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Name: ____________________________________________________
Telephone: __________________________

Address______________________________________________________________________________________________

1. I authorize Mount Sinai Health Systems and/or the following providers(s)  _________________________________ 
__________________________________________________________________________________________________ 

 to disclose my personal and/or medical history and/or treatment as follows: 
__________________________________________________________________________________________________
        to (Insert name of journal) for the purpose of Scientific publication. 

2.  I understand that this authorization is valid for one year and that I may revoke it at any time, except to the extent that Mount Sinai already has taken action based on it.  (To revoke this authorization, write to: (Insert PI’s name and address), 
3. By signing this form I authorize the use or disclosure of the Protected Health Information as described above. This information may be re-disclosed –including its dissemination to other media not listed above-- if the recipient(s) described on this form is/are not required to protect the privacy of the information, and such information is no longer protected by federal health privacy regulations.

· If you are authorizing release of HIV-related information, you should be aware that the recipient(s) is/are prohibited from re-disclosing any HIV-related information without your authorization unless permitted to do so under federal or state law. Initial here to authorize such re-disclosure: ___________________________
· If you experience discrimination because of the release or disclosure of HIV-related information, you may contact the New York State Division of Human Rights at 212-870-8624 or New York City Commission of Human Rights at 212-566-5493. These agencies are responsible for protecting your rights.
I understand that I am not required to sign this authorization and that my healthcare, payment for healthcare and healthcare benefits will not be affected if I do not sign this form.

Signature: ________________________________________________________________    Date: ________________  


                   (Patient or Personal Representative)

Personal Representative: [Print Name] _______________________________________________________________  

Authority: __________________________________________________    Telephone: __________________________

Address: ________________________________________________________________________________________

Witness: [Print Name] _____________________________________ Signature: ______________________________
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