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1820 S. Clinton Avenue

Rochester, NY  14618

(585) 473-2846

FAX: (585) 473-2022
Dear Patient:

We have received a request for your medical records or you have called us requesting your records.

In accordance with federal guidelines regarding patient’s personal health information, it is necessary for you to completely fill out and sign the enclosed HIPAA compliant release forms.  

Please understand that in order for ParkWest Women’s Health to be compliant with HIPAA regulations, the following criteria must be met. We are unable to release information without the following:
· You must indicate an expiration date for the authorization.  Please do not leave this blank.
· Any reference to HIV information in your records requires a separate release which you will see enclosed. Unless you specifically indicate your permission to release HIV information by completing and signing this release, we are unable to release this information. 

·  General medical record requests will be limited to the last two years of information including labs and x-ray reports unless otherwise specified.  If you need more than the last two years of information, you must be specific about what information is to be released ( example:  pathology and operative note from surgery done in 2000)

· There is a charge of .75 per page to have your record copied.  This helps to defray the cost of staff time used to be certain we are releasing the information you requested, and only the information you requested. If you simply write in “release all records”, the entire record will be copied at a charge to you of .75 per page.

· Our practice policy is to release only the records generated from this office.  If you need records from another physician, please contact that physician.

· Upon receipt of your signed release, our records department will call you to confirm that you have indeed requested records and confirming where you want them sent.

· We will not fax records over twenty pages.
It takes 3-5 business days to process your request. Please allow adequate time.

Please complete and send back the enclosed medical record release forms addressed to:  ParkWest Women’s Health, Attention:  Medical Records, 1820 S. Clinton Avenue Rochester, NY 14618.    If you have questions, please contact our records department at 473-2846 ext 232.
Sincerely,

Park West Women’s Health
Initial ______

PARKWEST WOMEN’S HEALTH, P.C.

PATIENT AUTHORIZATION FOR

USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

Authorization.  By signing this Authorization, I authorize ParkWest Women’s Health (“ParkWest”) to use and/or disclose to the person or entity named below the protected health information described below ("PHI").

Purpose.  This Authorization is granted for the following purpose(s): 

 FORMCHECKBOX 
I want access to my PHI

 FORMCHECKBOX 
I want to update my other doctor(s)
 FORMCHECKBOX 
I am seeking a second opinion

 FORMCHECKBOX 
I am applying for insurance or disability benefits


 FORMCHECKBOX 
My physician at ParkWest has referred me


 FORMCHECKBOX 
I am not transferring my care to this physician/facility on a permanent basis.

 FORMCHECKBOX 
I am leaving ParkWest Women’s Health and transferring my care to this physician/facility.

Reason for leaving:   FORMCHECKBOX 
Moving
 FORMCHECKBOX 
Insurance Change
 FORMCHECKBOX 
Other (please specify

 FORMCHECKBOX 
Other:  _____________________________________________________________________________________________
If I have initiated this Authorization and do not wish to indicate the purpose for the use or disclosure of PHI, I may simply state that this Authorization is "at the request of the undersigned."  [To choose that option, check here ______.]

Expiration Date/Event.  This Authorization is valid until ___/___/___  

 FORMCHECKBOX 
NO Limitations.  Please release all medical records, including sexually transmitted disease-related and/or psychological or psychiatric treatment and/or drug/alcohol abuse or treatment information.  **Release of HIV related information requires you to sign a specific HIV information release form.

 FORMCHECKBOX 
Send only the following selected items: Description of PHI (also indicate PHI time reference – for example, PHI dated ________ to __________): _________________________________________________________________________

_______________________________________________________________________________________________

Disclose to: ______________________________________________________________________________________




Name

​​​​​​​​_________________________________________________________________________________________________

Address                                                                        

City     


State               

Zip

 Voluntary Act.  I expressly acknowledge that this Authorization is voluntary.

Pre-conditions.  I understand that ParkWest may not condition the provision to me of treatment on my signing this Authorization, except in the following situations:

(a) If the treatment is research-related only; or

(b) If the treatment is solely for the purpose of creating PHI to be disclosed to a third party.

I understand that treatment provided for research related purposes only or treatment provided solely to create PHI will not be provided if I do not sign this Authorization.

Revocation.  I understand that this Authorization may be revoked by me at any time, provided that I submit a signed revocation form to ParkWest Women’s Health.  However, any revocation shall not apply to the extent that ParkWest has taken action in reliance on this Authorization.

Re-disclosure.  I understand that the information used or disclosed pursuant to this Authorization may be re-disclosed by the recipient, and that the information will no longer be protected by Park West.

Copy of Authorization.  If ParkWest has requested this Authorization from me, I understand that they will provide me with a copy of this Authorization once signed by me.

___________________________________

___________________________________

Name of Individual (Printed) 



                         Signature of Individual

Address______________________________________________________  Phone_________________________

Date of Birth_____________________

___________________________________

___________________________________

Signature of Personal Representative 
Relationship (e.g., Attorney-In-Fact, Guardian, Parent if a minor)

Date Signed _____/_____/________


Witness: ____________________________

For Office Use Only

Disclosure of PHI logged into disclosure record ____________________________________________








Date



Initials

Updated on 8/10/2011
APPENDIX D
NEW YORK STATE DEPARTMENT OF HEALTH



Authorization for Release

AIDS Institute




of Confidential HIV* Related Information


Confidential HIV Related Information is any information indicating that a person had an HIV related test, or has HIV infection, HIV related illness or AIDS, or any information which could indicate that a person has been potentially exposed to HIV.


Under New York State Law, except for certain people, confidential HIV related information can only be given to persons you allow to have it by signing a release.  You can ask for a list of people who can be given confidential HIV related information without a release form.


If you sign this form, HIV related information can be given to the people listed on the form, and for the reason(s) listed on the form.  You do not have to sign the form, and you can change your mind at any time.


If you experience discrimination because of release of HIV related information, you may contact the New York State Division of Human Rights at (212) 870-8624 or the New York City Commission of Human Rights at (212) 566-5493.  These agencies are responsible for protecting your rights.

	Name and address of facility/provider obtaining release:



	Name of person whose HIV related information will be released:



	Name and address of person signing this form (if other than above):

Relationship to person whose HIV information will be released:



	Name and address of person who will be given HIV related information:



	Reason for release of HIV related information:



	Time during which release is authorized:

                                                                           From:                                         To:



My questions about this form have been answered.  I know that I do not have to allow release of HIV related information, and that I can change my mind at any time.

___________________________

_____________________________________________________

Date





Signature

*Human Immunodeficiency Virus that causes AIDS.
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