Medical Record and Xray Reqguest Form
Authorization for Use and Disclosure of Health Information

Patient Name: Date of Birth:
Address:

City, State, Zip Telephone:
Previous Name): ID#:

By signing this form, | hereby authorize Syracuse Orthopedic Specialists to disclose the health

information described below to:

Person/Company Name:

Address:

City/State/Zip
(Name and address of person or organization)

If you are requesting a copy of your records or films please write SELF.

If you are requesting that your records or films be sent to another person or are authorizing someone to

pick up your records or films please complete above information.

Check all that apply:
0 All health information
0 Health information related to the following treatment or condition

o0 List exact films and dates of films needed for copy:

0 Health information for the date(s) through

0 Other specific description
Reason for this authorization:

o At my request

o Other

o] has requested this information for marketing

purposes and will/will not receive compensation from a third party.
This authorization expires upon:
(Date or description of event)

I understand that | may refuse to sign this authorization. Treatment, payment, enrollment in a
health plan or eligibility for benefits will not be conditioned on signing an authorization if to do
so would be prohibited by federal or state law. | understand an authorization may be required to
participate in research or where health care services are provided solely for the purpose if creating
health information for a third party, and that if | refuse to sign an authorization those services may
be denied.

I may revoke this authorization in writing. If I do, it will not affect any previous actions already taken
in reliance upon my authorization. | may not be able to revoke this authorization if its purpose was to
obtain insurance. | may revoke this authorization by writing a letter and mailing it certified mail,
return receipt requested, to the Privacy Officer at Syracuse Orthopedic Specialists, 5719 Widewaters
Parkway, Syracuse, NY 13214

Once health information is disclosed pursuant to this authorization, it may be re-disclosed and may no
longer be protected by privacy laws.

Patient/Legally Authorized Representative Date

Printed Name Relationship to Patient

Note: This document must be made part of the patient’s medical record. A copy of this
document must be given to the patient or legally authorized representative.



INSTRUCTIONS AND INVOICING INFORMATION

Please complete this form and mail to the location where you are treated. Upon
receipt of this form, within 14 business days we will notify you of the completion of
your request, and the total amount that is due.

At that time you may make payment over the telephone, or indicate that you would
like to pick up records and make payment at that time.

Records will be mailed to a requested party upon receipt of payment for those
records.

Please be advised that we require payment for records and films as outlined below:
Notes $. 75 per page X-Rays$5.00ea MRI $10.00 ea Disability Forms $5.00 ea

We accept Cash, Check, Visa, Mastercard, and American Express

Office Locations:

5719 Widewater Parkway, Dewitt, NY 13214

5000 West Seneca Turnpike, Syracuse, NY 13219

4888 West Taft Road, Liverpool, NY 13088

5700 West Genesee Street Camillus, NY 13031

5100 West Taft Road, North Medical Center, Liverpool, NY 13090

4115 Medical Center Drive, Northeast Medical Center, Fayetteville, NY 13066

*** FOR OFFICE USE ONLY #*****

Total Amount Due:
Amount Received:
Date Received:

Important Notice:

By Law, the information we disclose to you is confidential. You are responsible to protect the confidential
nature of this information by destroying the enclosed copies after your sated purpose has been fulfilled.
State Law prohibits you form making any further disclosure of this information without the specific written
consent of the person to whom it pertains, or as otherwise permitted by law. Disclosure of confidential HIV
information that oxccurs as a result of general authorization for the release of medical information will be
in violation of state law and may result in a fine or jail sentence or both. 10 N>Y>C>R>R> Part 63.5,
Section 2786 of the Public Health Law.



