@1 QCA Oficial Form No.: 460
| AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA

|'This form has been approved by the New York State Department of Health|
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o T Righis ar (2121 480-2493 or the New York City Comnussion of Human Rights at (212) 300-7450.
espomsible for protecting my rights.

1 v the r

T am b

o the rel

prolihited from

inderstand that | h

These encies ar

10 revoke this authorization at

vy time by writing o the health care provider listed below. | under:
Jon exeepl 1o the extent that action has already been taken thorization
. My treatment, payment, enrollment in s health plan, or elig

and that | niay

revoke this anthe

1 ume tand 1l

1 sipning this authorization is volunta
wnelits will not be conditioned upon my authoriz

ity Tor

Entormanon disclosed under this awthorization might be redisclosed by the recipient {except as noted above i liem 2
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Spectlic mlormation to be released:

3 Mudieal Record from (insen date) to {insert date)

3 Entre Medical Record. including patient histories, office notes (excepl psychotherapy notes). test results, radiology studies, 1ihins,
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