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THE CENTER IS YOU A~~##~~ l7 
Authorization for Release of Information I'D 'St~N ' 
I hereby authorize Cayuga Medical Center at Ithaca to release copies of my medical records as directed be~ 
(please enter complete mailing addre$s) ' . 

Approved by NYS Department of Health 
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PESCRI!!TIONOf; INf;ORMATION 

Name: 5 ... ", ... a V S .le~" I" e Date of Birth: ' 5 /, J 5 ~ 
Dates of Se;':"ice:" .. J 4 [4/",,'3 ,£ Al1-:"J/o'1. --:- 5h.[:.z--
Date Needed By: ~~-l:.p6:.::.;P\:.!.'Y~~~~' -,-"---'~~~'"-'-___ _ 

INFORMATION TO BE RELEASEP: 

~ ~istOry & Physical B~boratOry Results 

ci Discharge Summary ~-ra'y Rep,arts 

~ Consultation 0 opera. tive Report 

[jJ EKG riJ Record Abstract 

tiJ Occupational Health ReP9rts / Results ' 

InclucJ&s: (Indicate by initialing) 

£~ j AlcohoUDrug Treatment 

I'J~$ j Me.ntal Hea.lth Informaiion 

___ HIV-Rel,ated Information 

dER / Convenient Care 0 Other: RJ:i'Gb~VE 
=~... D 

REASON f;OR RELEASE: 

dAt request, ofindividual 

APR 0 P 2014 

o Other: ---~~".,....~o---~--~"'""'"---~-
Initial: ----

I understand I may revoke this authorization at any time by presenting Written rev~t.i,on to the Hea~_h Information 
Management, Department.. Revocation will not apply to information already released in response to this authorization. 
understand that any release ·of information carries With. ~ the potential for redij;clos(ue by the recipient and may not be 
protected by the federal privacy rules. C,ayuga Medica.1 Center ""'-ill not condition treatment, payment, or eligibil~ of 
benefits · on corripletion cif an authorization. This a,uthorization wil.1 expire on (date or event) ________ _ 
I fail to specify an expiration date or eVent, this a,uthoriz.ation will expire atier 6 months. 

If 

14 'I 'F"~I( 14· , J~A'-<. , Jr 1-4357::> 
(Address) Jj 

(Relationsti ip, ifottier'thim p<ltient) (Address) 

4/"/14 
(Completed tiyf (Date I Time) 

The Pathint.riiay request a copy o.f this authorization. 
Please sen'd completed form to H.ealth Information Department 
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Howell-Seeley. Cathy 

From: Gerson, Henry MD 
S~rit_: 

To: 
Frid_ay, April 1!, 2014 it_iS AM 
Howell-Seeley, Cathy 

Subjec:t: 

Okay 
hg 

FrOn:'l:H.o'Nen-~ley, cathy 

RE.: request for il1fo 

sent: Friday, April 11, 2014 11:06 AM 
·To·: GerSOn, Henry MD 
Subject: request for info 

Dr, Gerson, 

We have a reques~ fro.m K~vin Saunders (aka Bonze Anne Rose Blyak) 597460---4/27/0"1 to 5/2/02 at his 
request for a copy of the 05, HP, ER, lab, and Consults, 
if any, Is this ok to release to him? 

Thanks, 
Cathy 
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