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CONSENT FOR COMMUNICATION VIA E-MAIL (Provider-Patiant)
I, » hereby consent toc have wy physician,

; communicate with me or members of Dis/her stafs

i

where appropriate or other physicians, nurse practiticners ang
pharmacists via e-mail reg'a.rriing_t]ie following aspects of my medical
care and treatment: [test results, prescriptions, 2ppointmente,
billing, etc.]. I understand that e-mail is not a confidential method
of communication. I further understand that there is 2 Tigk that =
mail communications between my physician and me gr members of my
rhysician's office staff or between my physician and othor Physicizns,
nurse practitioners and pharmasists regarding my medical cgre and
Creztment may be intercepted by third parties or tranemitted to’
unintended parties. T alse understand that any e-mail Communicaticns
betwean my physician and me or members of hig/her offica staff, ;::
between my physician and :.ther physicians, nurse practitioners or
Pharmacists rega.rd..ng my -ned_..cal care and treatment will be Printed
oult 2nd made a part of oy medical record. I undarstand thas in an
urgent or emergent situation I should call my prt:avldar OY €0 to ths

Emergancy Room and not rely cn e-mail.

E-mail:

Signature: - ~_ Date;
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Patient Responsibility
and
Assipnment of Benefits

In consideration of medical care and services rendersd to me, [ agres that my responsibilities 10
(provider) of the Department of Medicine include

bin zre not lirmiied to the followang:

s Obtzining all necessary referrals from my Primary Care physician for viﬁit{s] to specialists.
» Obleining all necessary pre-authorizztions for procedures to be periormsd by the specialist,
« Paymen! of co-payments and deductibles not paid by my insurance plan,

. Payment for services not covered by my insurance plan.
+ Informing the office of any change in my insurance coversge.

Medicare Beneficianes:

» ] hereby authorize the release of medical and/or other informaticn about meto the
Social Security Administration and Health Care Financing Adminisiratien or it
intermnediaries or camiers (ineluding information relating to mental iliness and/or
ATDS/ARC/HIV) necessary for this or any related Medicars claim.

4] Patients:

» [hereby authorize the release of medical andfor other information sbout me that is

nacessary for the processing of my insurenes benefits,
» . [ hereby authorizz payment on my behalf.
e [hereby assign benefits payable to (provider)

| have read, inderstand &end agree with the above,

Name of Peneni Daie
Signature of Patiant or Authorized Reprasantative Dzt
Relationship to Panent Date
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E;rvtm ﬁﬁ?ﬁvﬁ;ﬂmﬂﬁw{ﬂgﬁﬁl hzve been providad a copy  of this Notice of priv:
bospitzis and the facr.hnn_:d oF bow hnlﬂ-_-,‘ oformation ebout me mav ba Tsad m Fractices ang
f fisted atthe beginming of tuis notce, and how I zy ﬂﬁ i}mﬂd];y;ida
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f

Signmature of Pat{ent or Pergonal Repm#ﬁw

Print Name of Patiert ¢ Personal F;epm-mtaﬁve :

Date

——

Description pf Persopal Rﬁrﬂar.mti:ﬁ.a Anthorit

Iwnutlblz.'ta hgh' e ° = : : '
haranse: o e patient’s ackmowledgement of recejpt of the NOPP upey gt

e -
e i

[ The patiert refusad to sign despite gw-::bdﬁiih efforts

[]  The patient was waacrompaniad and notalert and ariented |

T I The patiert was Lmacrum;ﬁeﬂaﬁ& ,;Egﬁhﬁ .
L] Other, (emplain); . : — ——— e
Employee Signature ' i
h oyee S Employes Title:
. .-—_________-________
PT.LI‘E NEi'ﬂ_E: ) . e ) * - Da":ﬂ: - -

2. Admowiedgenent subseguenty obtined, [see above),

MR-205 (Rev5/04))
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MOUNT SINAI USE OF INFORMATION AUTHORIZATION

Tear Pa.ﬁmt',r

Like other major academic medical centers, Mount Sinai depénds greatly upon
the generosity of our patients to help us provide the finest in patient care,
educate the next peneration of physicians, and promote research and discovery
of new tma.tmcnta anc cures.

Federal law néw rEqLI:IIEE health care providers to obtain your s Wntten )
authorizatiof.prior to contacting you with marketing information or about
philanthrogié.initiatives that support the work of your doctors. Your
permission for disclosure of vour name will allow Mount Sinai staff to contact
you about marketing or philanthropic efforts that may be of interest to you,.’

No other information about yout or vour medical treatment will he
disclosed ~ that is strictly between you and your doctor. Maintaining
patient confidentiality and ensuring your right to pnva.cy has always been, and
will always be, a priority at Mount Sinai. -

We hope you will take a moment to read this authorization and 313:1 below. If -
you have any questions, please call the Mount Sinai Development Dﬂice at
(212) 659-8500.

Thank you.

I authorize any doctor employed by or on the staff of The Mount Sinai Hospital and
Mount Sinai School of Medicine {"Mount Sinai®) to disclose my name and contact
informdtion to Mount Sinai development and public affairs staff for the purpose of
céntacting me about Mount Sinai marketing and philanthropy opportunities. T
understand that my health care freatment at Mount Sinai will not be affected in any
way by my refusal or failure to sign this form. 1 further understand that this
authorized information will not be released o any third parties for any purpose other
than that expressed above. This authorization will remain in effect for five years.
However, I may revoke this guthorization at any time by writing o the Mount Sinal
Development Office, One Gustave L. Levy Place, Box 1049, New York, New York
'10028-6574. By signing below, I acknowledge that I have read and accept all of the
abouve,

X . X
Signature.of Patient Print Name of Patient Date
ar Fersomel chrcsentatvcfﬁuardmn or Persenal Repregentative /Guardisn

x -
Address n}_“ Fofisnt
If Applicoble, Description of Authenty of Personal Represm;anmfﬂummn
A signed copy of this form is avedlable wpon request by pnﬁln! or patient representative
MR-212 (REV 4/08) OFFICE USE ONLY
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MOUNT,SINAI HEALTH INFORMATION EXCHANGE
~" AND HEALTHIX CONSENT FORM

he Mourd Sinal Health irfarmatioh Exchange ("Mount Sinal HIE™ and Healthlx share Information about people's health
electronically nd secursly tc improve the quality of hezlth care services. This ¥ind of sharing s called ehealth or hesith
information iechnelagy {“Heslh T). Teleam more aboul Health 1T in New York State, resd the brechure, *Belier Information
Means Beter Care.' You can ask your health caie provider for it, or go o the website www ehealihdny org

i this Consent Form, you can cheose whether 1o aliow the health-care providers listed on the Mount Sinal HIE websiie
www rountginaicontigst. org (CHIE Participants’) to clitein access to your medical reesrds through 2 eomputer netvork
cperaied by the Mount Sinal HIE. This can heip collect the medical racords you have In different places where you gel haalth

. care, and make them svallshble slectronicalty to the providars treating you The ist of HIE Parficipans on e websie will ba
updated regulady, - T

"

You may aiso Usa this Consant Form o decide whether or not i aflow employees, agents or members of the medcal sisff of

The Meount Sinzl Hosgia! end ieehn Bohool of Medicine st Moumt Sinal {fonethar, *Motint Sinal") to s2e and obtain sccass 1o

your electronic haalth records fwsugh Healthl, which Is a Hedlth Informatlon Exchange, or Regional Health Information *.
Orpanizaton {*RKIO", 2 noHer-profit organization recognized by the Stzte of New York. This can slsp halp ealiect the

medicsl recorde you have In diferent plzcas whars you gat healthcare, and maks tham zveilabls slactonieally b bha

providers treating you, This consert gives your permigsion for any Mount Sinad program In which you are 8 pafient io sccess.

yeur recards from your othst nealtheare providers sutharized io disclose Information throughn Healthie A somplete fist of = "=
-current Heatthix Information Souress is zvaiiable from Healthix and can be obtelned =t any ima by thecking the Healhk

website &t hite /. heaithixom or by ealling Haalthi &t B77 595-474%. Upon request, your provider will print §ys bst for

" you from the Heslibix webste. , -

YOUR CHOICE TO GIVE ORTO DENY CONSENT MAY NOT BE THE BASIS FORDENIAL OF HEALTH SERVICES CR
HEALTH INSLLRANCE COVERAGE -

i CacTCARCEIILY EEANTHE INEQRMATION ON THE ATTACHED FACT SHEET, WHICH IS PART OF THIS -
CONSENT FORM, BEFORE MAXING YOUR DECISION, '

Your Conseni Cholees, Youcsn T our this form now er In e fuiure. You have iha following cholees,
Please check Box 1 of 2: ' :

O 4 | mIVE CDNSENT fo AL of the HIE Part! sipants fisted on the Mount Sinal HIE websis to access AL &
"""" 5 f"m;, glectronic healt T R matan throog s MountSimel-HIE and T BWVE-CONSENT o ALL amployass;—— -
Bgents and membsrs of the medical staff of Mount Sinal to access ALL of my electronic healh information
throuoh SEALTHE In connecBen with any of the permitted purpeses desoribad In the fact shest, Including

providing e anv healh care senvices, mcieding ememensy came,

a

i

2. | DENY CONSENT o ALL of tfa HEParticipants listad on the Mount Sinai HIE webske to sccass my
elacrmnic health inormation threugn the MouniSina! HIE and | DENY CONSENT o ALL emplovess, sgents

and membars of the medical stai? of Meunt Slnal to access ANY, of my electonk healh Informetion through -« .
HEALTHIX for zny purpess, svan In a medical amargency. :

NOTE: UHLESS YOU CHECK THE | DENY CONSENT® BOX, New York State law allows health care
. * providiers tre=fing you In an smergency fo gain accsss te your medical records, inzluding records that
28 Evaliabia though the Mount Sina HIE and Healfhix. |F YOU DONT MAKE A CHOICE, tha racerds will
. only be shared [n an emargency 2s allowad by applicable lmw, :

Prnl Name of Faiient Paiani Dale of Bl

" Signature of Patient or Padents Lsgsl Repressniztve Cate

- - T P O o e T S L EERA 8 S

. FritG Mams of Lagsl Reprzsanetiva (7 gpplicabis) " Rel=fonstip of Lagal Repressnisive
. . : to Pafark (# eppficable)
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