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SOLICITUD DE ACCESO DEL PACIENTE A SU INFORMACIÓN MÉDICA PROTEGIDA INFORMACIÓN DEL PACIENTE (EN LETRA DE IMPRENTA):
Nombre del paciente (apellido, nombre): _______________________________________________ Fecha de nacimiento: _________
Dirección: ___________________________________________________________________________________________________ Ciudad::_________________________________
   Estado::__________________________ Código postal: ______________________ Teléfono: _______________________________________________ Correo electrónico: ___________________________________

Autorizo a CRHC a divulgar mis registros. ¿A dónde desea que se envíe la información?
A: __________________________________________ Teléfono: _________________________  Fax: _________________________
Dirección postal: ______________________________________________________________________________________________
Correo electrónico:_____________________________________________________________________________v______________

Registros que se solicitan (indique a continuación qué registros está solicitando y marque según corresponda)
☐ Fecha(s) de servicio:____________  Proveedor(es): _____________________________________________________________
☐ Informes/Procedimientos operatorios:  __________________________________________________________________________
☐ Últimos dos (2) años de información médica
☐ Visita(s) al consultorio:  ______________________________________________________________________________________
☐ Resultados de pruebas (resultados de laboratorio/patología) Especifique:  _____________________________________________
☐ Radiología (radiografías, tomografías computarizadas, imágenes por resonancia magnética): Solo informes ___________________ 
    Imágenes en CD ___________________
☐ Otro (especifique): _________________________________________________________________________________________
Incluir (indicar con sus iniciales)
___ HIV/SIDA ___ Drogas/Alcohol ___ Salud mental   ___ Pruebas genéticas ___ Pruebas de fertilidad
*SI NO COLOCA INICIALES, ESTA INFORMACIÓN
MÉDICA PROTEGIDA NO SERÁ DIVULGADA A UN  TERCERO
¿Cómo preferiría que entreguemos sus registros?
☐ Formato Impreso
☐ Electronic: Email (encrypted) _________________________________________ 
☐ Fax # __________________________________________________________
☐ Otro (especifique) ______________________________________________
Nombre del paciente o representante legal (en letra de imprenta) ______________________________________________________
Firma del paciente o representante legal: Firma del paciente o representante legal 
Relación (se debe adjuntar documentación o estar archivada) __________________________________________________________
Fecha:____________________________________________________ to discuss my health information with: 
	    Initials			Name of individual health care provider
Name:_________________________________________________________________ Relationship:___________________________________ 	
REASON FOR REQUESTED USE OR DISCLOSURE
☐ Personal Use				☐ Legal			☐ Second Opinion			☐ Change in health care provider
☐ Other (specify) ______________________________________________________________________________________________
TO BE READ AND SIGNED BY PATIENT:



[bookmark: _GoBack]I understand the following:
a. I may revoke this authorization at any time by providing written notice to the practice.
b. I may not be able to revoke this authorization if the practice has already taken action utilizing this authorization or if the authorization was obtained as a condition of obtaining insurance coverage.
c. The practice will not condition treatment or payment based on my signing this authorization.
d. I am signing this authorization freely and under no pressure from any individual to do so.
e. Information disclosed under this authorization might be re-disclosed by the recipient and this re-disclosure may no longer be protected by federal or state law.
f. I acknowledge that I have had an opportunity to review this authorization and understand the intent and use.
g. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE and CONFIDENTIAL HIV RELATED INFORMATION only if I place my initials on the appropriate box above.
h. If I am authorizing the release of HIV related, alcohol, or drug treatment information, the recipient is prohibited from re-disclosing such information without my authorization unless permitted to do so under federal and state law.  I understand that I have the right to request a list of people who may receive or use my HIV related information without authorization. If I experience discrimination because of the release or disclosure of HIV related information, I may contact the New York State Division of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are responsible for protecting my rights.
Signature of Patient or Legal Representative ________________________________________________________Date: ________________
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