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

Donohue, Benjami F 

Patient. Name: Other Names Used (e.g., t1aiden Name): Date of Birth: 

I request 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~I and the phys i cians, physici~n practices, and hospitals 

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

health info~mation e:~change organitation called He~lch.COflnections. If I give. consent, my medical records from 

different places ",here I ge t health care, can be accessed using a statewide computer networl:. 

Health.CDnnections is a not-for-profit organizat.ion that shares information about people's health electronically 

and meets the privacy and security standards of HIPAA and Neh' York State La\~. To learn more \"isit 

tlea~nnKtions w<;!bsit.e at. htto:l l healthe..:onnect.ions .org. 

lly information ma~' be accessed in the event of an emergency, unless 

~Ihich states t.hat I deny consent e· .. e n in a !:'.;dical eme::gency . 

complete this fom and checl: be:.: 113, 

The choice I make in this for.m 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 my information for the purpose of deciding 

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

My ccn.SElIE'lot Cho.:i..c:e. ONE bo:: is checl:~d to ~he left of ray choice . 

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

~ I can also change my decision at any tim9 by compLeting a new for~. ill 1. I GIVE CONSENT for Cayuga Area Plan, Inc: ("CAP") and th<;! ph~'sici ans, physician practices , 

and hospital s participat.ing in ~.? (see ht.tP:II~~w,CAPNY . cOQ for full list) 

to access ALL of my electronic health information 

through He~!thcConnecrions to provide health care services 'including emergency carel. o 2. I OEm: CONSENT EXCEPT IN A MEDICAL D!ERGENCY for Cayuga Area Plan, Inc. 

("CAI:'''J and the physicians, physician practices, and hospitals pa.rcicipating 

in ChP (see htto:l/www,C~PNY.com for full list) to acces3 my electronic 

he .. lt.h informa:ion t.hrough HealthcConneaions. 

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

and hospitals participating in Cfl.P (see htto:l/www.CJI.PNY . coltl for full lis t) 

through HeartMonnectiom for any purpose, even i., a medical ~me:gem:y. 

If I want to deny consent for all Pro'doer Organizacions and !-!ealth Plans participating in He~!th.COnnection!o to 

aCC9SS my <;!lectronic health information throcgh He~hh.ConnectiDns. I :lay do so by '/ i s i ting He~tth<Connectians 

websi te at httD! Ilheal theconnections. orq 0: calling Healt1l.,Connectioos at 315,671. 2Z41 :-::5. 

By quesdons about this form ha ve been ans~lered and I have bee n provid~d wi t h a co~y of this fo r m. 

Signature ot Patient. or Patient's Legiil Representative: Date: 

\~ \ \'0\ \ 'C . Mi. .. .O'AJ:. 

, , 

Print Name of Le9a~~epresentative !if applic~ble] : Relationship of Legal Representat.ive to Patient (if applicable ]: 
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Details about the i~formatio:l. accessed throcqh Hi!all.h~Conn(!t1ions and the consent: process: 

1. Bow Your Infottlation I".ay be Used: You:: E!€:ct::o:lic health bformation · .. ill be "olS;;"l only !:or t.h: follo:.ling healt.heare 

services: 

Treatment Services: :,::o',ide you with medical treatment and related services . 

Insurance Eligibility Verification: eneel: ~'Ihether you have health !,ns::ra:lce ,!nd ,,;nat. it. covers. 

Care Management Activities: These in=lucie assisting you in obtai:ling a9?~op:iate ~eciical care, improving the 

~uality of ser~ices provided to you, coorcin&ting the provision of multiple health car~ services provided to you, or 
supporting you in following a plan of medical c;;re. 

Quality Improv~t Activities: Evaluate and improve the quality of medical ca::-e ?::-o'/ided to you and all patients. 

2. What Typ€Is of Information about You Are Included: If you qi· ... e: consent, t.he ?rovide:: O~ganization and lor Health Plan 

listed may access .;1L of your elecU'onic health information available through He.1Jth.Col'Inections . This includes 

information created before and after the date thi! form is signed. Your health records may include a history of illnesses or 

injuries you have had [like diabetes o!" a brol:en bone), test ::-esult: tlH.e x-ray~ or blood te5tsl, ' and lists or medicines you 

have tal:en, This information rna}' includ~ sensith'e health condltiong, i:lcludiog but not limited to: 

Alcohol or drug use problems 

airth control and abortion (family planningl 

Genetic (inheritedl diseases or tests 

lilY/AIDS 

Mental health conditions 

Se:·:ually transmitted diseases 

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

with medical care or health insurance. These may include hospitals, physicians, pharmacies. clinical laboratories, health 

insurers, the I~edicaid program, and othe: organizations that e~:change health information elec.::onically. A complete, 

.:u::ent list is ;;\'ailable :::c", Health.connec:ticns. '::"c:.: <:'c.:1 obt,!n an ~ptia:::ci list ~t any dJ:~ by -::hed:ing 

HealthcConnecctions \·;ebsite at h;:to:/lhealthe.:onnect':'onS.orQ or oy c~l1ing 315.671.2:'11 :·:5. 

4. Who Kay Access Information 1J)out You, If You Give Consent: Only doctors and other staff members of the 

Organization(s) you ha'o'2 given consent ::0 access ~'ho ca:r') out ac::ivities percitteci b~' this fo: :a as ciesc:ibeci above in 

pa::-agHl?n O:le. 

S. Public Eealth and Orqan Procurement Or9arii~ation Access: Federal, sta te or l ocal public health agencies and certain 

o::-gan procurement organizations a::c autho::i:ed by la\~ ~o access health in!ormation I..-!:nm::t ;. patient's consent. fo: ce:t.ain 

;lublic r:eal::~ a:-:d o:gan t.::ans;llan:: pu::::poses. T~C!se e:r::i,::':'es ::;"y access your i:':fo:-r:-.a::ion thrcug HealthcConnections 

fa!" these pu:-poses without ::£:garci t.o \'lhHher you give consent, aeny consent or do not. £ill out a c?nsent. form. 

6. Penalties for Improper Access to or Use of tour Information: There are penalties for inappropriate access to 0:: use of 

you: el~ctronic health inior~ation. [f a t any time you suspec~ that someone who should noe have seen or gotcen access t.o 

information about you has done so, call the Provider Organization at: (607) 274-4316; or visit He~tth.Connecticns 

website at http://healtheconnections.oro; or call the NYS Department of Health at 518-414-4987; or follow the 

coo!,laint process of the fed~ral Office of Ci',il ;\igl1t5 at the fol1o\~in9 link: 

htto://www.hhs.90V/ocr/crivacy/hioaa/comolaints/. 

1. lte-disclosure of Information: .Zl.ny o!'ganization(s) you have given consent to access health information about you may 

re-disclose }'our healt.h information, but onl!, to the extenc !Je::::mitted by state and fedE!'a! lal"'s and regulations. 

Alcohol/drug treatment-related information or confidential ElV-related information may only be accessed and may only be 

re-disclosed if acoom9anied by the required statements regarding !Jrohibition of re-disclosure. 

B. Effective Period : This Consent Form will rernair: in effect until the d a}' you change your consent choice or until such time 

as Health~Conm:Clion' ceases operation. If Hc~lth<Connectlc,u rr.erges ·.-lith another QuaEfied Enti::y you::- consent 

choices will r..::mai n e!f<;cti· ... <; ~~ith the ne',d~< merged entity. 

9. Changing Your Consent Choice: You ca n change you!' conse~t. choice at an:' tir.le a no :or o~y ?rov ide= O!'gani zation or 

Health ~lan b:r suo::1itting a new Consent Forn; \'Jit.!l yO'.l:: ne ',,/ choice. Orgar.!zations that access you!' health infO!::matio:1 

through Hc~lth.Connections while 10!.!r consent is in eftE-ct ru..y cop') 0::- include your infonnation in their own medical 

recO!'ds. Eve!'l. if :IOU late!' a<:cide to ching; ~'Dll= cor.sent. d~cision they .;.re not required to return your information 0:: 

=ern~ve it fro::1 thei:: records. 

10. Copy of Form: You are entitled to get.:. cO!JY of ~his eonsen~ Form. 

OOH-[6/14) 1111111111111 mllllill ~IJU 
Record llmit rl) reach~d. 


