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Authorization for Access to Patient Information 
Through a Health Information Exchange Organization 
New Yo~k State Department of Health 

Donobue,Benjami F 

Patient. Name: Other Names Used {e.g., t1aiden Namel: Date of Birth: 

I reques t that health information regarding my care and treatment be ac~essed as set forth on this form . I can 
choose whether or not to allow Cayuga Area Plan, Inc '~CAP~J and the physicians, physicicn practices, and hospitals 

participating in CP.P (see http://www.CAPNY.ccm for f~ll 1istl to obtain access to my medical records through the 

health information e:~change organi2:ation called He~lth.COflnections. If I give. consent, my medical records from 

different places where I get health care, can be accessed using a statewide computer netwo: l:. 

Health.Connections is a not-for-profit organization that shares information about people's health electronically 

.!:"Id meets the privacy and security standa:ds of HIPAA and Ne,,' Yo:k State La\~. To learn more \'isit 

He~nnK~ H~bsite at httD:llhealthe~onnections.or9' 

lly information may be accessed in the event of an emergency, unless 

tlhich states that I deny consent e.·Jen in a e;ciical emergency. 

complete this fom and chec~: be:.: 113, 

The choice I make in this fo~ will NOT affect my ability to get medical care. The choice I make in this 

fo~ does NOT allow health insurers to have access to oy information for the purpose of deciding 

whether to provide me with health insurance coverage or pay my me~cal bills:. 

My con.SElE'l.t Cho:i.ce. ONE bo:: is ched:!!d to t.he left of r.ly choice. 

I can fil:l out this form now or in the future. 

~ I c~n also change my decision at any tim9 by completing ~ new for~. ill 1. I GIVE CONSENT for Cayuga Area Plan, Inc: ("CAP") and th~ ph~'sici3ns, physician practices, 

and hos!Jitals participating in CA? (see http://~Mw.Cfo.PNY . cOQ for !ull list) 

to aceess ALL of my electronic health information 

through Hei!th.,<:onneaions to provide health ca:-e services (including emergency care). 

02. I DEN'I CONSENT EXCEPT IN A MEDICAL ~GENCY for Cayuga Area Plan, Inc. 

("o'P") and the physicians, physician practices, and hospitals pa.rticipating 

in C~P (see htto:llwww . CAPNY.com for ful l list) to access my elect ronic 

health information through Hl"althcConnI!Cl~I"S. 

D 3. I DENY CONSENT for Cayuga Area Plan,Inc ("CAP") and the physicians, physician pr . .!ctices, 

and hospitals participating in Cfl.P (see htto:/Iwww.CJI.PNY.com for full list I 

through Hearth..ConneaiCM for any pu!'pose, even i., a medical C!01!e!'gency. 

If I want to deny consent for all Pro.·icier Organizat ions and !-!ealth Plans participating in Healttt.COnneaion" to 

acc~ ss my ~lectronic health information t.hrocgh He.1lltJl.Connectiot'ls , I ::lay do so by '/isiting Health<Connectmns 

websj te at http://heal theeonn~ctions. ora 0: calling Health.-Conr'lectioos at 315. 671. 2~41 :-::5. 

Hl' quesdons about t.his torm ha ve been ans~lered and I have been !lrovided with 5 c0!lY of this form. 

Signature ot Patient or Patient's Leg&! Rep::esentat:ive: Dat:e: 

\~\\S\\'C Mh.'1. O'-A.t:. 

, , 

Print Name of Lega~~epresentative lif applicable] : Relationship of Legal Representative to Patient lif ap?licable]: 

[oOil-(6/lol) IIIIIIIIIIIIII~IIIIIIIIIIIIII 



Details about the i:1formatio~ accessed throc:qh Heah.h..conn(!t1ions and t he consent procass: 

1. Bow Your Infotr.lation ~.ay be Used: ':'ou :: e!e:c t ::o:lic het.lth bEormation .,.;111 be '.Js;;? only !:or r.ha following healthca re 

s ervices : 

Treatment Services: :'::o', i de you with medical treatment and rel ated services. 

Insurance Eligibility Verification: Cneel: "'Ihether you ha ve health lns~ra:lce :!.!'Id ~r.<it i t covers. 

Care Management Activities: These i n=!ude ass:sting you in obtaini ng a9?~op: i~ te ~edical ca:e. improving the 

~uality of set~ices provided to you, coo::'cin6ting the provision o[ multiple health ca !~ services provided to you. O! 

supporting you in following a plan of medic3l cC! re. 

Quality I.!!prov~t. Activities; Evaluate and improve the qualiti' of medical ca::'e p::'o'/ided to you and all patients. 

2. What TypQs of Infonnation about You Are Inchded: If you gi" .. (: consent, the ?rovide:: Organization and/or Health ~lan 

listed may access ALL of your elecuonic health information available through He.1Jth.Ccl'lrlections . Thi s includes 

i nformation created bgfore and after the date thi! form is s igned. Your health records ma y include a history of illnesses or 

i njuries you have had [like di abe t es 0: a brol:en bone ). test ~esult = tlH.e X- rays or blood tes ts). ' and lis t s of medic i nes you 

have tal:en. This information ma\' includ~ sensith'e health condition! , including but not limited t o: 

Alcohol or drug use problems 

airth control and abortion (family planning) 

Genetic (inherited) diseases or tests 

liIV/AIDS 

Mental hea lth conditions 

Se:.:uall y transmitted diseases 

3 . Where Health Information About You Comes Fro=: Information about you comes from places that have provided you 

with medical ca re or health insurance . Thsse may i nclude hospita ls. physicians, pha rmacies, clinical laboratori~s. h!alth 

insurers. the I~edicaid program., and a the: organizations that e~:change health information e leco:ronicall, . A comple te, 

;:u::'!'ent list is ;;\'ailat::le ::0;:', Health,<:onnec:ticr:s. '::"c:.: .:'c.:'1 obt,!n a:'1 ~pdat.-aci list. ~t any tir.e by :::hed:ing 

HealthcConnections \·'ebsi te at: htto:/lhealthe.:onnect':'ons.orll or oy c~lling 315 . 671 . 2:41 :·:5. 

4. Who Kay Access Information About You. If You Give Consent : Only doctors and o ther staff members of the 

Organiz~tion's) YOtl ha'o'e glv;n COn:Hmt ;0 ;;cces~ \0'1':0 ca!'.:;,/ o\,:t a c:; ivi;ies perr.litt2Q b~' thi.:s fo: :tI as oe$c:ibeci above in 

paraqr "pn O;'le. 

S. Public Heal th and Organ Procur~nt Or9arii~ation Accoss; Feder ~l, s ta t e or local public health agencies and certain 

c!'go!n procurement or9~ni=ations a::'e a utho::,i~eci cy la\" ~o access health in!o:mation Id ::ho.: t =- patient' s consent fo ::, cer:.a in 

;lublic r:eal ::~ and o::'gan t ::,a~s;llant pu ::,;:oses. T~C!se e:1::i ::,:, es ::;'y access your i:':for!:'.a::io:'l t h::::cuq Health.Connectionl 

fa: these purposes without r£:garc to ~lhE:ther you give consent. . ceny consent 0::' do not. f il l out a c9nsent fo rm. 

6. Penalties for Improper Access to or Usc of Your Information: There are p~n~lties for inappropriate access to O~ use of 

yOtl~ e l~ctron ic health infor~ation. If at any time you suspec:: that someone who should not have seen or gotten access to 

information about you has done so , call the ~rovider Organization at: (607) 274-(316; or visi t He~~Conn~~ns 

website at http: //healtheconnections .orc; or call the NYS Department of Health at 516-414-4987; or follow the 

cD.':1plaint process o f the ted'Hal Offi~ of Ci.,il ;\igl1t5 at the following link: 

htto: /IWlrT-H. hhs .gov/ocr/eri vacy/hioaa/ccmolaints/ . 

7. lte-disclosure of Information: .lI.ny organization(s) you have given consent t o access health informat i on about you ma:l 

re-disclose ~'ou r hC!alth information, but onl!, to t~e ext ent pe::mitted by state and federal laws and regulations. 

Alcohol/drug treatment-related information O~ confidenti~l P.IV-:elated in f orma tion may only be accessed and may only be 

re-disclosed if accompanied by the r.e quired s'Cater.oenU regarding prohibition of re -disclosure. 

B. Effe ctive Pariod : This Consent Form will r em.:.ir. in effect 'Jod! the da}' you change your consent choice 0':: until sl1ch d me 

as He~llh~Connl!~lion' ceases ope rat ion. If Hc~lth<Conne(do,u me rge s ·.-lith ':!not-her QuaE fi ed Ent i ty you::, consent 

choices will. rem,,! n effecti· .. e \~ ith t he newl y merged en~it y. 

9. Changing Your Consent Choice: You can cha nge you: cons~r:t. choice at any tir.le and :0: ar:y ?rovider O::gani :.ation or 

::ealth ~lan b:, sub::!!tting a :lew Consent :orm \'Jit.!'i YO'.l:: ne;"/ c~oice. Orgadzations t ha t access your health in:orrnatio:'l 

through Hcalth.Connection, while 'Io!:.r consent is in eHE-ct :$y copy or include your ir.iorrnation in their own medical 

records . Eve!'l i: :IOU la ter d<:cicie to ching; you:: cor.sent d~cision they s ri! not requirad to t etum you r info rmation or 

::~rn~ve it fro::! th~ it records. 

10 . Copy of Form: You are en t itled to get a c opy of ~ his Consen~ Fo~. 

OOH-[6/14) 1111111111111 mil 111111 ~ 1111 

Record limit rl ) rea ched. 


