WORKERS' .
COMPENSATION Employee Claim C-3
el L BOARD State of New York - Workers' Compensation Board

Fill out this form to apply for workers' compensation benefits because of a work injury or work-refated illness. Type or

print neatly. This form may also be filled out on-line at www.wcb.ny.gov.

WCB Case Number {if you know it}:
A. YOUR INFORMATION {Employee)

1. Name: 2. Date of Birth: / f
First [X] Last
3. Mailing address:
Mumber ang StroetiPO Box City Stale Zip Coda
4. Social Security Number: . - 5. Phone Number:{___) 6.Gender: [IMale [ Female

7. Will you need a translator if you have to attend a Board hearing? [Jves [ No yes, for what language?

B. YOUR EMPLOYER(S}

1, Employer when injured: 2. Phone Number: { }
3. Your work address:

Number and Streel City State Zip Code
4. Dateyouwerehired: ___ /[ 5 Your supervisor's name:

6. List names/addresses of any other employer(s) at the fime of your injuryfifiness:

7. Did you lose time from work at the other employment(s) as a result of your injuryfiliness? Clves [INo
C. YOUR JOB on the date of the injury or iliness

1. What was your job title or description?

2. What types of activities did you normally perform at werk?

3.Was your job? (checkone) ] FufiTime [l PariTime [J Seasonal [ Volunteer [_] Other;

4. What was your gross pay (before taxes) per pay period? 5. How often were you paid?

6. Did you receive lodging or tips in addition to your pay? [ ves O No [fyes, describe:

D. YOUR INJURY OR ILLNESS
1. Date of injury or date of onset of ilness: / / 2, Time of injury: (am Oem

3. Where did the injuryfiliness happen? {e.g., 1 Main Strest, Pottersville, at the front door)

4. Was this your usual work location? [(yes [ine If no, why were you at this location?

5. What were you doing when you were injured or became ill? (e.g., unloading a truck, typing a report)

6. How did the injuryfiliness happen? (2.g., | tripped over a pipe and fell on the fioor)

7. Explain fully the nature of your injuryfiliness; list body parts affected {e.g., twisted left ankle and cut o forehead):

THE WORKERS' COMPENSATION BOARD EMPLOYS AND SERVES PEPLE
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YOUR NAME: - - - DATE OF INJURY/ILLNESS: / /
D. YOUR INJURY OR ILLNESS continued

8. Was an object (e.g., forklift, hammer, acid) involved in the injuryfiliness? Clves [iNo ¥ yes, what?

9. Was the injury the result of the use or operation of a licensed motor vehicle? Cves Tl No
If yes, L] your vehicle [ employer's vehicle [) othervehicle  License plate number (if known):

If your vehicle was involved, give name and address of your motor vehicle insurance carrier:

10. Have you given your employer (or supervisor) notice of injuryfliness? [ Jves [ No
If yes, notice was given to: ] osally Cin wiitng Date notice given: f !
11. Did anyone see your injury happen? [_]Yes [ No [_] Unknown I yes, list names:

E. RETURN TO WORK

1. Did you stop work because of your injuryfiliness? [ Yes, on what date? S [ No, skip fo Section F.
2. Have youretumed towork? [Jyes [ INo Ifyes, onwhatdate? __ /  { (] reqular duty L1 fimited duty
3. If you have returned to work, who are you working for now? [} same employer (L] New employer 0 serr employed
4, What is your gross pay (before taxes} per pay period? How often are you paid?
F. MEDICAL TREATMENT FOR THIS INJURY OR ILLNESS
1. What was the date of your first treatment? / / [ None received (skip to question F-5)

2. Were you treated on site? [Jves T no

3. Where did you receive your first off site medical treatment for your injuryfillness? [ none received L] Emergency Room
[ Dogtor's office ] Clinic/Hospital/Urgent Care [ Hospital Stay over 24 hours
Name and address where you were first ireated:

Phone Number: { )

4, Are you still being treated for this injury/ilness? [ ves L No
Give the name and address of the doctor{s) treating you for this injury/illness:

Phone Number: ( )

5, Do you remember having another injury to the same body part or a simifar iliness? Clves [ No

If yes, were you treated by a doctor? [ |yves [ INo I yes, provide the names and addresses of the dostor(s) who treated
you and COMPLETE AND FILE FORM C-3.3 TOGETHER WITH THIS FORM:

6. Was the previous injuryfillness work related? Clves T No
If yes, were you working for the same employer that you work fornow? [ Jves [ ] No

I am hereby making a claim for bensfits under the Werkers' Compensation Law. My signature affirms that the information | am providing is true
and accurate to the best of my knowledge and belief.

Any persen who knowingly and with INTENT TO DEFRAUD presents, causes to be presented, orffre ares with knowledge or belief that it
will be presented {o, or ﬂan insurer, of self-insuser, any information containing any FALSE MATERIAL STATEMENT or conceals any
material fact, SHALL BE GUILTY OF A CRIME and subject to substantial FINES AND IMPRISONMENT.

Employee's Signature: Print Name: Date: ! !

On behalf of Employee: Print Name: Date: { !
An Individual may sign on behalf of the employse only if he or she is fegally authorized to do so and the employee is a minor, mentally incompelent or incapacitaled.

| certify to the best of my knowladge, information and belief, formed after an inquiry reasanable under the circumstances, that the allegations and other factyal
matters asserted above have evidentiary support, or are likely to have evidentiary support after a reasonable opportunity for further investigations or discovery.

Signature of Attorney/Representative (if any): Date: / /
Print Name: Tifle:
ID No,,if any: R tf Licensed Representative, License No.: Expisation Date: / !

C-3.0(1-11) Page 2 of 2



‘C""OI‘}EAT N Limited Release of Health Information C-3.3

State of New York - Workers' Compensation Board

WCB Case No. (if you know i).
To Claimant: If you recsived treatment for a previous injury to the same body part or for an illness similar to the one described in your current
Claim, fitt out this form. This form aliows the health care providers you fist below to release heatth care infermation about your previous injury/
iliness o your employer's workers’ compensation insurer. The federal HIPAA faw (Health Insurance Portabiiity and Accountability Act of 1996)
says you have a right to get a copy of this form. f you do not understand this form, talk to your fegal representative. If you do not have a legal
representative, the Advocate for injured Workers at the Workers' Compensation Board can help you. Calf: 800-580-6665,

To Health Care Provider: A copy of this HIPAA-compliant release aflows you to disclose health information. If you send records io the
employer's workers' compensation insurer in response fo this release, also mall copies to the Claimant's legal representative. {If no legal

representative is listed below, send copies to the Claimant.) Health care providers who release records must foliow New York state law and
HIPAA.

This release Is: ) ] This form does NOT allow your health care provider(s)

® Voluntary. Your heaith care provider{s) must give you the same care, to release the following types of information:
payment terms, and benefits, whether you sign this form or not.

@ Limited. It gives your health care provider{s) permission to release only
those health records that are related to the previous ilness/condition you
describe below.

« Temporary. It ends when your current claim for compensation is established
or disallowed and all appeals are exhausted.

& HiV-related information

» Psychotherapy notes

© Revocable. You can cancel this release at any time. To cancel, send a lefter ® AlcoholiDrug treatment
to the health care provider(s) listed on this form. Also, send a copy of your
letter to your employer's workers' compensation insurer and the Workers o Mental Health treatment (unless you check below)

Compensation Board. Note: You may nof cancel this refease wilh respect o

medical records already provided. Verbal informati nealth "
® For records only. It gives your health care provider(s) listed on this form ® Vernal information {your healih care provicers may
permission to send copies of your health care records to your employer's not discuss your hea{th care information with anyone)

workers' compensalion insurer.

Any medical records released will become part of your workers' compensation file and are confidential under the Workers' Compensation Law.
A. YOUR INFORMATION (Claimant)

1. Name;

3. Mailing Address:
4. Date of Birth: { / 5. Date of the current injury/illness: / 4

6. Current Injuryfillness, including all body parts injured:

2. Sociat Security Number: - -

7. Your legal representative’s name and address (if any):

(] Check here if you affow your heaith care providet(s) fo release mentaf health care information.

B. YOUR HEALTH CARE PROVIDER(S) (List all health care providers who treated you for a previous injury to the same body part or similar
ilness. 1f more than 2 providers attach their contact information to this form.)

1. Provider.
3. Mailing Address:;
4. Other provider (if any);
8. Mailling Address:

C. READ AND SIGN BELOW. I hereby request that the health care provider(s) listed above give my employer's workers™ compensation
insurer copies of all health records related to any previous injuryfillness, to alt body parts, described above.

2. Phone Number: { )

5. Phone Number: { )

Claimant’s signature {ink only -- use blue baflpoint pen, if possible.} Date
If the claimant is unable to sign, the person signing on hister behalf must fill out and sign below:
Your name Relationship to Claimant Signaturg (ink only -- use blue ballpoint pen, if possible.) Date

¢-3.3 {12-09) Version en espaiiol al reverso de la forma. WWW.WCh. NGOV



WORKERS'
COMPENSATION
Zs SOARD  CENTRALIZED MAILING, PO Box 5205, Binghamton, NY 13002-5205

ST

State of New York
WORKERS' COMPENSATION BOARD

CLAIMANT'S AUTHORIZATION TO DISCLOSE WORKERS' COMPENSATION RECORDS

(Pursuant to Workers' Compensation Law Section 110-a)

PLEASE COMPLETE ALL ITEMS. AN INCOMPLETE FORM WILL DELAY THE PROCESSING OF YOUR REQUEST.

Claimant's Nama Claimant's Social Security Ne. | Case Number Owce  (lDB (Discrimination
andfor Date of Accident

i RELEASE IS AUTHORIZED FOR ADDITIONAL CASE FILE(S), IDENTIFY BELOW BY WCB/DB/DC CASE NUMBER AND/OR DATE OF ACCIDENT(S).

CLAIMANT iS PROHIBITED FROM AUTHORIZING RELEASE OF WORKERS' COMPENSATION INFORMATION TC
PROSPECTIVE EMPLOYERS OR IN CONNECTION WITH ASSESSING FITNESS OR CAPABILITY OF EMPLOYMENT.

INSTRUCTIONS:

Submit original to the Workers' Compensation Board and retain a copy for your records. Authorization for
disciosure of records for certain purposes is not valid under the law. See excerpt of WCL Section 110-a on
the reverse of this form. This authorization is effective until it is revoked by the cliaimant. Claimant may
revoke this authorization at any time upon written notice to the Workers' Compensation Board.

THIS AUTHORIZATION DOES NOT PERMIT YOU TO OPEN AN INDIVIDUAL eCASE ACCCUNT
OR TO VIEW CASES VIA eCASE OUTSIDE OF A BOARD LOCATION.

Pursuant to Section 110-a of the Workers' Compensation Law, I, .
Claimant's Name

represent that | am a person who is/was the subject of the Workers' Compensation case(s) indicated above,

and | authorize the Workers' Compensation Board to discuss the above-referenced Workers' Compensation
Board records with andfor release a copy of the above-referenced records to

, at

Name of a Specific Persan, Cerporation, Assodiation ar Public or Private Entity

Address

| understand that the requesting party may be required to pay a statutory fee prior to being provided copies of

these records by the Workers' Compensation Board.

Claimant's Signaiure {ink only -- use blue ballpoint pen if possible) Date

Failure to provide the information requested on this form will not result in the denial of your autherization, but may delay
the processing of your request. The voluntary release of your social security number enables the Board to ensure that
information is associated with, and quick action is taken on, your request.

OC-110A (1-11) Prescribed by tha Chair, Workers' Compensation Board www. web.ny. gov




PATIENT AUTHORIZATION FOR INSURANCE COMPANY TO RELEASE INSUR... Page [ of |

PATIENT AUTHORIZATION FOR INSURANCE COMPANY TO RELEASE INSURANCE POLICY
TO HEALTH CARE PROVIDER

DATE:

1, hereby authorize

(Print Patient Namae)
insurance Company to

{Insurance Company Name})
Provide a copy of the insurance policy covering me, all Independent Medical Examination reports
from the IME physician and peer review reports to my healthcare provider,

(Provider Name)

AT:

Patient’s Name Patient’s Signature Date

This should include all endorsements and cover pages. Thank you in advance for your professional
cooperation,

i

N

O O A A
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) OCA Official Form No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

Patient Natnie Date of Birth Social Security Number

Patient Address

1, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), Tunderstand that:

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on
the appropriate line in Item 9(a). In the event the health information described below includes any of these types of informaticn, and 1
initial the line on the box in Item 9(a), | specifically authorize release of such information to the person(s) indicated in Item 8.

2. If 1 am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is
prohibited from redisclosing such information without my autherization unless permitted to do so under federal or state law. |
understand that [ have the right to request a list of people who may receive or use my HIV-related information without authorization. 1f
I experience discrimination because of the release or disclosure of HIV-related infarmation, 1 may contact the New York State Division
of Human Rights at {212) 480-2493 or the New York City Comimission of Human Rights at (212) 306-7450. These agencies are
responsible for protecting my rights.

3. 1 have the right to revoke this authorization at any time by writing to the health care provider listed below. I understand that 1 may
revoke this authorization except to the extent that action has already been taken based on this authorization.

4, T understand that signing this authorization is voluntary. My treatnient, payment, enrollment in a health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure.

5. Information disclosed under this authorization might be redisciosed by the recipient {except as noted above in Item 2}, and this
redisclosure may no longer be protected by federal or state law.,

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).

7. Name and address of health previder or entity to release this information:

8. Name and address of person{s} or category of person to whom this information will be sent:

9{a). Specific information to be released:
O Medical Record from (insert date) to {insert date)
B Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films,
referrals, consults, billing records, insurance records, and records sent to you by other health care providers.

Qa Other: Include: {(Indicate by Initialing)
Alcohol/Prug Treatment
Mental Health Information
Authorization to Discuss Health Infermation HIV-Related Information

(b) O By initialing here [ authorize
Initials Name of individual health care provider
to discuss my health information with my attorney, or a governmental agency, listed here:

{Attorney/Firm Name or Governmental Agency Name)

10. Reason for release of information: L1, Date or event on which this anthorization will expire:
Ll At request of individual
0 Other:

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

All items on this form have been completed and my questions about this form have been answered, In addition, I have been provided a
copy of the form.

Date:

Signature of patient or representative authorized by law.

*  Human Immunodeficiency Virus that causes AIDS. The New York State Public IHeslth Law protects information which reasonably could
identify someone ss having HIV symptoms or infection and information regarding a person’s contacts.




AT Limited Release of Health Information C-3.3

\RD

State of New York - Workers' Compensation Board

WCB Case No. {if you know i)

To Claimant: If you received freatment for a previous injury to the same bodf part o for an illness similar to the one described in your current
Claim, fill out this form. This form allows the health care providers you list below to release health care information about your previcus injury!

ilness to your employer's workers' compensation insurer. The federal HIPAA law (Health Insurance Portability and Accountability Act of 1936)
says you have & right to get a copy of this form. If you de not understand this form, talk to your legal representative. If you do not have a legal
representative, the Advocate for Injured Workers at the Workers' Compensation Beard can help you. Calk: 800-580-8665.

To Health Care Provider: A copy of this HIPAA-compliant release allows you to disclose health information. If you send records to the
employer's workers' compensation insurer in respense to this release, also mail copies to the Claimant's legal representative. (If no legal
representative is listed below, send copies fo the Claimant.) Health care providers who release records must follow New York state law and

HIPAA.

This release is: . ) This form does NOT aflow your health care provider(s)
® Voluntary. Your health care provider(s) must give you the same care, {o refease the following types of information:
paymenti terms, and benefits, whether you sign this form or not, '
@ Limited, it gives your health care provider(s) permission to release only
those health records that are related to the previous illness/eondition you

describe below.

® HiV-related information

» Temporary. It ends when your current claim for compensation is established & Psychotherapy notes
or disallowed and all appeals are exhausted,
@ Revocable. You can cancel this release at any tima. To cancel, send a letter © Alcohol/Drug treatment
to the health care provider(s} listed on this form. Also, send a copy of your
ietter to your employer's workers' compensation insurer and the Workers © Mental Health treatment (urless you check below)

Compensation Board. Nofe: You may not cancel this release with respect fo

metiical records already provided, Verbal inf i heallh ”
® For records only. It gives your health care provider(s) listed on this form @ Yerbal information {your neallh care providers may
permission to send copies of your health care records to your employer's ot discuss your heafth care information with anyone)

waorkers' compensation insurer.

Any medical records released will become part of your workers’ compensation file and are confidential under the Workers' Compensation Law.
A. YOUR INFORMATION (Claimant)

1. Name:; 2. Soctal Security Number: - -
3. Mailing Address:
4, Date of Birth; / / 5, Date of the current injuryfiliness: ! /

8. Current injuryfillness, including all body parts injured;

7. Your legal representative’s name and address {if any}:

[T Check here if you afiow your health care provider{s) o release mental heaith care information.

B. YOUR HEALTH CARE PROVIDER(S) (List 2ll heaith care providers who treated you for a previous injury to the same body part or similar
fliness. if more than 2 providers attach their contact information to this form.}

1. Provider: 2. Phone Number: ( )
3. Mailing Address:
4. Other provider {if any): 5. Phone Number: { )

6. Mailing Address:

C. READ AND SIGN BELOW, | hereby request that the health care provider(s) listed above give my employer's workers' compensation
insurer copies of all health records related to any previous injuryfillness, to all body pasts, described above.

Claimant's signature {ink anly - use blue ballpoint pen, if possible.) Date

If the claimant is unable to sign, the person signing on histher behalf must fill out and sign below:

Your nante Relationship to Claimant Signature {ink only -- use tlue ballpeint pen, if possible.} Date

€-3.3 {12:09) Version en espanol al reverso de la forma. Www.web.ny.gov



COM PENSAIIQ{S
s> BOART)  CENTRALIZED MAILING, PO Box 5205, Binghamton, NY 13902-5205

State of New York
WORKERS' COMPENSATION BOARD

CLAIMANT'S AUTHORIZATION TO DISCLOSE WORKERS' COMPENSATION RECORDS
(Pursuant to Workers' Compensation Law Section 110-a)

PLEASE COMPLETE ALL ITEMS. AN INCOMPLETE FORM WILL DELAY THE PROCESSING OF YOUR REQUEST.

Claimant's Name Claimant's Social Security No. | Case Number UwcCB  [pDB  Ubiscrimination
andfor Date of Accident

IF RELEASE |5 AUTHORIZED FOR ADDITIONAL CASE FILE(S), IDENTIFY BELOW BY WCB/DB/OC CASE NUMBER AND/OR DATE OF ACCIDENT(S).

CLAIMANT IS PROHIBITED FROM AUTHORIZING RELEASE OF WORKERS' COMPENSATION INFORMATION TO
PROSPECTIVE EMPLOYERS OR IN CONNECTION WITH ASSESSING FITNESS OR CAPARBILITY OF EMPLOYMENT.

INSTRUCTIONS:

Submit original to the Workers' Compensation Board and retain a copy for your records. Authorization for
disclosure of records for certain purposes is not valid under the faw. See excerpt of WCL Section 110-a on
the reverse of this form. This authorization is effective until it is revoked by the claimant. Claimant may
revoke this authorization at any time upon written notice to the Workers' Compensation Board,

THIS AUTHORIZATION DOES NOT PERMIT YOU TO OPEN AN INDIVIDUAL eCASE ACCOUNT
OR TO VIEW CASES VIA eCASE OUTSIDE OF A BOARD LOCATION.

Pursuant to Seclion 110-a of the Workers' Compensation Law, |, '
Claimant's Name

represent that ] am a person who isfwas the subject of the Workers' Compensation case(s) indicated above,

and | authorize the Workers' Compensaticn Board to discuss the above-referenced Workers' Compensation
Board records with and/or release a copy of the above-referenced records to

, at

Mame of a Specific Person, Corporalion, Association or Public or Private Entity

Address

I understand that the requesting party may be required to pay a statutory fee prior to being provided copies of

these records by the Workers' Compensation Board.

Claimant's Signature (ink only -- use blue balipoint pen if possible) Date

Failure to provide the information requested on this form will not result in the denial of your authorization, but may delay
the processing of your request. The voluntary release of your social security number enables the Board o ensure that
information is associated with, and quick action is taken on, your request,

QC-110A (1-11) Prescribed by the Chair, Workers' Compensation Board www.wob.ay.gov




PATIENT AUTHORIZATION FOR INSURANCE COMPANY TO RELEASE INSUR... Pagelofl

PATIENT AUTHORIZATION FOR INSURANCE COMPANY TO RELEASE INSURANCE POLICY
TO HEALTH CARE PROVIDER

DATE:

I hereby authorize

{Print Patient Name)

insurance Company to

{nsurance Company Name)
Provide a copy of the insurance policy covering me, all Independent Medical Examination reports
from the IME physician and peer review reports to my healthcare provider,

(Provider Name)

AT:

Patient’s Name Patient’s Signature Date

This should include all endorsements and cover pages. Thank you in advance for your professional
cooperation.

O
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) OCA Official Form No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health|

Patient Name Date of Birth Social Security Number

Patient Address

[, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), 1 understand that:

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on
the appropriate line in Item 9(a). In the event the health information described below includes any of these types of information, and 1
initial the line on the box in Item 9(a), I specifically authorize release of such information to the person(s) indicated in Item 8.

2. If I am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is
prohibited from redisclosing such information without my authorization unless permitted to do so under federal or state law. 1
understand that I have the right to request a list of people who may receive or use my HIV-related information without authorization. If
I experience discrimination because of the release or disclosure of HIV-related information, [ may contact the New York State Division
of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are
responsible for protecting my rights.

3. I have the right to revoke this authorization at any time by writing to the health care provider listed below. I understand that 1 may
revoke this authorization except to the extent that action has already been taken based on this authorization,

4. I understand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this
redisclosure may no longer be protected by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).

7. Name and address of health provider or entity to release this information:

8. Name and address of person(s) or category of person to whom this information will be sent:

9(a). Specific information to be released:
O Medical Record from (insert date) to (insert date)
U Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films,
referrals, consults, billing records, insurance records, and records sent to you by other health care providers.

O Other: Include: (Indicate by Initialing)
Alcohol/Drug Treatment
Mental Health Information
Authorization to Discuss Health Information HIV-Related Information

(b) O By initialing here [ authorize
Initials Name of individual health care provider
to discuss my health information with my attorney, or a governmental agency, listed here:

(Attorney/Firm Name or Governmental Agency Name)

10. Reason for release of information: 11. Date or event on which this authorization will expire:
O At request of individual
O Other:

12. If not the patient, name of person signing form: 13. Authority to sign on behalf of patient:

All items on this form have been completed and my questions about this form have been answered. In addition, I have been provided a
copy of the form.

Date:

Signature of patient or representative authorized by law.

* Human Immunodeficiency Virus that causes AIDS. The New York State Public Health Law protects information which reasonably could
identify someone as having HIV symptoms or infection and information regarding a person’s contacts.
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