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THE CENTER IS YOU 

Au~horization for Release of Information 

DESCRIPTION OF INFORMATION 

Name: I;~\y\ S"'U.~(-r( 
Dates of Service: 4/1--6 ( o-z,-

Approved by NYS Department of Health 

Office Use Only: 
MR# ~.d'> 

Accl. # =SYa'lS" 
'Ji~ 6nowYl 

RECEIVED 

JUL 24 2014 

Date of Birth: --=6"~/_,....:f_5"..::~::..., _ Initial: ____ _ 

Date Needed By: _-,fs!..l~5_""..:...~ ______________ _ 

INFORMATION TO BE RELEASED: 

o History & Physical []f' Laboratory Results 

121 Discharge Summary ~ X-ray Reports 

riJ Consultation Operative Report 

G1 EKG . Record Abstract 

Includes: (Indicate by initialing) 

BAfL5 AlcohollDrug Treatment 

B pt. P Mental Health Information 

p, I\ft. ~ HIV-Relatedlnformation 

Qj OccLipatior@ Health Reports / fesults 

IV" ER / Ctinvenie:ntCare rtJ Other: _= __ ~ __ .,--=.,..,...~=~~=~~ _____ _ 

BEASON FOR RELEASE: 

JAt request (If individual 

o Other: _______ ~_~ __ ~~~~ 

I. understand I may revoke this authO:riiaiion at any time by presenting written revoCation to the Health Information 
Management Department. Revocation wi.1I not apply to inforniatitin already release.d in response tei this authoriiation. 
understand that any release of informati.:>n carri!!s with it the potentIal for redisclosure by th'e recip,ient and may n"t be 
protected by the federal privacy rules. Cayuga Medical Center will not condition treatment, payment, or eligibilitY of 
benefits' on completion of an authorization. This authorization will expire on (date or event) . If 
I fail to specify'an expiration date or event, this authorization will expire after 6 months. 

{(,hI! .1fk", .. ...sb'9 ?J.. 
(Signature of t or legal representative) (Address) 

(Relationship, if other than patient) (Address) 

, 7{,J.t/h '- 4"/-V'Pi>\ 
(Completed by) (Date / Time) 

The Patient may request a copy of this authorization. 
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Karlus, Sarah, 

From: 
S,ent, 
To: 
Subje¢t: 

Its okay 
Hg 

Frol1l; Karius, Sa:ra,h 

GeIson, Henry MD 
Friday,J,uly ~5, 20141,0:14 M:1 
Karius.Sarah 
RE: Ree.orasR~quest 

sent: FridciY,Juiy25,2014 9:01 AM 
To: Gerson, Henry NO 
SUbject: Records Request 

We had a patient come in last night to sign a release form for an abstract for an admission on 4/27/02,5/2/02. It doesn't 
state'what she needs the records for jlist "at request of individual". At the timeof admission her name was Kevin -. . . . ... _ . - - -- . . - _..,. . - . -- - . .. .. . .. . . ~ ' . -

Saunders. today her account is under Bonze,Anne,Rose Blayk MOO0597460 OOB: 5/i/56. I had to print the record of a 
disk so if you would like to look at it before giving the ok it's herein rriedicalrecords. Thank you. 

Sarafi '1(jJ.rius 
J{edftfi I njormation)f.ssistant 
Cayuga 'Meiic(;lf Center at Itfiaca 
P!ione: 607-274-4314 e~,3095 
Pax; 607-274-4131 
sBarius@cayuqamed.org 
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