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5801714 - Consent for Release of Information - Alcoholism/Drug Abuse Patients (NYS TRS-2)

INSTRUCTIONS: GIVE A COPY OF THE FORM TO THE PATIENT! Prepare one (1) copy for the Patient's Case Record. If this form is used for
billing purposes, prepare an additional copy for the Resource and Reimbursement Agent. if this form is sent to another agency with a request for

information, prepare an additional copy for the Patient's Case Record.

Extent Or Nature Of Information To Be Disclosed/Released/Requested:
O Psychosocial Assessment:
[J History & Physical Exam: [ Progress Notes:
1 Psychosocial Testing: {1 Treatment Plan:
[ Psychiatric Assessment: O School Performance:
[ Discharge Summary: 1 Progress on Treatment:

I Urine Drug Screen Restults: [ Presence in Treatment:
{1 PPD Resuits: [0 Recommendation:
[ Medication Records:. 0 Other (Specify):

Purpose or Need for Disclosure/Release:
[ To ensure Continuity of Care with case management

[ Other; (describe:

1 Disclosure from [ Release to Name or Title of Person or Organization to Which the
Disclosure From / Release To is to be Made:

Alan J. Wilmarth or delegate

Between: New Horizons Chemical Dependency Service
UHS Hospitals
10-42 Mitchell Ave., Binghamton, NY 13903
Phone: (607) 762-
Fax: (607)762-

And:

I, the undersigned, have read the above and authorize the staff of the disclosing/releasing facility named to disclose/release such
information as herein contained. | understand that this consent may be withdrawn by me in writing at any time except to the extent that
action has been taken in reliance upon it. This consent shall expire six (6) months from its signing, unless a different time period,
event or condition is specified below, in which case such time period, event or condition shall apply. | also understand that any
disclosure/release is bound by Title 42 of the Code of Federal Regulations governing the confidentiality of alcohol and drug abuse
patient records, as well as the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) 45 C.F.R. Pts. 160 &164; and that
redisclosure of this information to a party other than the one designated above is forbidden without additional written authorization on

my part.

Time period, event or condition replacing period specified above:

Note: Any information released through this form will be accompanied by the form
prohibition on Redisclosure of Information Concerning Alcoholism/Drug Abuse

Patients (TRS-1)

| understand that generally the program may not condition my treatment on whether | sign a consent form, but that in certain limited
circumstances | may be denied treatment if | do not sign a consent form. | have received a copy of this form, as recognized by my

signature below.

(Signature of Patient) (Signature of Parent/Guardian, when required)

{Print Name of Patient) (Print Name of Parent/Guardian)

(Date) (Time) (Date) (Time)
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