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Alcohol/Drug Treatment Mental Health Information HIV-Related Information

*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,

I understand that:

e I may refuse to sign this authorization and that doing so is strictly voluntary.

e My treatment, payment, enroliment, or eligibility for benefits may not be conditioned on
obtaining the authorization if such conditioning is prohibited by the Privacy Rule.

e I may revoke this authorization at any time in writing, but if I do, it will not have any affect
on any actions taken prior to receiving the revocation.

o If the requester or receiver is not a health care provider, the released information may no
longer be protected by federal privacy regulations and may be redisclosed.

I have read the above and authorize the disclosure of the protected health information as stated.

Signature of Patient: Date signed: “

Signature of Personal Representative: Relationship (eg, Guardian, Custodial | Date signed:

parent):
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