Tl

- reelth.Connsctions’

Authorization for Access to Pailent Information
New York State Depariment of Heaiih Through a Health informatien Exchange Grganization

= x - = = —_ - T ———
r Patisnt Neme Date of Birth

i

’ Qther Names Used {2.9., Maiden Namaj:

| request that health information regarding my care and ireaiment be accessed as set forth on this form. | can
choose whether or not o allow the Organization namad above to obiain access io my medical records through
the healih information éXchange organization called = --ennsciona. If | give consent, my medjcal records
from diferant places whers | get heelth cars can bs accessed using a statewide compuier network,

~=alth Coansclicns is g not-for-profit organization thas shares information about people’s healih elgctronically and
the privacy and Securlty siandards of HIPAA and New York State Law. To leam maore visit

Co Hens website at ht’m:!/hEa[iheccnnections.omf ;

Tha choice  make in inis form will NOT affect my abiiy to get medical care, The choice i make in this
rorm does NOT allew health insurers fo have 35cess o my information for the PUrpose of degiding
whether fo provide me with heakh insurance Goverage or pay my medical biiis.

Wy Gonsent Choice. ONE box is checked to the [art of my choice.
Fean il out this form now or in the fuiure,
{ can also change myv decision at any iime by completing a new form.

O .1anvs CONSENT for the Organization namad zbove o access ALL of.my electronic healil
information through Hezith-Conns

S 10 provide healih cars servicas (including emergency care).

O 2, iDENY CONSENT for the Organization named above io access my elecironic heaith information
through Hezith.Conne tions for any burpose, even in & medical emargency.

il

If | want fo deny consani for all Provider Organizations ang Hesalih Plans panricipaiing in Heaii
8C0ess my eleciranic hsalih information through Hszin. oo i
website at hitp://hesltheconnections.ora/ or calfing =

3, I may do so by visiting
78 at 315.671.2241 5.

My questions about this form have been answared and | have been pravided a copy of this form.

Signaturs of Patient or Paiient's Legal Represenmaive Data

Print Name of Lagal Represeniztive (it applicablg) Relstionship o7 Legal Represeniztive to Paifent [jf applicabiz)

Consent o BTG Engiish__REV_ﬁOB_GS__QD?Q



