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Processed by. ____ . __ _ 

Date Compleled _____ . 

~Cayuga 
NOV 25 2020 

Fax __ Ma,, __ ' .1I __ 

Total Page. ______ _ 
~--:- IIIIDICM (INTI" 

A __ .t t.ywe,lttJilOo ay. ... 
10 Checked: 0 Yes 0 No 
If tiQ checked, why: _____ _ 

When requesting health Information record., ..... be very specH\c to ensure you receive aU the Information 
you require. Also, plea .. be advised that Health Information Management will pr~. fully eomplebtd 
AuthorIzatIon forma as required by federallllW (HIPAA). Incompl ... Authorizations will be returned to send« 
with ~pltnatJon as to What Is misting. 

FEES: Health recordtI wlU be MIlt to another hulthc:are provider free of charge as a pro_.lonai courtesy. 
All other request. are sublKt to .... of $.75 per page. Health records aNt releaHd upon payment of all fees. 

I hereby authorize Cayuga Medical Center to release copies of my medical records as directed ble1 to: 

(please an1ar complete malnng addre •• ) D ~ © L1]f, U ~.- '~~D~' 
Name: t-\IV\,t\ ,cl ......... " fI\ :D. . 
Address: 1..0'\ vJ. $'t0\-t.~~ \~G\CA, l'l'? \~~~ NOV 1 9 1~20 
Phone#: Wl"1..'1'1,.431) Fax #: 

DESCRIPTION OF INFORMATION; 

Patient Name: e>.M,£ (l1r1 t1(... &~~\~ 

Patient Address: \ ~~ ~ T rn.r'I\M sI?.::z FA 
Dates of Servica: \ \ f \'1/1 8 ,£tJNttol \ \{ ""('ItS 

BY: ............ -.-........... . 

Date of Birth: ---:;;;5'--(_1_1....::~'-'-f, _____ _ 

Date Needed By: __ ---------
(Normal Processing Tune if No Dale) 

INfORMATION TO BE REbEA~; 

" History & Physical6t laboratory ResuttsIPathoiogy Includes: (Indicata by Initialing) 
il Discharge Summary £if X-ray Reports 0 Disc AIooholJDrug Treatment 
Ii Consultation 0 Operatiwl Report Mental Health Information 
E1 EKG ri Record Abstract HIVISTI-Related Infoonation 
g OccupationaVPT fi ;.ccoonting of Disclosure 
~ERlConv:A~ Care r1 BiI~ng Communication 
~ Other: ~, $f.M BlfOt"tS 

rSON FOB RELEASE: 
AtT;uest of individual o Other: _____________ _ _________ _ 

I understand I may revoke this authorization at any time by presenting written revoca1!on to the Health InfDrmation 
Management Department. Revocation will not apply to information already released In response to this authortzatlon. I 
understand that any release of Infonna1ion carries with It the potential for rediscIOSUre by the recipient and may not be 
protected by ltJe federal privacy rules. Cayuga Medical Center wiU not condition treatment, paymentror eligibility of 
benefits on completion of an authorization. This authorization will expire on (date or event) ~N=~;..;:V:.::f;.::JP,I..!!..' ___ _ 
If I rail to specify an expitation date or event. this authorlzatlon wlll expire after 6 months. The patient may request a 
copy of this authorization. 

f1\~~ k~_--:--:-__ _ 
legal representative) 

=---- --- ------ --'-----------
(Relatlonship, if other than paUent) (legal Representative Address) 

~!tut KJD complattd fgnn ,ud email to·mtdICllntCO!.dJ@cayygamOC .. org 
gr gnd s;pmplttJd fpnn to tbJ tiutsb Infprmlt1pn DtplI1mtn1 at the 'sklml b.,gyC" 

17130 (02119/19) 101 Dales Drive elthaca, New York 14850. (807) 274-4011 
17130 
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