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BLAYK, BONZE ANNE ROSE
Clifford Ehmke MD

F 60
DOB 05/01/1956

et To Release Medical Infommattion to Desigabed Caregiver

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 #

.lationship to Patient

Spouse O significant Other
[ Parent (0 Legal Guardian

[ Friend O other (specify)

[ sibling
[ Neighbor
[ child

Caregiver Address

Patient or Legal Guardian Signature

Date/Time

'\MA‘ \/)(

\ ;
Pt 2063

Caregiver Designation Change

Name of caregiver being removed

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.

Patient or Legal Guardian Signature

Date/Time

[AURRRC A
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. Authorization for Release of Health ;n(t:'ormation (Including Aleohol/Drug Treatment
NEW YORK STATF " iesT o al Health Information) and Confidential HIV/AIDS-related Information
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Patien Date of Birth [Patient Identification Number
K,BONZE ANNE ROSE

A00082793308 MoOoo
L. 597
Patient Address 05/01/1956 60 ’ 42'0

Ehmke, Cliff
| RRIRIL 180 W) g lﬁartgl lmﬁlsru 1 o

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

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 Item 8, [ specifically authorize release of such information to the 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 HIV/AIDS-related, alcohol or drug treatment, or mental
health treatment information, the recipient is prohibited from re-disclosing such information or using the disclosed information for any other purpose without my authorization unless
permitied to do so under federal or state law. If T experience discrimination because of the release or disclosure of HIV/AIDS-related information, I may contact the New York State

Division of Human Rights at 1-888-392-3644, This agency is responsible for protecting my rights.

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

4. Signing this authorization is voluntary. [ 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 Information:

[Tompkins County Mental Health Clinic, 201 E. Green St., Ithaca, NY 14850 (ph:607-274-6200; f:607-274-6224)
6. Name and Address of Person(s) to Whom this Information Will Be Disclosed:

Cayuga Medical Center, 101 Dates Drive, Ithaca, NY 14850 (ph:607-274-4304; £:607-274-4130)

7. Purpose for Release of Informa.tion: ) ) ) .
Information sharing between parties to coordinate treatment and discharge planning.

until OZ/OQ//é

INSERT START DA’ INSERT EXPIRATION DATE OR EVENT

.8. Unless previously revoked by me, the specific information below may be disclosed from:

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

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

S

llnfozmatlo_“-tobeblsclosedl__-' ; ; ‘l &

hE

O Records from alcohol/drug treatment programs

Summary of outpatient treatment, initial assessment, progress notes,
[ Clinical records from mental health programs*  [lab work, medications, treatment plan, and treatment status/updates. % P\?—b

[0 HIV/AIDS-related Information

9. If not the patient , name of person signing form: 10. Authority to sign on behalf of patient:

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

SIGNATURE 7F PATIENT OR REPRESENTATIVE AUTHORIZED BY LAW “DATE

Witness Statement/Signature: I have witnessed the execution of this authorization and state that a copy of the signed authorization was
}ﬁ,ﬁded to the patient and/or the patient’s authorized representative.

[l fZ/m [ I ﬂﬂ 2 dZ/O‘i/HL

STAFF PERSON'S NAME AND TITLE SIGNATURG DATE
This form may be used in place of DOH-2557 and has been approved by the NYS Office of Mental Health and NYS Office of Alcoholism and Substance Abuse Services to permit release of
health information. However, this form does not require health care providers 1o release health information. Alcohol/drug treatment-related information or confidential HIV-related
information released through 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 demonsirable need for the information,
provided that the disclosure will not reasonably be expected to be detrimental to the patient or another person.

DOH-5032 (4/11)




Authorization for Release of Health Information (Including Alcohol/Drug Treatment
NEW YORK STATE DE® ' and Mental Health Information) and Confidential HIV/AIDS-related Information
e AT Ot e

T eess—

Patient Name BLAYK, BONZE ANNE ROSE Date of Birth Patient Identification Number
A00082793308 M000597460
05/01/1956 60 F

Ehmke,Clifford Bsy 202-01

Patient Address

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

Ao o

. This authorization may incl isclosure 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 ltem 8, | specifically authorize release of such information to the person(s) indicated in Item 6.

(¥}

. With some exceptions, health information once disclosed may be re-disclosed by the recipient. If I am authorizing the release of HIV/AIDS-related, alcohol or drug treatment, or mental
health 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 | experience discrimination because of the release or disclosure of HIV/AIDS-related information, I may contact the New York State
Division of Human Rights at 1-888-392-3644. This agency is responsible for protecting my rights.

w

I'have the right to revoke this authorization at any time by writing to the provider listed below in Item 5. 1 understand that | may revoke this authorization except to the extent that action has
already been taken based on this authorization.

S

- Signing this authorization is voluntary. ] 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 | 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:

Cayuga Medical Center, 101 Dates Drive, Ithaca, NY 14850 (ph:607-274-4304; 1:607-274-4130)

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

Tompkins County Mental Health Clinic, 201 E. Green St., Ithaca, NY 14850 (ph:607-274-6200; f:607-274-6224)

7. Purpose for Release of Information: )
Information sharing between parties to coordinate treatment and discharge planning.

8. Unless previously revoked by me, the specific information below may be disclosed from: 6 [ until 02 / Oq’/ / Q

INSERT START D. INSERT EXPIRATION/DAT! EVENT
0 All health information (written and oral), except:
For the following to be included, indicate the specific S N o e O A i
information to be disclosed and initial below.  Information tobe Disclosed = = i

Records from alcohol/drug treatment programs

O
Mental health evaluation, History & Physical, psychosocial, progress
[ Clinical records from mental health programs* notes, lab work and status of inpatient treatment. 6\’\
\.___/

[ HIV/AIDS-related Information

9. If not the patient , name of person signing form: 10. Authority to sign on behalf of patient:

All 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.

sonz {lanke 02/ I

SIGNATURE OF P\tTIENT OR REPRESENTATIVE ALIFHORIZED BY LAW DATE

Witness Statement/Signature: | have witnessed the execution of this authorization and state that a copy of the signed authorization was
provided to the patient and/or the patient’s authorized representative.

TRy .‘ {2& Z% 02 09//

This form may be used in place of DOH-2557 and has been approved by the NYS Office of Mental Health and NYS Office of Alcoholism and Substance Abuse Services to permit release of
health information. However, this form does not require health care providers to release health information. Alcohol/drug treatment-related information or confidential HIV-related
information released through this form must be accompanied by the required statements regarding prohibition of re-disclosure.

STAFF PERSON’S N

*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 that the disclosure will not reasonably be expected to be detrimental to the patient or another person.

DOH-5032 (4/11)




Authorization for Release of Health Information (Including Alcohol/Drug Treatment
NEW YORK STATE DEPARTMENT OF HEALTH and Mental Health Information) and Confidential HIV/AIDS-related Information
—_-_—_“l
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BONZE ANNE ROSE
AOOOB"793303 M000597460

I— 05/01/1956 60 F
Ehmke Cllfford BSU 202 01

. or my authorized representative, I‘quIL'il [h at health § information regarding my care and treatment be released as set forth on this form, 1 under

Patient Identification Number

rstand that
This authorization may include disclosure of information relating to ALCOHOL and DRUG TREATMENT, MENTAL HEALTH TREATMENT, and CONFIDENTIAL

HIV/AIDS-RELATED INFORMATION only if | place my mitials on the appropriate ling in item 8, In the event the health information described below includes any of these types of

information, and [ initial the line on the box in Ttem 8, | specifically authorize release of such information to the person(s) indicated i ltem 6,

[

With some exceptions, health information once disclosed may be re-disclosed by the recipient. If [ am suthorizing the release of HIV/AIDS-related, aleohol or drug trestment, or mental

health treatment information, the recipient 18 prohibited from re-disclosing such information or using the diselosed information for any other purpose without my suthorization unless
permitted to do so under federal or state liw, 171 experience discrimimation beeause ol the release or disclosure of TIV/AIDS-related information, | may contact the New York State

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

w

I have the right 1o revoke this authorization at any time by writing to the provider listed below in lem 5. 1 understand that | may revoke this authorization except to the extent thit action has
already been taken based on this suthorization

&

Signng this authonization is voluntary. | understand that generally my treatment, payment, enrollment in a health plan, or cligbility tor benefits will not be conditional upon my

authorization of this di. Alosure. However, | do understand that | may be denied treatment in some circumstances i 1 do not sign this consent

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

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

_\:k\u\f— 6&(:} \:\n) (90_-51-3}“(-'\'?\,{ p\u\\'ﬂ\ g.-o\ é lrren, S'f \fﬂ'\o\f_c\ N" \Df‘ss\’
tornmlmn

Cayuga Medical Center, 101 Dates Drive, Ithaca, NY 14850 (ph:607-274-4304; {:607-274-4130)

7. Pu urpose [or Release o
lntormnlmn sharing bctwu,n pames to coordmalc treatment and dre.charm. p]anmtw

.nlcss previvusly revoked by me, the specific information below may be disclosed from: 7,-/ ’ | ’_] until G / | [ 17

INSERT START DATE INSERT EXPIRATION DATE OR EVENT

{Al! health information (written and oral), except:

For the following to be included, indicate the specific AR R b ) y
information to be disclosed and initial below. . “Information to be Disclosed Initials

ﬂ Records from alcohol/drug treatment programs Pﬂu’ ‘P o W a\ﬁ’\‘(_,_ lZ( \ / \ L 60’\?\%

Summary of treatment, initial assessment, progress notes, treatment

[4  Clinical records from mental health programs*  |plan, treatment status/updates, and discharge plan. X 6&2{\5
HIV/AIDS-related Information
v ' A Lom M \2) 16
9 afrmtcteespatient, namce of person signing form: 10. Authority to sign on behall of patient:

Boare Anne @5 B\aﬂk ~ ‘(\Jm\g./\‘t—

All items on this form have been completedThy questions about this form have been answered and | have been provided o copy of the form.

(e o | I FAVAY

SIGNATURE OF PATIENT OR REPRESENTATIVE AUTHORIZED BY LAW n

Witness St i . itness xecywon of this authorization and state that a copy of the signed authorization was
i the patient’s authorized rcnrcaxlu!ivc. \/

srcm.\'ruﬁ" pam

lbrm may be used in place of DOH-2557 and has : 1 by the NYS Office of Mental Health and NYS Office of Alcoholism and Substance Abuse Services 1o permit release of
: I
h information. However, this form does not, providers to release health information. Alcohol/drug treatment-related information or confidential HIV-related

information released through this form must p€accompanied by The required statements regarding prohibition ol re-disclosure

*Note: Information from mental health clinical records may be released pursuant to this authorization to the partics identificd herein who have o demonstrble need for the iformation,
provided that the disclosure will not reasonably be expected t be detrimental to the patient or another person.

DONH-5032 (4/11)




T

Authorization for Release of Health Information (Including Alcohol/Drug Treatment
NEW YORK sms Mental Health Information) and Confidential HIV/AIDS-related Information

BLAYK BONZE ANNE ROSE Date of Birth Patient Identification Number
A00082793308 M000597460
Pa 05/01/1956 60 F

Ehmke,Clifford BSU 202-01

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

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

With some exceptions, health information once disclosed may be re-disclosed by the recipient. If | am authorizing the release of HIV/AIDS-related, alcohol or drug
treatment, or mental heaith treatment information, the recipient is prohibited from re-disclosing such information or using the disclosed information for any other purpose
without my autherization unless permitted to do so under federal or state law. If | experience discrimination because of the release or disclosure of HIV/AIDS-related
information, | may contact the New York State Division of Human Rights at 1-888-392-3644, This agency is responsible for protecting my rights.

N

w

.| 'have the right to revoke this authorization at any time by writing to the provider listed beloew in ltem 5. | understand that | may revoke this authorization except to the
extent that action has already been taken based on this authorization.

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

my authorization of this disclosure. However, | do understand that | may be denied treatment in some circumstances if | do not sign this consent.

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

Nk Ev.ﬂ; "Toovorn S (o Mgwie | Wealda = 251 £ Green St oraa N B

6. Name and AddreSs of Person{(s) to Whom this [dformation Will Be Disclosed:

Canwge Pednca\ Lentev Yo ( PDares OVNQ# hhaca t\l\j \4%59

T Purp/o&e/for Release of Information:
\nFrersidion (pacing betueln ,par\xc&

Unless previously revoked by me, the specifi€ information below may be disclosed from: /L-( y /Y until ? [\ ‘ \'r‘l
| SERT START DATE INSERT EXPIRATION DATE OR EVENT

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

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

Records from alcohol/drug treatment programs | A 1 sor~ Qo™ dadte_ &}\Q‘\q)

Eﬁ Clinical records from mental health programs* AL g“a SR J\K‘TQ- %Mj
d HIV/AIDS-related Information

(S0 ’F’(‘I"“\ Svanrk &“t;‘_(-" g%

9. If not the patient , name of person signing form: 10. Authority to sign on behalf of patient:

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

Cnza Jan ) 2L

SIGNATURE OF PATIENT OR REBRESENTATIVE AUTHORIZED BY LAW DATE

nessed the execution of this authorization and state that a copy of the signed
1S proy' tg'the patient and/or the patient’s authorized representative.

P /)]W‘ Mog-+Hhard \(@""'DA.S

SIGNATURE DATE

rmit release of healthhformation. Howeve form does not require health care providers to release health information. Alcohol/drug treatment-related information or
nfidential HIV-related information released through 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 that the disclosure will not reasonably be expected to be detrimental to the patient or another person.

DOH-5032 (4/11)

IThls form may be us?@ce of DOH-2557 3 as been approved by the NYS Oche of Mental Health and NYS Office of Alcoholism and Subsiance Abuse Services to




Authorization for Release of Health Information (Including Alcohol/Drug Treatment
N-E\" “"mm" m]mﬂmmmﬂmm Wﬂm il "]l”'ﬂ Imand Mental Health Information) and Confidential HIV/AIDS-related Informatmu{

= 23‘3‘;{;{5 JONZE ANNE ROSE Date of Birth Patient Identification Number
793308 M0005974
. 05/01/1956 60 ;O
% Ehmke,Clifford BSU 202-01

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:

. This authorization may include disclosure of information relating to ALCOHOL und DRUG TREATMENT, MENTAL HEALTH TREATMENT, and CONFIDENTIAL
HIV/AIDS-RELATED INFORMATION only if | 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 [ initial the line on the box in Item 8, | specifically authorize release of such information to the person(s) indicated in Item 6.

[

. With some exceptions, health information once disclosed may be re-disclosed by the recipient. If I am authorizing the release of HIV/AIDS-related, alcohol or drug treatment, or mental
health treatment information, the recipient is prohibited from re-disclosing such information or using the disclosed information for any other purpose without my autherization unless
permitted to do so under federal or state law. 1f'1 experience discrimination because of the release or disclosure of HIV/AIDS-related information, | may contact the New York State

Division of Human Rights at 1-888-392-3644, This agency is responsible for protecting my rights.

w

- Fhave the right to revoke this authorization at any time by writing to the provider listed below in Item 5. I understand that [ may revoke this authorization except to the extent that action has
already been 1aken based on this authorization.

=

. Signing this authorization is voluntary, 1 understand that generally my treatment, payment, enrollment in a health plan, or eligibility for bencfits will not be conditional upon my

authorization of this disclosure. However, | do understand that | may be denied treatinent in some circumstances if 1 do not sign this consent,

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

Cayuga Medical Center, 101 Dates Drive, Ithaca, NY 14850 (ph:607-274-4304; £:607-274-4130)
6. Name and Address of Person(s) to Whom this Information Will Be Disclosed:
Nick Pexa
7. Purpose for Release of Information— ‘
Information sharing between parties to coordinate treatment and discharge planning,. a W

§. Unless previously revoked by me, the specific information below may be disclosed from: l/ 7,7) I \"] until 7- / ' l’(
INSERT START DATE INSERT EXPIRATION DATE OR EVENT

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

For the following to be included, indicate the specific "

{nia T TNTGOUSTIRIC e TR : Al
information to be disclosed and initial below. T Wl o nformation to be Disclosed Initials

9 Records from alcohol/drug treatment programs

é Clinical records from mental health programs* 1& \___l,_ %*\Q@

[ HIV/AIDS-related Information

9. If not the patient , name of person signing form: 10. Authority to sign on behalf of patient:

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

A 6laat {(231(T

SIGNATURE OF PATIENT OR mn.ssem:? AUTHORIZED BY LAW OATE

Witness Statement/Signature: | haye witnessed the execution of this authorization and state that a copy of the signed authorization was
provided to the patient and/or the patient’s authorized representative.

STAFF PERSON'S NAME AND TITLE SIGNATURE DATK

- L vy LT remr—— . B s e o e )

.This form may be used in place of DOH-2557 and has been approved by the NYS Office of Mental Health and NYS Office of Alcoholism and Substance Abuse Services to permil release of

hiealth information. However, this form does not require heaith care providers to relense health information. Aleohol/drug treatment-related information or confidential HIV-related
information released through this form must be accompanied by the required statements regarding prohibition of re-disclosure.

*Note: Information from mental health clinical records may be relensed pursuant to this authorization to the partics identified herein who have a demonstrable need for the information,
provided that the disclosure will not reasonably be expected to be detrimental to the patient or another person.

DOH-5032 (4/11)




Authorization for Release of Health Information (Including Alcohol/Drug Treatment
NEW YOﬂnlimﬁllEPARTMENT OF HEALTH and Mental Health Information) and Confidential HIV/AIDS-related Information

N

Patie BLAYK, BONZE ANNE ROSE Date of Birth Patient Identification Number
A00082793308 M000597460
Patie 05/01/1956 60 F

Ehmke,Clifford BSU 202-01

1. or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form. 1 understand that:

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 | initial the line on the box in ltem 8, | specifically authorize relense of such information to the person(s) indicated in ltem 6.

=

With some exceptions, health information once disclosed may be re-disclosed by the recipient. 1f 1 am authorizing the release of HIV/AIDS-related, alcohol or drug treatment, or mental
health 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 [ experience discrimination because of the release or disclosure of HIV/AIDS-related information, | may contact the New York State

Division of Human Rights at 1-888-392-3644. This agency is responsible for protecting my rights,

w

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

&5

- Signing this authorization is voluntary. | 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, | do understand that 1 may be denied treatment in some circumstances if [ do not sign this consent.

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

Nick  Beroy

6. Name and Address of Person(s) to Whom thisInformation Will Be Disclosed:

Cayuga Medical Center, 101 Dates Drive, Ithaca, NY 14850 (ph:607-274-4304; :607-274-4130)

7. Purpose for Release of Information: .
Information sharing between parties to coordinate treatment and discharge planning.

.. Unless previously revoked by me, the specific information below may be disclosed from: [ [ 7’3 [ [7 until 2{1’? / O

i INSERT START DATE INSERT EXPIRATION DATE OR EVENT
All health information (written and oral), excep:

For the following to be included, indicate the specific e o T A . : ’
information to be disclosed and initial below. | o0 Information to be Disclosed Initials

l:[), Records [rom alcohol/drug treatment programs

é Clinical records from mental health programs* P\\,[/ AQB

[0 HIV/AIDS-related Information

9. If not the patient , name of person signing form: 10. Authority to sign on behalf of patient:

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

q;mz% Newt - 1[R[ ¢
SIGNATURE OF PATIENT OR I‘RESENTAT T AUTHORIZED BY LAW PATE =

Witness Statement/Signature: | havc witnessed the execution of this authorization and state that a copy of the signed authorization was
provided to the patient and/or the patient’s authorized representative.

STAFF PERSON'S NAME AND TITLE SIGNATURE DATE

e i e 4

is form may be used in place of DOH-2557 and has been npprovcd by the NYS Office of Mental Health and NYS Office of Alcoholism and Substance Abuse Services to permil release of
sth information. However, this form does not require health care providers to release health information. Alcohol/drug treatment-related information or confidential HIV-related
information released through 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 (o this authorization to the parties identified herein who have a demonstrable need for the information,
provided that the disclosure will not reasonably be expected 1o be detrimental to the patient or another person.

DOH-5032 (4/11)




