Patient Name:

HEALTH+ DOB: __/___|
HOSPITALS Medical Record Number:

3anpoc Ha npeaocTasneHne gocTtyna
K MeAULMHCKUM AaHHbIM Telephone Number:

NYC Health + Hospitals ncnonbayet aty ¢oopmy ans goKkymeHTanbHOro opopmMreHus Bawero 3anpoca
Ha npegocTaBlieHMe A0CTyNna K BallMM MeOULUHCKUM OaHHbIM.

3anpawuvBaemMbin JOCTYynN: |:| Konuu |:| lMpoBepka no mecty
3anpawuBaembin opmar: |:| BymaxHbIi HOCUTENb |:| Ouck (CD) |:| OneKTpPoHHOE NMCbMO
[] Apyroe:

Cnoco6 nony4yeHus:
|:| B cobcTBEHHbIE pyku |:| OneKTPOHHOEe NMUCbMO Ha afpec:

[ ] Otnpaeka noytoii no agpecy:

‘ WH®OPMALINIO HWXE HEOBXOAMMO 3AMOJIHUTL ANA BCEX BUOOB 3ANMPOCOB

3anpawuBaeTca AOCTynN K cneayouwen nHdopmaumm:

|:| MegawnumHckue gaHHble (garta(-bl)) |:| Pe3ynbTaTbl peHTreHONOrnyYecKmx
nccnenoBaHui (aarta(-bl))
|:| PesynbTaThl nabopaTopHbIX |:| OTmeTKM 0 xoane
uccnegosaHui (aara(-bl)) neyenus (gara(-bl))
|:| MnaTexHble AoKymeHTbI (aaTa(-bl)): |:| Mos nonHas megnumMHCKas kapTa

|:| Opyroe (ykasaTb):

Cnedyrouwasi uHghopmayusi He MoGSIEXUM PacKpPbLIMUIO, KPOMe cjlydaee, Ko20a 8bl KOHKPEemMHO ommMemume Kaxobil
nodxodsiwuli NyHKM U3 crnucka HuUxe:

|:| MHdbopmauns o pacctponcreax, |:| MHdopmaums 0 COCTOSAHUN NMCUXNYECKOTO 340POBbSA
BbI3BaHHbIX YNOoTPebneHnemM NcUxX0akTUBHbLIX BELLECTB

|:| MHdopmauns o reHeTM4eckom TeCTUPOBaHNUA |:| MHdbopmauums, ceszaHHas ¢ BUY

[lo Moero ceBefeHus 4OBEAEHO, YTO Sl UMEID MpaBo MOSy4YMTb AOCTYN K CBOMM MEAULMHCKUM AaHHbIM B 3anpaluvBaemMoin hopme
1 chopmare, ecnu Takue AaHHble AOCTYMHbI B JaHHOW hopMe 1 hopmaTe, a Takke To, 4to, ecnn NYC Health + Hospitals He
MOXeT onepaTMBHO NPeAoCTaBNTb MEAULMHCKME AaHHbIE B 3anpalumBaemon popme n popmate, MHe ByaeT npegocraBneHa
OymaxHas konusi B AOCTYMHOM 4118 YTeHUsi hopmaTte unm aaHHble B apyrov 06010gHO cornacoBaHHon popme u hopmarTe.

[o Moero cBeeHusl OBEAEHO, YTO B Clly4ae MOEr0 3anpoca Ha rnornyyeHne MeauUMHCKMX OaHHbIX B 3NIEKTPOHHOM BUAe
Takune faHHble OyayT npedocTaBneHbl B 3anpawwmnBaemon opme n gopmarte npu BO3MOXHOCTM UX ONepaTUBHOIO
npepoctaeneHusi. B npotuBHom crniyyae MeguumMHckme AaHHble 6yayT npegocTaBneHbl B 4OCTYNHOW A4S YTEHUSI SNEKTPOHHOM
opme n chopmaTe B COOTBETCTBMM C B3aMMHbIMW JOFOBOPEHHOCTSIMU.

[lo Mmoero cBefeHnst 4OBEAEHO, YTO B Clly4ae MOEro 3anpoca Ha NpoBeAeHne NPoBEPKN MeAULMHCKMX AaHHBIX MO MECTY
OTBETCTBEHHOCTb 3a HaAnexallee 1 CBoeBpeMeHHoe NpoBeaeHNe NPoBEPKM HeceT [lenapTameHT no Bonpocam ynpasreHus
MEOULMHCKUMWN AaHHBLIMU.

[lo Moero cBefeHusi 4OBEAEHO, YTO B Clly4Yae MOEr0 3anpoca Ha rnornyyYyeHue Konuii Moux MeauuNHCKUX AaHHbIX C MEHSI MOXET
B3MMaTbcA 060CHOBaHHasi nnarta 3a o6paboTKy Takoro 3anpoca u YTo A0 BbICTaBIEHNsi COOTBETCTBYIOLLEro cyeTa MHe coobwiar
OPUEHTMPOBOYHYIO CTOMMOCTb OKa3blBaeMbix ycryr. [lo Moero cBefeHus Takke JOBEAEHO, YTO OTCYTCTBME Y MEHS BO3MOXHOCTY
oTNNaTUTb HEOOXOAUMYIO CYMMY HE MOXET ObITb MCMNOMb30BaHO B KA4YeCTBE €MHCTBEHHOIO OCHOBaHWSA Asl OTKasa B
npenocTaBrieHU MHe J0CTyna K COGCTBEHHbIM MEAULMHCKUM AaHHbIM.

noanncb NALUMEHTA NI NNYHOIO NPEACTABUTENA: OATA/BPEMA:

ECJITM BAMNONHAETCA HE NALUMEHTOM, YKAXWUTE NMA, PAMUTTIO, ADPEC N HOMEP TENE®OHA NNYHOIO
NPEACTABUTENA:

NHOOPMALIMA O TOM, KEM NPEACTABUTESb MPUXOOUTCA MALMEHTY/MONHOMOYUA LENCTBOBATL OT UMEHU
NAUMEHTA:

NAME OF EMPLOYEE PROCESSING REQUEST:
EMPLOYEE SIGNATURE: DATE/TIME:
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Patient Name:

HEALTH+ DOB:__ /|
HOSPITALS Medical Record Number:

Telephone Number:

Request for Access to
Health Information

NYC Health + Hospitals will use this form to document your request for access to your health information.

Access Requested: [ | Copies [ ] Onsite Inspection

Format Requested: |:|Paper |:|CD (] Email |:|Other:

Method of Release:
L] Pickup/In Person [1E-mail to:
[ Mail to:

INFORMATION BELOW IS REQUIRED FOR ALL REQUESTS

Information to be Accessed:

[[] Health Information (date(s)) L] Radiology Reports (date(s))
] Laboratory Test Results (date(s)) L] Progress Notes (date(s))
[] Billing Records (date(s)): [ ] My complete medical record

[] Other (please specify):

The following information will not be released unless you specifically select each applicable type below:
[ Substance Use Disorder Information [] Mental Health Information

[] Genetic Testing Information [ ] HIV-Related Information

| understand that | have the right to access my health information in the form and format requested if readily producible in such
form and format, and that if NYC Health + Hospitals cannot readily produce such health information in the form and format
requested, | will be provided a readable hard copy form or such other form and format as mutually agreed upon.

| understand that if | request an electronic copy of my health information, it will be provided to me if readily producible in such form
and format, or if not, in a readable electronic form and format as mutually agreed upon.

| understand that if | request on-site inspection of my health information that the respective Health Information Management
Department is responsible for coordinating such inspection in a reasonable and timely fashion.

| understand that if | request copies of my health information, | may be charged a reasonable cost-based fee for such request and
that any fee estimates will be provided to me prior to being charged. | also understand that my inability to pay may not be used as
the sole reason to deny a request to access my health information.

SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE: DATE/TIME:

IF NOT PATIENT, PRINT NAME, ADDRESS AND PHONE NUMBER OF PERSONAL REPRESENTATIVE:

RELATIONSHIP/AUTHORITY TO ACT ON BEHALF OF PATIENT:

NAME OF EMPLOYEE PROCESSING REQUEST:

EMPLOYEE SIGNATURE: DATE/TIME:

HHC Form 2413 (English) (R April 20)



