
OCA Offteial :I'orm No.: 960 

AUTBOlUZATlQN FOR RELEASE OFHEALTll INfORMATION PURSUANT TO HIPAA 
lThis form has ~. approved by tb. New York SUite J.Jepllrtment of HealthI 

Patient Name IDate ofBirth 1Socia! Security Number 

Patient Address 

I, or my authorized repnlset\tadve, requestth~,l\ealthJl11'orlftqtion ..egarding my care and treatment be released as set forth on lltis form: 

In accordance with New YorkState Law l\I'Id the Privacy RuI, 9f the fie"Itb Insurance Portability and Accountability Act of 1996 
(HIPAA), I understand that: 
L This authorizatiOn may inolude disclosure of lnloflTlattoll re~tins 11> ALt'OIlOL and nRUG ABUSE, MENTAL HEALTH 
TREATMENT, except psychoutetapy notes.. and COJ'o/FJDENTIAL HJV'" 'RELATED INFORMATION only if] place my initials on 
the appropriate lille in Item 9(a}. In theeyent"the heabhjnfQtmatiop despribed below includes any of these types of information, and I 
initial the line on the box in lIem9(Il), r~pellifi¢aUy alltp,orUie!'¢IClI$C ofsuch infonnation to the person(s) indicated in Item 8. 
2. If IIIlI1 authorizing the release of I:U:~.rela«:d, alcohol O( drug treatment,or mental health treatment infonnation, the recipient is 
prohibited from (edisclosing such information without my authorizAtion unless ponnined tg do so under federal or state law. I 
Illlderstand tltat I have the .rigbt to request Ii list of people who may receive or use my HlV-related infonnation without authorization. If 
I experience discrimination because of the release or disclosure ofHlV·related infonnation,l may contact the New York SIBte Division 
of Human Rights at(212) 480.2493 or the New York(;ity Commission of HWtlan Rights at (212) 306·7450. These agencies are 
responsible for protecting my rights'. 
3. I have the right to revoke th($autbori~klnat~y timoby writin~'tl) the hel1,lth Cl¥'c provider listed below. I undeJ'3tand that I may 
revoke this authorization elCceptt9itht;ext~nt,that aet~on hlisa!ready b¢cil, tlIken based on th is authorization. 
4. I understand 1hat signing thi$ a~hodzatlonis "~untary. My<ueatmenl, "ayment, enrollment in a health plan, or eligibility for 
benefits wi.1I oot be conditioMd ,uponlri'y ,autharizatiotfof thiS disclosure. 
S. Infbnnation disclosed under this aUihorizationmigbt he red.isclosed by the recipient (exeept as noted above in Item 2), and this 
rediscIosure may no longer be protected by federal or state law. ' 
6. THIS AUTHORIZATION nOES NOT AmHO~E YOU TO DISCUSS MY HEALTIIINFORMATION OR MEDICAL 
CARE WITH ANl'ONEOTHER THAN '1'HE AnOAA&Y OR GOVERNMENTAL AGENCy sPECIFlEI) IN ITEM 9 (b). 
7. Name and address ofhea.lt'h proVider orentit)' to release tIlis infomUstion: IpREVIOUS PROVIDER NAME & 'fELEPHONE # ONLY ) 

8. Name and address ofperson(s) or category of person to whom this information will be sent: LIFE' 5 BOUNTY MEDICAL CARE 
DR. ANNA MARIE 5COPELLITO-OL5EN, 31 l'{EW DORP LANE .. 51, NY 10306 tele: (71B) 668-6963. 

9(a). speC;itic infoflTlatiQnIObc releaSed!: fax: (718) 351-2147 
Q Mediad Recordffdll1 (i"sendale)'.. . to (insert date) _~ '---_ 
Q Entire Medical Record, inclu<nng P'l!tienthlsWriesioft~:nO~ (eMept psyChothenlPYllotes), test results, radiology sh,dies, films, 

refenals, consults, l)iIIing records, insurance'recorgs, an<lteCQcds 'Sent to you I)y other health care providers. 
a Other: Include: (Indicate b)' Initialing) 

___ AleoholJDrug Treatment 
___ MenUlI Health Information 

Authorization to Discuss Health Information ___ HIV.Related information 

(b) a By initialing here I authorize ~	 ';-;-_-;:; -;-;- _ 
l"itials Nwne Qt individual health care provlder 

to discuss my health infonnation with my attorney, ora governmental agency, listed here: 

10. Reason fur release· of infonnanon: II. Date or event on which this authorization will expire: 
o At rtlquest of individual 
o Other: 

12. Ifnot the patient, name of person signing form: 13. Authority to sign on behalfof patient: 

All items on this form Mve been IlGmpleted and my questions about this fonn,· have been answered. In addition, I have been provided a 
copy ofthefoml. 

Date: - _
 
Signature of patient or repRisentative authorized by law.
 

•	 Human Ittunuoodelklen~y Virus tbat 'lan•• AlPS. 'file New York StaleP,u,~llc Healtlt Law protects information which reasonably could 
identil)' someone as lIavi"l HJV')'ltlplollU or lnf"(ioll'llnd Illfo!:lJl8tiOll te3irlling a p~n'uontactJ. 


