~peeilje:llly uUlhnm,e rdca:;e of s uch illformUlltlnlo Ihe person(sl iu(hcah.:U III hem 6. 

Wuh w ille e:>.ccpllon5, 11\::,l1h IIIform:UI(m unce l.h!IClo!ll.lu 11I;,)'!,)c n.:·(.hsdosed by Ihe recIpient If Illin lli llhori ... iul:llhe r(;le;,:;e uf I !IV/A IDS.rdmcd, a!cllhlll ur llrug lI'emmenl, \If nle",al 

hc:llth Ire:llmcnl inforrn:lllOll, Ihe rcclj'lenl I~ prohibi led from fc.dISd'l:;i l1 ~ ~u\,;h mfonn:lllon llr Ilsm~ Ihe Ji~cI()~ed inform;llinll lill" :Hly lIllIer PUI'Pl1:;e wilhmll III)' Hulhllnr~I1;un unl.::;s 

PCftllllh:d 10 du 511 under federalllr SI;llc law If I cXJll,:flcnee diserinmHlllllII het":mse •• flh" fl:1.:n~e tlr dlSClo"ll"\.' of r IIV/AIDS· rdalcd 1111'01'111;111\111, I lIl'IY COI1\,ICI Ihe N~'\\ Yurk S\:I1.: 

LJI\ ISlun uf Hum:m RI~llIs :II l·g88· J92· ,16.14 '1111~ agen~'y IS responsible fur prolet"llIlg Illy ri~hllt 

! hlt\\! Ihe nttlll\o revoke 1I1Is :lulhorirJI1II)l1 al any lillie hy wrllmg 10 Ih.: pl"Il\'lder hSlet! helow IIIltelll S luudel':;1and Ihall IIl:1)' re \nke this llUlhuri;wlionexeepllt\ the cx.enr .har ;u':'lun ha:; 
atfl!lIdy been lakell based on 1111:; :mrhun r.:tllon 

Slgllln~ .II1S aUII\CJllr~1I1ol1 IS ~'o lunl;lr)' I IlIIderst:md .h:11 ~elH;rally my 'n:aunum, p:IPllCn!. cnrolllllCIll III a heallh plall, or dlglhllllY lor b.:uclils \\ ill 11111 ho: cunchllonal upon my 

;ul1hor'I~.:uion oJ'!lus dl ;Iosilre J IOIY.:\'er , I do IInucrSI;1I1d Ihal I 111:1)' he dem.:d lre; lI m':nl In stunc elfcumsl:mces if I tin II U' SI1!tI Ilus eun~elll 

[5. Nall1~- and i\ddr~s~ ~ r I'rov~l~r-o'-EnliIYI;;-I~ol~aso li,T,; I nl(,;;nnl i;1I1 : -­

~~y'uga Medical Center 101 Dates Qriv~J!!1.aca NY 1485o __ 
6, Name: nnd Address or Pe:rs(ln(s) (0 Whom this Informmion Will Be Disdo~e:d : 

e- ~ I (...~ ~e.~ - 1o"",ll"2 ~"""~ t(~"U:'lA\.f~ - 1-->' 
7 Purpose lor Re:le:asc lormatlon. J 

Information sharing between palt les to coordinate treatment and discharge plann ing. 

. nlCss pr~viuusly revoked by lIle, the spcci lic ini'nrm<l1ioJ1 below mny hI.: disclosl.:u from : 

' Ali hc.llh informal IOn (writlcn "nd oml), "ccpl: 

lInlil (, I \ r 11 
J/IISERT STAR.T IlATE INSI:kT EXI'IR,\TION IMTI: OR EVFNT 

Fo r the fo llowing to be included , indicate Ihe specific 
in fo rma tion 10 be disclosed :l nd in itial below, " lnformation to be Disclosed 

rI Records Irom alcohol/drug I"'alment programs M.L- f """'" ~ ~ Jv;.. ~ 12-( t I \ L. 
Sum mary of treatment, initial assessment, progress notes. trea tment 

[2j Clinical records from mc:ntal health programs· plan. treatment status/updates. and discharge plan , 

hlf HIV/AIDS-rolmcd Informalion 

9,.01-& I I " OJ , name of person signing fo rm : [0 . Authl)rilY lO sign nn behllll'oJ'pulj('!l1t : 

All items on this foml ililve been complctcd~y ljUcstillns'abnUllhis fi.mll h~ve been ~lIls\\'ercd ~1l H..I 1 h:lvc be!.!" provided;j cnp~ nrthc rOnll . 

II turc : I hloL-~ wn nl!~st.!d the cx!.!c ' Hl of III is ~luthoriza ti oJ1 :md sla t!.! that:J c.~()rY uf'th!.! signt,:J :lluhorizat ion wns 

Initials 

ici 10 Ihe I',,, ,cn l al1 Iho palie",', aUlhorized :preM.~~ \(I 
L~~-Cq _Aff7"c ---~----- ---

~::-:-=-: 'S /IIAMi! ANI) 'm.E SIGNATURE ,un --- _ .. ---
•

r .. _ ..• '-1- -r [XlI I 2557 d ..... ': a-I'p--~, I bY' [he NY~ Ornee orMcnlal1 leal[h a"d-~YS~;:~::;:;:-m ~'i:b:I:lIl: AbIL"W Services to perll"[ release uf 
rormrnayu<:ust:ulllp:t..:eo • an :>""C:I " • , fi ' IIIIV I d 

Ih IIIronnll tion. t lowe"cr, Ihi~ ronn dt)e~ nOI qilire heal! C;I Ilr~l\'illcN 10 release heallh infonl1at,lo,n: Alcl~tIOU~nzj: trealnlen\-rduh .. 'tIlllform:1!ton or eon luen'l:! ·r.: :\1e 
Ill rOflllll'ruu rete!lseu .hrough .his furm 1IlllS1 :1 t"complInie he required stnlemcnlS rell=,rdiulIllrotllblllOll 01 re-d lsclosurc 

0Note Inl'orll1:11ioo from menial health clinical records m;lY be rcle:l:;cul'llrsu:uu 10 Ihis :lllihori:t.llrion \0 lhe l)lInn::; Ideurili..!d herem who Iw\'e:I delilonSlmbtc Ileeulor thc utrOnl1;1l1ul1, 
Ilrovided Ihallhe d1:>closurc Will no. rC:lsontlbty bc .:xpcc.et! ttl hc dt:lrImenl:,llll thc pa.ietll or ;molhcr persun 

DOII·SOJJ (4111) 



------ -- ---- ---

Authorization for Release of Health Information (Includ ing Alcohol/Drug Treatment 

=liliilli~ilrnlrl~m~~~]~lmlmlllllllllllll~~~1 M'!ntal Health Information) and Confidential HIV/AIDS·related Information, 

~
a ANNE ROSE roale of BIrth Patient Identification Number 

. BLAYK,BONZE 
AOOOB279330B M000597460 

Pa 05/01/1956 60 F 
Ehmke,Cllfford BSU 202-01 

I. or my authorized representative, request that health infonnaUon regarding my care and treatment be released as set forth on this form . I understand thaI: 

1. This authorization may Include disclosure of information relating to ALCOHOL and DRUG TREATMENT, MENTAL HEALTH TREATMENT, and CONFIDENTIAL 

HIV/AIDS-RELATED INFORMATION only If I place my Initials on the appropriate line in item 8. In the event the health information described below includes any of these 

types of information, and I initial the line on the box In Ilem 8, I specifically authorize release of such information 10 Ihe person(s) indicated in Item 6. 

2. With some exceptions, health information once disclosed may be re-disclosed by the recipient. If 1 am authorizing the release of HIVIAIDS-related , alcohol or drug 

treatment. or mental heallh treatment information, the recipient is prohibited from re-disclosing such information or using the disclosed information for any other purpose 

without my authorization unless permitted to do so under federal or state law. If I experience discrimination because of the release or disclosure of HIV/AIDS-related 

information , I may contact the New York State Division of Human Rights aI1-888-392-3644 . This agency Is responsible for prolecting my rights. 

3. I have the right 10 revoke this authorization at any time by writing to the provider listed below in Item 5. I understand that I may revoke this authorization except to the 
extent that action has already been taken based on this authorization . 

4. Signing this authorization is voluntary. I understand that generally my treatment, payment, enrollment In a health plan , or eligibility for benefits will not be conditional upon 

my authorization of this disclosure. However, I do understand that I may be denied treatment in some cIrcumstances if I do not SIgn this consent. 

5. Name and Address of Provider or Entity to Release this nformation: 

infonnation below 

ro All health information (written and oral), except: 

For the following to be included, indicate the specific 
inf'9rnnation to be disclosed and initial below. 

Records from alcohol/drug treatment programs 

Clinical records from mental health programs' 

HIV/AIDS-related Information 

g. If not the patient , name of person signing form: 

Information to be Disclosed 

10. Authority to sign on behalf of patient: 

Initials 

items on this form have been completed, my questions about this form have been answered and I have been provided a copy of the form. 

SIGNATURE OF PATIENT ORR ESENTATIVE AUTHORIZED BY LAW 

ecution of this authorization and state that a copy of the signed 
the patient and/or the patient's authorized representative. 

J1/ M.o,.~ 'i .s #.;:';~~;;~s=;'~-::-=--''::::j."L~-':'=----,~!b.'J SIGNATURE 

ljl/!,] 

This form may be used in ace of DOH-2557 d as been approved by the NYS Office of Mental Health and NYS Office of Alcoholism and Substance Abuse Services to 

•

rmlt release of healt formation . Howev , t form does not require health care providers to release health information. AlCOhol/drug treatment-related Information or 
nfidenUal HIV-relal Information releas ough this form must be accompanied by the required statements regarding prohibition of re-disclosure. 

"Note: Information from mental health clinical records may be released pursuant to this authOrization to the parties identified herein who have a demonstrable need for 
the information. provided Ihat the disclosure wiU not reasonably be expected to be detrimental to the patient or another person. 

DOH-5032 (4111) 



• 

NE\" -
Authorization for Release of Health Information (Including AlcohoUDrug Treatment 

1I""lmH~IfJI~m~r~ItJiWll~i~lnl" IIIII "IIIIIII"tnd Mental Health Info rmation) and Confidential mV/AIDS-related Information, 

BLAYK , BONZE ANNE ROSE Po 
A00082793308 M000597450 
05/01/1955 50 F 
Ehmke,Clifford BSU 202-01 

Dille of Birth ntlcnlldentlficutlOn Number 

I, or my authorized representlltive. request that health inlonnntion regarding my care nnd treatment be released as scI forth on this lonn. I undcrsumd thilt: 

I. This nuthoriz.:lI ion may include disclosure of information relnting 10 ALCOHOL lind DRUG TREATMENT, MENTAL HEALTH TREATMENT, lind CONFIDENT IAL 

HIV/AID£.RELATED INFORMATION only if [ place my initials on the npproprinlc line in [!em 8, In the e vent Ihe health information described below includes lilly orlhcsc types o f 

informalion,llnd 1 initial the lille on the 00,'< in Item 8, [specifically authorize rcl l!ilSe ofsueh inrormlltion 10 the pcrson(s) indicated in Hem 6. 

2. With sOlne exceptions, health information once disclosed lIlay be re-disclosed by the rccipient. Ir I am nuthorizinH the release or lilVlAIDS-related, alcohol or dnlll lrel1llllent, or menial 

health treatment information, thc rccipicnl is proh ibited from re-uisclosing such information or using the disclosed informOltion for :uty other purpose without my Oluthoriz:uion unless 

pennitled to do so onder federal or state 1:1\\1. If] experience discri ntinntion because of the release or disclosure of HIVIAIDS-reinted information, I may contact the Ne\\l York State 

Division of Hllman Rishts at 1-888-392-3644. 111is a~cncy is re:!ponsible ror protecting my rights. 

3. I have the right to revoke this 3l1thoriz:uioll nt any timc by writing to thc provider listed belo\\l in hem S. I understand that llllay revoke th is nuthoril..1Iion except 10 the extent thnt Dotion hns 
already been taken based on this authoriz.1cion. 

4. Si,yling this Iluthorization is voluntOl ry. I understand limt gencrllJly my tl'lmlmcllt, pllyment, enrollment in n health plan. or eligibility fo r benefit:! will not be conditional upon my 

aUlhori:tmion of this disclosurc. How\:vcr,1 do undcrstOlnd Ihatl may be denied treatment in some circumstances if I do not sign this consent. 

5. Name and Address of Provider or Entity to Release this Information: 

rayuga Medical Center 101 Dates Drive Ithaca NY 14850 (ph:607-274-4304' f:607-274-4130) 
6. Name and Address of Person{s) to Whom this Information Will Be Disclosed : 

Nic\( te;'(Z\ 
7, Purpose fo r Release of Information:"'" 

Information sharing between parties to coordinate treatment and discharge planning, n~ 
8. Unless previously revoked by me, the speci lic information below may be disclosed from: ' 1/1-~ r ~ until IN~T {~~L ~~ OR EVENT 

dJ All health information (written and oral)1 except: 
INSERT START DATE 

For the following to be intluded, ind icate the specific • "7.i(~:,;.,," ~- ' - . -informa tio n to be disclosed and initial below. nformation to be Disclosed Initials 

y Records from alcohol/drug treatment programs 

rt Clinicnl records from mental health programs. J>. \-L 'O'M-~ 
0 HIV/AIDS-related Information 

9. Ifnot the patient, name of person signing form : 10. Authority to sign on behalf of patient: 

All items on thi s foml have been completed, my questions about this foml have been answered nnd I have been provided n copy of the t'onn. 

01 
SIQNATUREOF PATtE AUTI tORlZED BY LAW 

Witness Statement/Signature: I ha witnessed the execution of this authorization and stale that a copy of the signed authorization was 
provided to lhe patient and/or the patient's authorized representative, 

STAFF PERSON'S NAME AND TITLE SIGNATVItE - ----,----.. _-------- -------_._-
•

ThiS form mlly be used in plnee ofOOH-2SS7 nnd Ims becn approved by the NYS Office of Mcntnl Health and NYS Office of Alcoholism and SubsUlnce Abuse Services to permit release or 
health infomlation. However, this ronn does not require health cnrc providers to 1'Clens.., hcalth inrorm:uion. AteohoLldnlQlrcalment-ret3ted inrormation or confidential HIV·relntec1 
inromnlion released through this form must be accompanied by the required statements rc&nniing prohibition orrc·disclosure. 

·Note: Inrormation from mental health clinielll records may be released PUrsUllllt \0 this Iluthorizntio ll to the pan ics identified herci n who Imv\: II dcmonstrnbte !leed for lhl! inl'ornmlion, 
provided Ilutthe discltauro will not reasonnbly be cxp<:cteuto be detrimcntal to the pat ient or another person. 

DOH. 50)2 (4/t t) 



Au thorization for Release of Health Information (Including Alcohol/Drug Treatment 

::O~hl~~IiI~rmiuil~M"iJlllmlliillll"IIII"I"II"l llt Mental Health Information) and Confidential mV/AiDS-related Info rmation, 

Patte BLAYK, BONZE ANNE ROSE DatcofSuth atlt:nt IdenUficntion Number 

A00082793308 M000597460 
05/01/1956 60 F 
Ehmke,Clifford BSU 202-01 

I. or my authorized representative. reque.c;t thal health inlormation regarding my care and trealment be released as set forth on this lonn. I understand that: 

I. Thi, authorization may include disclosure of informnlion relatinJ;: 10 ALCOHOL ami DRUG TREATMENT, MENTAL HEALTH TREATMENT, lind CONFIDENTIAL 

HIV/AIDS-RELATED INFORMATION only if I place my initi:lls on the approprimc line in item 8. [n the e\'cnl lhe health infonmllion described below includes :lIIy of\hcse types of 

inrormnlion. nnd I initillithe linc on the box in Hem 8, I sp~cifica lly authorize relcase of stich infonnationto the person(s) indicmcd in Itcm 6. 

2. With lome exceptions, heal th infonnmion once disclosed Intly be re-discloscd by the recipienl. If I :lIn authorizing the release of HI VIA IDS-rein ted, alcohol or drug 'remlnent, or Inental 

hcalth tTcalmen! information, [he reeipicnt is prohibited from re-disclosing sllch informmion or usinglhe disclosed information for IIny other purpose without my authorizntion unlcss 

~rlnilled 10 do so under redel'lll or !It:tle law. If I c.xpcricm:c discrimination OOCO U!lC of the rclcl1!C or disclosure of HIVIAIDS-reialcd infofll1illion, I may contnctthe New York Stllte 

Division of Human Righls at 1-888-392-36<14. This ngency is responsible fOf prolecting my rights. 

3. [ have the right to revoke this authoriL'Ition at any time by writing to the provider listed below in Item S. I understand thm I may revoke this aUlhoriz.ation except to the extent lhal aclion Ims 
al ready becn taken based on this nUlhoril.lltion. 

4. Signing this oUlhOl'i:talion is volunt:lTy. I underst:lnd that !lcnernlly my Irei1tment, p.1ymen!. enrollment in a health pion, or eligibility for benefits will not be conditional upon my 

authorization of this disclosure , However, I do understand thnt lll1:ly Ix:: denied treatment in some eiremn:;tl!.t1CeS if I do not sign this consent. 

Release of Information: 
Info rmation sharing between parties to coordi nate treatment and discharge planning. 

Unless previously revoked by me, the specific information below may bt; disclosed from: 

J All health information (written and oral), excepL: 

( (~1((7 until zj"2-~ f Q. 
tNSERT EXPIRATION 0;,: OR EVENT INSERT START DATE 

For the following to be included, indicate the speci fic 
information to be disclosed a nd initia l below, 

Records from alcohol/drug treatment programs 

Clinical records from mental health programs. 

o HIV/AIDS-related Information 

9. Ifnol lhe patient . name of person sign ing form: 10. Authority to sign on behalf of patient 

All items on this Form have been completed. my question::; about this foml have been answered and I have been provided El copy of the foml. 

J~ 
. AlJTHORIZED DV LAW 

Witness Statement/Signature: I have witnessed the execution of this authorization and state that a copy of the signed authorization was 
provided to the patient and/or the patien t' s authorized representative. 

STAFF PERSON'S NAME AND TITLE SIGNATURE 

Initials 

•

·5 form may be used in place ofOOH-2SS7 and has bccn approved by the NYS Office ofMentnl Health and NYS Office of Alcoholism and Substllnce Abuse Services 10 permit releasc or 
.Ih infonnotion. However. Ihis fonn doe:lllol require health Ctlrc provitleu to relense hcnlth infonnnt ion. ALcohoVdrug treatment-relnted infornllUioli or con£idclltinl HIV-relntcd 

Information relcased through this fo nn must be accompanied by the required statelllent5 rcgilrding prohibi tion of ro-disclosure. 

*Note: Infonnation &om mental health clinical reeords mny be relcased pununnt to this aUlhorizatioli lO the part ies identified herein who have II dcmonstrllble need for the informulion, 
provided that the disclosure will not reasonably be expected 10 be delrimenti1lto the paTient or another persOIi. 
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