@5 Orangetown
() Pediatric Associates
Boston Children's Health Physicians

Thank you for choosing Orangetown Pediatrics for your medical needs.
We look forward to serving you and your family. Please complete the
attached Medical Release Form. This form can be uploaded directly to
our website at Orangetownpeds.com by clicking on the ‘submit a form'’
button. You can also fax the form to 845-359-3414 or drop it off at the
office.

Our providers like to review your child's records prior to the first
appointment, Please do your best to provide them in advance. Ata
minimum, we require a copy of your child'simmunizations before their
first visit,

Please also call the office before your appointment to verify the records
were received at 845-359-0010.

We look forward to seeing you!



AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA

Patlent Name Date of Blrthy Moedloal Record Number

-

Patlent Address

I, or my nuthorized reprosentative, request that health Information regardlng my oare and treatinent ag sot forth on this form:

In accordance with Now York State Law and the Privacy Rufe of the Henlth Tnsurance Portabillly and Accountability Aol of [996
(HIPAA), 1 understand that:

1, This authotization may Inolude disolosure of Information rolating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, oxoept psychotherapy notes, and CONFIDENTIAL HIV# RELATED INFORMATION only if 1 place my initlals on
the appropriate line in Htem 9(n), In the event the health information deseribed bolow Includes any of these lypes of informatlon, and 1
Inktlal the line on the box i Ttem 9(a), 1 speclfionlly suthorize relense of suoh Information to the person(s) indloatod in ftom 8,

2. 1f 1 an suthorizing the release of HIV-relnted, njcohol, or drug treatmont, or mental health troatmont information, tho reoipient Is
prohibited from redisolosing such information without my authorization wless permitted lo do so nader foderal or stato law, 1 understand
that T have the tight to request a Hist of people who may recelvo or use my HIV-related information without authorlzation, I f experience
diserimination beoause of the release or disclosure of HIV.related Information, I may contact the New York State Diviston of Human
Rlghts at (212) 480-2493 or the New York Clty Commission of Human Righis at (212) 306-7450, These agencfes are responsible for
protecting my rights,

3, 1 have (he ¢ight to revoke this authorization at any iime by writhig to the hiealth cave provider Hsted below. I understand that Lnay
revoke  this anthorlzatlon except to the extent that action has already been taken based on this authorlzation.

4, 1 understand that signing this authorlzation is voluntary, My trenturent, payment, etvollinent in a hicalth plan, or eliglbility for benefits
wlii] not be conditloned upon my awthorization of this disclosure.

5. Information disolosed under this authorization might be redisclosed by the recipiont (oxcopt as noted above in Item 2), and this
redisolosure may no fonger be protected by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITil ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 2 (b).

*. 7. Name and address of health provider or entity 1o rolease this nformation:

8, Naiie and address of person(s) or categary of person to whon this information will be sentt
Orangatown Pedlatrics, 30 Ramland Road, Sulte 200A, Orangeburg, NY 10062 Tel: 846-359-0010 Fax: 845-369-3414

9(n). Spectlic Information to be released:
o Medical Rocord form {insert date) to (Insert date)
o Butire Modicat Record, inoluding patient historles, office notes (except psychotherapy notes), test results, radiology studies,
{ilms, veferrals, consults, billing vecords, Insurance records, and records sent to you by other health care providers,

$0(|,¢n tmmunizeilon cocords,last 3 well vistie,all Isblimaglng report Tuelude: ({ndicate by Initlaling)
olt spaclally consull notes and prowth chorls Alcohol/Drug Treatment
Mantal Hoalth Information
*+Plense only send records vin fax or mall, NO CDS HIV-Related Information
Ganotic Testing

Authorlzation (o Discuss Health Information

(b). o By initinling here I authorize
Initinls Namo of Individual hoaith earo provider

o dlsouss niy health Information with my aftoraey, or a governmental agency, listed here:

(Atiorney/Firnm or Govarnmental Agonoy Name)

10. Reason for release of informalion: 11, Dale or ovent on which this awthorizatlon will expire:
‘AL request of individual
o Other:
)L 12, If not the patient, name of person signlng form: 1\3( Authority to sign on behelf of patient:

All Ilems on mlé form liave been completod and my quoestions about this form have been answered. fn nddition, I have been provided a
copy of the forn,

5(Dato:

Signature of Patlont or reprosentntive authiorizad by Jaw.

* Hnman homusodefeleney Vivus (hat causes AIDS, The New York Siate Public Health Law pratecis Information which veasonabily could ldeatlfy someone as
naving HIV symploms or [nfectton and Informatlon vegarding o person’s contaeis,



