Authorization for the Release of Health Information




1. Regarding Patient (Complete in Full)
	Name – Last, First, MI
	Birthdate

	
	

	Street Address

	

	City
	State
	Zip Code

	
	
	



[image: ]2. Information Released From	3. Information Released To
	Name of Person / Entity
	
	Name of Person / Entity

	The William George Agency for Children’s Services
	
	

	Street Address
	
	Street Address

	380 Freeville Road
	
	

	City, State, Zip
	
	City, State, Zip

	Freeville, NY 13068
	
	

	Phone #
	Fax #
	
	Phone #
	Fax#

	607-844-6460
	[bookmark: _GoBack]607-844-8019
	
	
	



4.  Additional Types of Disclosure
☒ By Checking this box, I authorize verbal communication (i.e., telephone calls) between the parties listed in Section 2 and Section 3.
☒ By Checking this box, I permit the parties listed in Section 2 and Section 3 to share my confidential health information with each other.

5.  Specific Information to be Released/Obtained Once a youth turns 18, marries, or has a child, only the youth’s signature is required.  Specific information to be released (indicate each item to be released by initialing below, and sign on the back), authorized by

	Youth’s parent/guardian OR
Youth over 18, married, or parenting:
	Youth:

	
	General health information
	
	Reproductive/prenatal health information

	
	Mental health information
	
	Mental health information

	
	Substance use treatment information
	
	Substance use treatment information

	
	Genetic testing
	
	HIV/sexually transmitted infection information

	
	Other ________________________________________
	
	Genetic testing



6.  Purpose or Need for Disclosure
☒ Treatment/Care Coordination
☒ Other: 				



7. Authorization Expiration 
This authorization will automatically expire one year after discharge from The William George Agency for Children’s Services unless previously revoked by the patient’s legal guardian. 

I, or my authorized representative, request that health care information be released as set forth on this form.  In accordance with New York State (NYS) Law and the Health Insurance Portability and Accountability Act of 1996 (HIPPA), I understand that:

(1) I may revoke this authorization in writing at any time, except to the extent The William George Agency for Children’s Services has taken action in reliance to this authorization.
(2) This authorization is voluntary. My treatment, payment, or eligibility for benefits will not be conditional upon my authorization of this disclosure.  
(3)  I understand that I have the right to request a list of people who may receive or use my HIV-related information without authorization. 
(4) By specifically authorizing the release of sensitive information (i.e., Alcohol/Drug Treatment/Testing, Mental Health Treatment/Testing, HIV/AIDS/STD Information, Genetic Testing Information, Reproductive Health Care Services), the recipient is prohibited from redisclosing such information without your authorization unless permitted to do so under federal or state law.  If you experience discrimination because of the release or disclosure of sensitive information, you may contact the New York State Division of Human Rights at 1-888-392-3644 or the New York City Commission of Human Rights at (718) 722-3131.  These agencies are responsible for protecting your rights.
(5) Information disclosed under this authorization might be redisclosed by the recipient (except as noted in #5 above), and redisclosure may no longer be protected by federal or state law.
(6) The William George Agency may not release medical records or health information to anyone other than those listed on this authorization unless permitted to do so without authorization under federal or NYS law.

All items on this form have been completed to the best of my ability and my questions about this form have been answered.  I have been provided with a copy of this form upon my request.

For disclosures that include Reproductive Health Information:  I understand that HIPAA prohibits the use or disclosure of reproductive health information when it is sought to investigate or impose liability on individuals, health care providers, or others who seek, obtain, provide, or facilitate reproductive health care.  I attest that this request is not made for the purpose of investigation or imposition of liability in connection with reproductive health care.  I understand I may be requested to sign additional and/or separate attestations.



															
Signature of Youth as authorized by law				Date 




															
Signature of parent/guardian or person authorized by law		Date 




															
Printed Name of Authorized Representative			Relationship to Patient/Authority to Act on their Behalf
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