
Authorization for Release of Health Information (Including Alcohol/Drug Treatment 
~lIlfnnrrIlIT rlilmrn l~mlmlllllll ll l llll l ll lll lmlll l ' \'Iental Health Information) and Confidential HIV/AIDS-related Information 

BLAYK , BONZE ANNE 
A00088571823 
05/01/1956 62 

ROSE 
M000597460 

Eh~ke , Clifford BSU 202 - 01 

Date of Birth alieni IdentifICation Number 

[ 
1 1I"~~""""'''''''''.!!' ·''' ·'''' ·''' ·e.' ',,"e.'''!!'',,',,' "","","",":,:".::"'::'.:..' '.:.."' .. ' .... , __________ _________________________ -' 

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

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

HIVlAID$-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, I specifICally authorize release of such information to the person(s) indicated in Item 6. 

2. With some exceptions, health information once disclosed may be re4sclosed by the recipient. If I am authorizing the release of HIVlAIOS-related, alcohol or drug 

treatment, or menial 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 permined to do so under federal or slate law. If I experience discrimination because of the release or disclosure of HIV/AIDS-related 

information, I may contact the New Yort!; State Division of Human Rights at 1-888-392-3644. This agency is responsible for protecting my rights. 

3. t have the right to revoke this authorization at any time by writing to the provider listed below in Item 5. I understand thaI t may revoke this authori7.ation excepl 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 heanh plan, or eligibility for benefits will not be conditional upon 

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

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

T ompkins County M enta l H ealth C lin ic, 201 East G reen St, Ithaca, NY 14850 

o. Name and Address of Person(s) to W hom this Information Will Be Disclosed: 

Cayuga M edical Center , I OI D ates Drive I t haca, NY 14850 

7. Purpose for Release of Information: Information sharing between parties to coord inate treatment and discharge plann ing 

8. Unless previously revoked by me, lIle speCific information below may be disclosed from: 09/19118 until 09119119 
INSERT START DATE INSERT EXPIRATION DATE OR EVEI'lT 

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

For the following to be included, indicate the specific 
Information to be disclosed and initial below, InformatiQJl. to.be Disciosed'i Initials 

o Records from alcohoVdrug treatment programs 

'if. Clinical records from mentat heatth programs' 
If n. ~),.,) 
1\1-1 '!/.-:> 

I/J HIV/AIDS-related tnformation 

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

thiS form have been completed, my questions about thiS form have been answered and I have been prOVided a copy of the form. 

TATIVE AUTHORIZED BY 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 patient's authorized representative. 

S Q • .c~ lRN S R Qe.-i-h.tg, f4J 
STAFF PERSON'S NAME AND TITLE SIGNA1'URE 

This form may be used in place of DOH-2SS7 and has been approved by the NYS Office of Mental Health and NVS Office of Alcoholism and Substance Abuse Services to 
permit release 01 health Information. However, this form does not require health care providers 10 release health information. AlcohoVdrug treatment-related information or 
confidential HIV-related Information released through this form must be accompanied by the required statements regarding prohibition of re-disctosure. 

·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-SOJ2 (4/1 1) 



Authorization for Release of Health Information (Including Alcohol/Drug Treatment 
NEI"V~, ij~, lffiT, mi,,~m,'~, i1Jlr1~ti1Q~~EAlTH and Mental Health Information) and Confidential HIV/AIDS·related Information 
- 1111111 111 11 11 11111 11111 ""1111111111' 11 11' 1111' II!II "111 '"" "' 

l
" BLAYK , BONZE ANNE ROSE 

A0008857182 3 M000597460 
05/01/1956 6 2 '" 

~ Eh mk e , Clifford a s u 2v2 - 01 

. , ...... ,. " .. ... ..... -•... ' . , ..... . ... " -.... . ., , . .. . .. ... . . 

Dale of Birth alieni IdentifICation Number 

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

1. This authorization may Include disclosure of informal ion relaUng to ALCOHOL and DRUG TREATMENT, MENTAL HEALTH TREATMENT, and CONFIDENTIAL 

HrVlAIDS·RELATEO 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, I 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 I am authorizing the release of HIVIAIDS-relaled, 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 I experience discrimination because of the release or d isclosure of HIVlAIOS-related 

information, I may contact the New York State Division of Human Rights at 1.a88-392-3644. This agency is responsible for protecting my rights. 

3. I have the right to revoke this authorization at any time by writing 10 the provider listed below in Item 5. I understand that I may revoke this authorization except 10 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, Of 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 1 do not sign this consent. 

5. Name and Address of Provider or Entity to Release this Information: 
Cayuga Medical Center, 1 01 Dates Drive Ithaca, NY 14850 

Name and Address of Person(s) to Whom this Information Will Be Disclosed: 
Tompkins County Menta l Health Clinic, 201 East Green St, Ithaca, NY 14850 

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

until 09/19/19 8. Unless previously revoked by me, lIle specific information below may be disclosed from: ",O~9/~1;i'9'i/1;:;8"","=,, _ _ _ 
iNSERT START DATE INSERT EXPIRATION DATE OR EVENT 

o All health infonnation (written and ora l). except: 

For the following to be included, indicate the specific ,- ------------------, .. -------,,-----.1 
Information to be disclosed and initial below.I _________ .II.II'lnfco"," .Iillma"'ti·"'coun'..., t(O~be"-"D"'is"C"'lo,.s"'e"dl,' .... ______ t---'I""'ni·tti"'a"'I!S'_..., 

o Records from alcohoVdrug treatment programs 

'\' Clinical records from mental health programs· 

0:1' HIV/AIDS·related Information 

9. If not the patient , name of person signing (orm: 

-
10. Authority to sign on behalf of patient: 

All 5 n thiS form have been completed, my questions about thiS form have been answered and I have been prOVided a copy of the form. 

[O(()It~ 
~n 

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 andlor the patient's authorized representative. 

STAFFPERSO~t ~tLE SI~RP ( ±b 1, RJ ~9ll 5 I \ ~ 
This form may be used in place of DOH-2557 and has been approved by the NVS Office of Mental Health and NVS 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. AlcohoUdrug treatment-related infonnation or 
confidential HIV-related information released through this form must be accompanied by the required statements regarding prohibition of re-disdosure. 

·Nole: Information from menial health clinical records may be released pursuant to this authorization 10 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 

11 111111 1111 11 11 11111 1111111111111111111111111111111111111 111 11111 111 

BLAYK ,BONZ E AN NE ROS E 
A00088571823 M0005 9 74 6 0 

Dale of Birth r atient IdentifICation Number 

05/01/1956 62 F 
Ehmke , Clifford BSU 202 - 01 

I, or my authorized representative, request thai heanh infonnation regarding my care and treatment be released as set forth on this fonn. I understand that: 

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

HIV/AID$-RELATEO 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, I specifICally authorize release of such information to the person(s) indicated in lIem 6. 

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

treatment, or mental health treatment information, the recipient Is prohibited from re-disclosing such information or using the disclosed informaUon for any other purpose 

without my authorization unless permitted to do so under federal or slate 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 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. 1 understand thai I may revoke this authorization except to the 
extent that action has already been taken based on this authonzation. 

4. Signing this authorization is voluntary. I understand that generally my treatment, payment, enrollment in a health plan, or eligibility for benefrts 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 th is Information: 

Cayuga Medica l C enter, 101 Dates Driv e Ith aca, NY 14850 

5. Name and Address of Person(s) to Whom this Infonnation Wi ll Be Disclosed: 

D r. B reiman, Family Medical A ssociates 

7. Purpose for Release of Infonnation: Infonnation sharing between parties to coord inate treatment and discharge p lanning 

8. Unless previously revoked by me, the specific inlormation below may be disclosed from: 09/19/18 until 09/19/19 
INSERT START DATE INSERT EXPIRATION DATE OR EVENT 

o 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 Discloseri11 Initials" 

o Records from alcohoVdrug treatment programs 

~ Clinical records from mental health programs' 'tMQ 
7/ 

ttJ HIV/AIDS-related Information 

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

n thiS form have been completed , my questIOns about thIS form have been answered and I have been prOVIded a copy of the form. 

Sl 

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

k C\ , ;:yzation was provided to the patient and/or5d;t'~~b~res;z:ti;e . JOf Is ... (~ 
STAFF PERSON'S NAME AND TITLE SIGNATURE \: 1)oI"ll! 

This form may be used In place of DOH-2557 and has been approved by the NVS OffICe 01 Mental Health and NVS 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. AlcohoUdrug treatment-related Information or 
confidential HIV-related information released through this form must be accompanied by the required statements regarding prohibition of re-disclosure. 

ONate: Informatlon from mental health cl inical 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 10 be detrimental to the patient or another person. 

DOH·5032 (oiI11 ) 



Authorization for Release of Health Information (Including Alcohol/Drug Treatment 

;;'EW lij~Mlm~ ~im~I~11~lmm~~ 1 1 11 1 11 1II~m Mental Health Information) and Confidential HIV/AIDS·related Information 

~ 
BLA YK , BONZE ANNE ROSE Dale of BIrth PatIent IdentifICation Number 

A00088571823 M800597460 
F 05/0111956 62 F 

Ehmke , Cllfford BSU 202 -01 
11 1111111111 1111111111 111111111111111111111 111 111 1111111111 111 11111 111 

I, or my authorized representative, request that health infonnation regard ing my care and treatment be released as set forth on this fonn. I understand that: 

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

H1V/AIOS·RELATED INFORMATION only if 1 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 initiai lhe line on the box in Item 8, I specifically authorize release of such informatjon to the person(s) indicated in nem 6. 

2. With some exceptions, health information once disclosed may be re-disctosed by the recipient. If I am authorizing the release of HIVlAIDS·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 permiHed 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 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. 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 Information: 

Dr. Breiman, Fami ly Medical Associates 

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

Cayuga Medica l Center, 10] Dates Drive Ithaca, NY 14850 

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

8. Unless previously revoked by me, the specific information below may be disclosed from: 09/19/18 until 09/19/19 
INSERT START DATE INSERT EXPIRATION DATE OR EVENT 

o 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 Disclosedll Initials 

P Records from alcohol/drug treatment programs 

rx. Clinical records from mental health programs' (~~, 
P HIVIAIDS-related Information 

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

thiS form have been completed, my questions about thiS form have been answered and I have been proVided a copy of the form. 

'nL---.Q 
Sl ESENTATIVE AUTHORIZED BY 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 andlor the patient's authorized representative. 

S ~ C\ \ RAJ :> Q Q ~ " ~({ 
STAFF PERSON'S NAME'ANO TITLE SIGNATURE , 

[01 Is {{? 
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. 

°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·S032 (4/ 11) 


