Program : ___ Child PHP___ Adolescent PHP___ Adolescent PHP___ Adult PHP Adult IOP
Date: MR# For Office Use Only

BEHAVIORAL HEALTH SERVICES PATIENT REGISTRATION

Patient Name: Date of Birth: Age: Sex: M I
Street Address :

Street City State Zip Code County
Patient’s Primary Contact Phone #: Ol to call/leave message __Yes __No

Patient’s Primary Finail Address:

PARENT INFORMATION/EMERGENCY CONTACT
Name: Relationship:

Address (if different):

Home Phone: Work Phone: Cell Phone:

Name: Relationship:

Address (i dillerent):

Home Phone: Work Phone: Cell Phone:

Primary Care Physician: Phone: Fax:

Address:

Psychiatric Prescriber: Phone: Tax:

Address:

Outpatient Therapist: PPhone: Fax:

Address:

Pharmacy: Phone: [Fax:

Address:

INSURANCE INFORMATION
Primary Insurance : Policy # Group#

Insurance Company Phone #:
Subscriber’s Name: DOB:
Subscriber’s Employer: Relationship to Patient:

Subscriber’s Address; Gf dillerent from patient):
Secondary Insurance : Policy # Group#

Insurance Company hone #:
Subscriber’s Name: DOB:
Subscriber’s Employer: Relationship to Patient:

Subscriber’s Address: Gf dillerent from patient):

Patient Signature (if 18 or older) Printed Name Date

Parent/Guardian Signature Printed Name Date

Rev.7/9/22
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DOCUMENT SIGNATURE PAGE Date of Birth:

CONSENT FOR TREATMENT

I am requesting voluntary admission to the Partial Hospital Program ot Intensive Outpatient. I understand
that as a voluntary patient, [ can choose to discontinue the program at any time for any reason. However,
program staff strongly encourages patients to discuss their intention to leave the program prior to making the
final decision. I have received a Patient Handbook, which includes patient rights and responsibilities, as well
as the programs grievance procedure. [understand that I may go lo any clinical staff member if [ have
questions or concerns about any of my rights or responsibilities. The risks and benefits of the Program have
been fully explained to me and I am choosing to patticipate in the program, being fully aware of these risks
and benefits.

I have received a copy of the following documents (check all documents given to the patient):
|  Four Winds Saratoga Patient Bills Of Rights

Xl  Notice of Privacy Practices

D¢ Patient Handbook

[]  AnImportant Message from Medicare

Patient Signature: Date:
Parent or Legal Guardian: Date:

[ heroby consent to the taking of my photograph for identification purposes only. I onderstand that, upon
discharge, my photograph will be kept by Four Winds Saratoga and filed in my medical record.

Patient Signature: Date:

Parent or Legal Guardian: Date:

I have discussed the above with the patient and his/her family (when availabie) and he/she has indicated an
understanding of the rights guaranteed to him/her while a patient at Four Winds Saratoga.

Patient refuses io discuss above (check if applicable) ] Yes No
Patient refused handouts (check if applicsble) [ ] Yes No
Staff Signature: Date/time:

Rev. 4710103, 12/16/03, 4/15/04, 02/01/06, 8B/4/06, 1/2012, 7/2012, 8/13m 4/20
[09-FWS-004
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TELEMEDICINE APPOINTMENT
INFORMED CONSENT FORM MRN

Telepsychiatry uses two-way cotmunication through andio and video equipment to provide mental health
setvices to you at a distance. Telepsychiatry allows you and staff at different locations to interact and provide
care without the need to travel long distance.

Lixpected Benefits
Telepsychiatry can be a benefit to you, when on-sife services are not available because of the distance, location,
time of day, or availability of resources. Some benefits to Telepsychiatry are!

¢ Improved access fo care » Improved coordination of cate
e Timely services » Improved treatment of care
Potential Risks

Thete ate possible risks with the use of telepsychiatry, These risks could include:
« Delays in treattnent due to equipment faiture
» Poor picture and delays in the video
« Potential data transmission problems that happen in very rare instances, but could lead to a breach of
yout information
e A lack of information that might be available in a face to face visit but not in a Telepsychiatry
session may tesult in errors in medical judgment

You have the right to:
If you choose to participate in Telepsychiatry services, you are given additional Client Rights including being
informed of’
s What trained staff will be available to you and providing you services at the distant site and who can
help in an emergency.

« How the Telepsychiatry equipment works and the purpose of videoconferencing technology.
e Who is in the room at each location during the Telepsychiatry session

e Your oppottunity to decide about who will be in the room with you during telepsychialry sessions,
as well as the right to ask non-medical personnel to gave the room at any time if not needed for
safety concerns,

Failure of Transmission

In the event your session is dropped as a result of transmission or equipment failure someotie from the office
will contact you, We would need to be sure that any alternative contact methods are encrypted and secure. This
may mean a follow up in-person appointment or an additional telepsychintry session to complete the
appointment,

Junderstand this service is not the same as a direct provider visit, because 1 will not be in the same room as the
provider petforming the service. Parts of my treatment which involve physical tests/examinations such ag taking
my vital signs and blood pressure will not be completed. [ understand that my telepsychiatry provider will be
my local provider I would normally see in the office setting. Also,



gxa Patient Name

iy
SARATO §\ DOB

e B B duti

TELEMEDICINE APPOINTMENT
INFORMED CONSENT FORM MRN

» 1 have the right to refuse ot withdvaw my consent to telepsychiatry sessions af any time, without
affecting my right to future care or treatment.

» Tundesstand this is temporary due to the recent COVID19 state and federal restrictions put in place.

% If my provider decides my health care can no longer be managed through telepsychiatry, services may
be discontinued. Other options for my care will be discussed with me.

» Telepsychiatry sessions shall not be recorded without my consest.

% Whiitten medical information and telepsychiatry sessions are kept confidential the same as in-person
medical records.

» 1agtee to allow individuals other than my provides and remote provider to be present during my
telepsychiatry service to operate the video equipment, if necessary. Also, if additional persons are
needed for safety concerns, then my permission may not be needed.

H

] We have read the Telepsychiatry consent form to the patient/legal guardian and we witnessed the consent of
telepsychiairy through the Four Winds Partial and/or Infensive Outpatient Program. The patient/family has had
an opportunity to ask questions which I’ve answered to the best of my knowledge.

Staffl: Date/Time
Staff2; bate/Time
Dear Patient/Family,

Upon receipt of this form, please read through the consent above and the statemient below, Sign and
refurn to the office at your earliest convenience, Please know yon have given verbal consent for your first
session. After reading this form, should you change your mind please notify the staff immediately.

Four Winds Saratoga

Partial / Intensive Outpatient Program

30 Crescent Ave Saratoga Springs NY 12866
(518) 584 - 3600

1 have read and understand the information provided above regarding telepsychiatry. [ have discussed
the expected benefits, potential risks, as well as possible alternatives to telepsychiatry with my provider.
All of my questions have been answered to my satisfaction. Uhereby authorize Four ‘Winds Partial /
Tntensive Outpatient to use telepsychiatry in the course of my diagnesis and treatment,

Signature of Patient/Legal Guardian: Date:

Print Name of Patient/Legal Guardian:
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Hixny Electronic Data Access Consent Form
Four Winds

In this Consent Form, you can choose whether to allow Four Winds to obtain aceess fo your medical vecords through a
computer networl operated by the Healtheare Information Xchange of New York (Hixny), which is part of a statewide
computer network. This can help collect the medical vecords you have in different places where you get health care, and
make them available electronically to our office.

You may use this Consent Form to decide whether or not to allow Four Winds to see and obtain access to your electronic
health records in this way. You can give consent ot deny consent, and this form may Dbe filled out now o at alater date,
Your choice will not affect your ability to get medical care or health insurance coverage. Your choice to
give or to deny consent inay not be the hasis for denial of health services,

Tfyou check the “I GIVE CONSENT” hox below, you are saying “Yes, Four Winds's staff involved in my care may see and
get access to all of my medical records through Hixny.”

If you check the “I DENY CONSENT” box below, you are saying “No, Four Winds may not be given access to my
medical records through Hixny for any purpose.”

Hixny is a not-for-profit organization, It shares information about people’s health electronically and securely to improve
the quality of health care services.

Please carefully read the information on both pages of this form before making your decision.
You have two choices:

O 1 GIVE CONSENT for Four Winds to actess ALL of my medical records through Hixny in connection
with providing me any health care services, inclnding emergency care.

O 1 DENY CONSENT for Four Winds to access my medical records through Hixny for any purpose, even
in @ medical emergency. Unless you check this box, New York State law allows medical providers treating you in
an emergency to get access to your medical records, including records that are ava ilable through Hixny,

Print Name of Patient Date of Birth Date

Signature of Patient or Patient’s Legal Representative Print Name of Legal Representative (if applicable)

Relationship of Legal Representative to Patient (if applicable)

hixny,org
Rev, 11f1/2017



Details about patient information in Hixny and the consent process:

How Youy Information Will Be Used
Your eleetronic health information will be used by Four Winds only to:

+ Provide you with medical treatment und related services
» Check whether you have health insurance and what it covers
+ Evaluate and improve the quality of medical care

NOTE; The choice you make in this Cansent Forin does NOT allow health insurers to have access to your information for the purpose
of declding whether to give you health insurance or pay your bills, You can make that cholce In a separate Consent Form that health
insurers must use.

‘What Types of Information About You Ave Included

If you give consent, Four Winds may access ALL of your electronic health information available through Hixny, This includes
information created before and after the date of this Consent Form. Your health records may include & history of illnesses or injuries
you have had (like diabeted or 2 broken bone), test results (like X-rays or blood tests), and lists of medicines you have taken. This
information may relate to sensitive health conditions, including but not Timited to;

+  Aleohol or drug use proplems* «  HIV/AIDS
. Birth control and abortlon (family planning) +  Mental health conditions
»  (enetic (inherited) disenses or tests +  Sexwally transmitted diseases

*If you have received alcohol or drug abuse eave, your record may include information related to youy alcohol or
drog abuse diagnoses, such as medications and dosages, lab test results, allergics, substance use history, trauma
hitstory, hospital dischaxges, employment, living situation and social support, and health insurance clnims history,

Where Health Information About You Comes From

Information about you comes from places that have provided you with medieal eare or health insurance (" Information Sourees”). These
may include hospitals, physicians, pharmacies, clinical Taboratores, health insurers, the Medicaid program, and other shealth ;
organizations that exchange health information electronically. A complete list of current Information Sources is available from Hixny, i
You can obtain an updated list of Information Souxees at any time by ehecking the Hixny wobsite: www.hixity.org.

Who May Aceess Information About You, If You Give Consent

Only these people may access information about you: doctors and other health care providers who serve on Four Winds's medical staff
who are involved in your medical care; health cave providers who are covering or on call for Foity Winds's doctors; and staff members
who earry out activities permitted by this Consent Form as described above in paragraph one.

Penalties for improper Aceess to or Use of Your Information

Thove ave penalties for inappropriate access to or use of youy electronic health infovmation, If at any time you suspect that someone who
should not have seen or gotten necess to information about you has done so, call Four Winds at: 607-729-9166 ar eall Hixny at (518)
640-0021; or ealt the NYS Depariment of Health at 518-474-4987.

Re-disclosure of Information

Any etectronic health information about you may be re~disclosed by liouv Winds to others only to the extent perimitted by state and
federal Jaws and regulations, This is also true for health information about you that exists in & paper form. Some state and federal laws
provide special protections for some kinds of sensitive health information, including HIV/AIDS and drug and aleohol trertment. Their
special vequirements must be followed whenever people receive these kinds of sensitive health information. Hixny and persons who
access this information through the Hixny nust comply with these requirements,

Effective Period
This Consent Form will remain in effect untif the day you withdvaw your consent or until such time Hixny ceeses operation,

‘Withdrawing Your Consent

You can withdraw your consent at any ime by signing a Withdrawal of Consent Form and giving it to Four ‘Winds, You can also change
your consent choices by signing & new Consent Forin at any tiina. You can get these forms from any Hixny provider, from the Hizny
website at www.hixny.org, or by calling {518) 640-0021.

NOTE: Organizations that access your health information through Hixny while your consent is in effect may copy or include your
information in their own medical vecords, Even if you Jater decide to withdraw your consent, they are not reqaired to return it or
remove it from their records,

Copf,r of Form
You are entitied to get a copy of this Consent Form after you sign it

hixny.org
Rev. t1/1/2017
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Signature Sheet For

ADVANCE DIRECTIVE

| have a previously created Advance Directive.

' MEDICAL ADVANCE DIRECTIVE ves |[JNo | [ YES (I will provide or arrange
: : for my family to provide Four
Winds with a copy)

PSYCHIATRIC ADVANCE DIRECTIVE | [ JYES |[_JNO | [_]YES (! will provide or arrange
- | for my family to provide Four
Winds with a copy)

| have received the hooklet, “Planning for Your Mental and Physical Health Care and
Treatment” which contains the copy of the Advance Directive instructions for completion of an
advance directive as prepared by the Resource-Center, Inc, a division of the NYS Office of
Mental Health. | understand that, if after reading the material { choose to execute an advance
directive, | will notify a member of the nursing staff.

Sighature of Patient: Date:

¥If the patient is executing an Advance Directive the MD/NPP must fill out the Advance Directive
Assessment form in the patient’s medlcal record,

Rev' 9/13, 4/17
I37-FWS-015



PATIENT NAME
FOUR WINDS - SARATOGA MEDICAL RECORD NO, DOA;
HEALTH SCREENING . O ATE OF BIRTH

ADMITTING

DIAGNOSIS

LEVEL OF CARE: ] pHP 7 1 wop

PRIMARY CARE PROVIDER )
NAME CURRENT PRIMARY CARE PROVIDER--PHYSICIAN OR CLINIC W DATE LAST PHYSICAL EXAM
ADDRESS CITY/STATE PHONE NUMBER
ALLERGIES HEIGHT WEIGHT
HEALTH CONDITIONS ' [] NONE
Current History Treating Physician for Current Condition

1. Chicken Pox
2. Asthma
3. Hepatitis
4, Tumor
5. Mumps
6, Scariet Fever
7. Kidney Disease
8. Tuberculosis
9. Diabetes
10. Sexuaily Transmitted Disease
11, Measles / Rubella

12. Hypertension

13. Heart Disease

14. Ulcer

15, Stroke

16, Glaucoma

17, Head Injury

18. Seizures

19, Thyroid Problem

20. Goiter

21. High Cholesteral

22 Ot_her

HAVEYOU EXPERIENCED THE FOLLOWING? 11 YOU HAYV.

EPLEASEEXP

Yes | Neo Yes | No | Comments
GENERAL Weight Change Appetite Change
Faligue Night Sweals
Rash Allergies
HEENT Blwmred Vision Bleeding Gums
Headaches Nosebleeds -
Euraches Sore Throat
Sinuss Trouble
RESPIR- Cough Difliculty Breathing
ATORY Wheezing
CARIMO- Chest Pain Swalling of Ankles
YASCULAR ‘Tendeuscy to bleed or bruise easily Patpitation
Shorness of Breath on Exercise
GASTRO- Heartburn Rectat Bleeding
INTESTINAL | Nausea Diarrhea

Rev. 12/3/04, 4/20/03, 1/30/12
CD253- PHPIOP-026




Vomiting Constipation
Difficuity Swallowing
URINARY Freguency Pain or Urination
Urgency Blood in Urlne
Loss of urine when sneeze, cough Has frequency of
o laugh urination chenged?
MALE Discharge from Penis Changes in Testes or
GENITAL serotum
Undescended Testes Lesions on Penis
Sexually transnitted disease
FEMALE Date of Last Pertod Menopause
GENITAL Irregular Periods Dysinenorthea
Discharge Heavy Breasis
STDS Vaginal Discomfort
Disch, from nipples Lumps in breast
Tender breasts
OBSTET- # of pregnancies # of children
RICAL Abortions Cesarean
Miscarriage
NEURO- Dizzy spells Fainting
LOGICAL Nurnbness Weakness
Difficulty with Difficulty with
Coordination Speech
MUSCULO- Painful Joints Swelling
SKELTETAL | Back Pains Old Injury
Signature of Patient: Date:
MD/NPP Signature: Date/Time:

Rev. 12/3/04, 4/20/03, 1/30/12, 5/14, 5/22
CD253-PHPIOP-026
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JONATHAN’S LAW
INFORMATION SHEET

Jonathan’s Law is a New York State law that makes certain records about adverse incidents more
accessible. Records are accessible to Four Winds Saratoga patients and to other individuals who
are “qualified persons”.

A qualified person is defined as:
e anyone receiving services (the patient) or
o the patient’s legal guardian or
e parents, spouses or adult children who have the legal authority to provide consent for care
and treatment.
The term incident means “an accident or injury that affects the health or safety of a patient”.

What must Four Winds Saratoga provide to qualified persons under Jonathan’s Law?

e You are entitled to request documentation related to an incident in which you have been
involved.

e You are entitled to requests documents related to an incident involving a patient if you
are identified as the qualified person for that patient.

o  Your treatment team will discuss the incident with you upon your request.
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JONATHAN’S LAW

CONTACT SHEET

For Inpatients and Outpatients: Clinical staff completes at the time of screening or admission. If the
patient is the qualified person, complete Section A only. If the patient is not the qualified person, complete
Section B. '

SECTION A (Complete if the patient is the qualified person.)

[ ] Patient received Jonathan’s Law Information Sheet.

[] Reviewed Jonathan’s Law with the patient and (check one):
[] Patient verbalized an understanding of the above and had an opportunity to ask questions.
[} Patient not able to participate in above.

Patient’s Signature: Date:

Staff Signature: Title: Date:

SECTION B (Complete if the patient is not the qualified person.)
[ ] Patient/qualified person received J onathan’s Law Information Sheet.
[ ] Reviewed Jonathan’s Law with the patient and qualified person and (check one):
{] Patient/qualified person verbalized an understanding of the above and had a opportunity to ask
guestions.
[] Patient/qualified person refused to participate in above.

The qualified person was asked if he/she wanted to be notified of incidents {complete one):
[T] Yes. Complete the following and remind the qualified person to provide updates to telephone numbers
should the information change in the future.
Name of Qualified Person:

Address:

Phone Number: Phone Number:
[ ] No. The qualified person indicates that he/she does not wish to be notified of incidents.
Qualified Person Signature: ‘Date:
Staff Signature: ; Title: Date:

Rev. 06/23/09, 1/30/12
130-1P-051
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Ml’?gg Financial Agreement and Guarantee
HOSPITALS

Tleage Print Date
Patient Name Medical Record No.
Parent's Name Parent's Name

Other Responsible Parly (state relationship)

ASSIGNMENT OF BENEFITS

I hereby assign to Four Winds [Hospitals all my right, title and interest, including henefit of payment to

which I am or may be entitled from insurance company under policy

1# for Insured Name and from
ingurance company uncer policy 2 # for

Insured Name or from any governmental agency, other insurance carrier

and/or their agents, or others who are financially responsible for the hospitalization and medical care and

services rendered to me or my dependent al Four Winds Hospitals.

FINANCIAL AGREEMENT AND GUARANTEE

(DWe {jointly and severally) agree to pay and guarantee payment to Tour Winds Hospitals the full and
entire amount of any and al bills not paid in full by our health insurance plan(s), private or governmental,
or combination of plans due to any reason including, without limitation, exhaustion of benefits, a pre-existing
condition excluded from coverage, and responsibility for co-payments. Iunderstand that all such bills are dus
and payable upon presentation at the Hospital's negotiated rate with my health insurance plan(g), or it [ do not
have health Insurance benefits, at the rate T have negotiated with the Hospital. Payment may be demanded
at any time from any of the undersigned, and failure to demand payment of the patient shall not be a prerequisite
to the guarantor’s immediate responaibility for payment. This agreement ghall be governed by the laws of the
State of New York as a contract deemed executed in New York and to be performed in New York. We
expressly consent to the jurigdiction of New York State and federal courts and to venue in Westchester
County in any action brought relating to this agreement. We agree to pay any costs and expenses
incurred by Four Winds Hospitals to enforce this agreement, inclnding reasonable attorneys’ fees. This
document constitutes the complete agreement of the parties. We acknowledge that we have not relied on
statements, promises, or representations, oral or written, other than as contained herein, Four Winds
Hospitals has accepted my check or cash for such amount and provided me with a receipt. Any amounts
charged or paid in excess of what is owed will be refunded within 7 to 10 business days,

Page 1




Four Winds Financial Agreement and Guaraniee (continued)

Med. Rec. No.

Patient Name

RESPONSIRILITY FOR SPECIALIZED SERVICES

(DWe understand that psychiatric and basic medical care is provided by Four Winds Hospitals. However,
if specialized medical services not provided at Four Winds are indicated, we agree that the cost of such
medical consultation/treatment will be (mydour responsibility,. Whenever possible, Four Winds will nolify
the family or financially responsible person that such specialized care is indicated in advance of the visit

to the medical consultant.

DENIAL OF PAYMENT BY THIRD PARTY PAYOR

Four Winds Hospitals has accepted my checl or cash for 7 days of hospitalization and provided me with
areceipt. My cheek will he held until there is a denial of payment, Any amounts chavged or paid
in exceas of what is owed will be refunded within 7 to 10 business days. A small number of health plans
provide that beneficiaries sign an addendum to this financial obligation form at the time of a denial baged
on lack of medical necessity, (Dwe understand that (I)we will be notified by phone or in person of the
denial by Four Winds ITospitals staff at the time that the Toapital is notified. If provided by my health
nlan, I agree to promptly execute an addendum.

If I(we) fail Lo execute such addendum and (Dwe elect to confinue to receive services at Four Winds

Hospitals, (Dwe agree to promptly pay for such incovered services,

ALL PARTIES MUST SIGN

WE HAVE READ AND UNDERSTOOD THIS AGREEMENT AND ATTESY THAT ALL INFORMATION IS
TRUE, COMPLETE, AND ACCURATE.

Patient (if 1B or over)

Parent Parent

Sponse

Other Responsible Party (state relationship to patient)

Page 2 vevised B/A/2022



INSTRUCTIONS FOR COMPLETING THE ATTACHED
RELEASES

Attached are RELEASE OF INFORMATION FORMS. Please
complete one page for any of the following that pertain
to you / your child:

1.Your Medical Dr. ( PCP )
2.Your Therapist

3. Your Medication Prescriber
4.Your Insurance Company — check both boxes marked

“other” and specify “BILLING”. The name of
insurance company goes on top under agency

PLEASE MAKE SURE RELEASES ARE FILLED OUT WITH
PROVIDERS FULL NAME — COMPLETE ADDRESS- FAX
AND PHONE NUMBER.

THANK YOU
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w“l‘gl g AUTHORIZATION FOR RELEASE | PATIENT NAME:
s FINFORM ON
HOSPITALS OF INFO ATI DATE OF BIRTH:
FOUR WINDS HOSPITALS [ authorize Four Winds Hospitals to obtain from and/or
Tlease forward the request to the location you wish to obiain release to:
from/release to: Person/Agency/Schoel:
Westchester Saratoga
800 Cross River Road 30 Crescent Avenue Address:
Katannh, NY 10534 Saratoga Springs, NV 12866
Phone: (914) 763-8151 Phone: (518) S84-3600
Fax: (91d) 763-0950 Inpatient Fax: (518) 580-1514 | City, State, Zip:
Partial Fax (518) 5812535 Phone: Teax:

Or [From Date: To Date:
Uniess a period is specified, the information below wilk be providsd from the most recent hospital location admission only

Covers the period of healthcare: [IMost recent hospital admission [[Last 1 year [IAll hospital admissions

0
[
[
Cl
]

!

The Specific Information to be Disclosed is:

Psychosocial Assessment
Medical: H&P, Labs, BKG, other Medical Information

Applications
Progress Notes

Diagnosis Only

Dates of admission and/or discharge
Integrated Assessments/Psychiatric
Agsessment

Educational Summary / Materials / Verbal Academic Reports
HIV-refated information, if applicable

Entire Medical Record

Discharge Summary
Verbal/Written Communication for
Discharge

Psychotogical Testing

ODooogoDono

Other {specify):

E]

]
a3
[

This information will be nsed for the {ollowing purpose(s):

Evaluation and Continuing Treatment / Coordinating Care

Educational Placement / Other Educational Concerns / Billing School District for Education
Legal / Custody / Cowrt / Probation

Other (specify):

Four Winds Hospitals is a two hospifal system comprised of both Four Winds Westchester and Saratoga inpatient hospitals, partial
hospitalization programs, and intensive ompatient programs. [ understand authorizing this disclosure applies to both hospilals at every ievel
of care. T understand that a separate authorizalion form is not nseded to exchange protecied health information between both hospitals at
every level of care for the purposes of treatment, payment, and operations.

I understand that 1 have the right 1o revoke this authorization at any time, by submiiting a revocation in writing to the Medical Records
Department. The vevocation will not apply to information that has already been released in response to this authorization. T also understand
that the revocation will nol apply to my insusance company when the law provides my insurer with the right Lo contest a claim under my
policy. This authorization will sxpire In one year from the date of the signature below and may be used unii! such time for either a one-time
release or periodic release of information,

If the disclosure is for educational purposes, F understand that the recipient may be my child’s home schoel district, any school within the
home schoal district, and a school that my child attends which is funded by the home school district.  Disclosure to any other schoot or
educational entity requires a separate anthorization,

1 understand that authorizing the diselosure of this information is voluntary. I understand that 1 can refuse io sign this anthorization and
that my refiisal to sign will not affect my ability to obtain treatment. Tunderstand that I have a right to receive a copy of this authorization. I
understand that any disclosure of information carvies with il the potential for an unauthorized re-disclosure by the recipient, and the
information may not be protected by the lederal privacy rules or by New York law.

1f 1 am authorizing the release of HIV-relaled information, the recipient is prohibited from re-disclosing such information without my
authorization unless permitted (o de so under federal or state law. I understand that T have the right to request a list of people who may
receive or use my HIV-refated information without authorization. 1f I experience discrimination because of the release or disclosure of HIV-
related information, [ 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 prolecting my rights.

if Signed by Legal Guardian, Relationship 1o Patient Date

Signature of Patient or Legal Guardian Signature of Staff Person Releasing Information

Title Diale Released

08/10/2022 AD [0/NS 101
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%C{L IS‘ AUTHORIZATION FOR RELEASE | PATIENT NAME:

T
HOSPITALS OF INFORMATION DATE OF BIRTIH:
FOUR WINDS HOSPITALS I authorize Four Winds Hospitals to obtain from and/or
Please forward the request to the lacation you wish to obtain rejease to:
from/release to: Person/Agency/School;
Westchester Saratoga
800 Cross River Road 30 Crescent Avenue Address:
[atonah, NY 10536 Saratoga Springs, NY 12866
Phone: (914) 763-8151 Phone: (S18) 584-3600
Fax; (914) 763-0950 Inpatient Fax: (518) 580-1514 | Clly, State, Zip:

Partial Fax (518) 581-2535 Phone: Fax:

Coovers the period of healtheare: [1Most recent hospital admission FlLast 1 year [TIAl hospital admissions

Or [From Date: To Date:

Unless a period is specified, the information below will be provided from the most vecent hospital location admission only

The Specific Information to be Disclosed is:

o O oOoo

Psychosocial Assessment
Medical: H&P, Labs, EKG, other Medical Information

Applications
Progress Notes

Diagnosis Only

Dates of admission and/or discharge
Integrated Assessments/Psychiatric
Assessment

Educational Summary / Materials / Verbal Academic Reports
HIV-refated information, if applicable

Entire Medical Record

Other {specify):

Discharge Summary
Verbal/Written Communication for
Discharge

pooogogniid

Psychological Testing

This information will he used for the following purpose(s):

oooo

Evaluation and Continuing Treatment / Coordinating Care

Educational Placement / Other Educational Concerns / Billing School District for Education
Legal / Custody / Court / Probation

Other (specify):

Four Winds Hospitals is a two hospital systern comprised of both Four Winds Westchester and Saratoga inpatient hospitals, patial
hospitelization programs, and infensive outpatient programs, I undersiand authorizing this disclosure applies to both hospitals at every level
of care. | understand that a separate authorization form is not nesded to exchange protected health information between both hospitals at
every level of care for the purposes of treatment, payment, and operations.

I understand that T have the right to revoke this authorization af any time, by submilting a revocation in writing to the Medical Records
Department. The revocation will not apply to information that has already been released in response to this authorization. I also understand
that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my
policy. This authorization will expire in one year from the date of the signature below and may be used vntit such time for either a one-time
release or periodic release of information.

If the disclosure is for sducational purpesss, T understand that the recipient may be my child’s home school district, any school within tha
home sehool district, and a school that my child attends which is funded by the heme school distriet, Disclosure io any other school or
educational sntity requires a separate authorization.

1 understand that authorizing the disclosure of this information is vojuntary. Iunderstand that i can refuse to sign this authorization and
that my refissal to sign will not affect my ability to obtain treatment. 1 understand that I have a right to receive a copy of this authorization. I
understand that any disclosure of information carries with it the potential for an vnautharized re-disclosure by the recipient, and the
information may not be protected by the federal privacy rules or by New York law.

If 1 am authorizing the release of HIV-related information, the recipient is prohibited from re-disclosing such information without my
authorization unless permitted to do so under federal or state law. I understand that I have the right to request list of people who may
receive or use my H1V-related information without authorization. 1f I experiencs discrimination because of the release or disclosure of HIV -
related information, | may contact the New York State Division of Human Rights at {212) 480-2493 ar the New York City Commission of
Human Rights at (212) 306-7450. These agencies are responsible for protecting my rights.

L Signed by Legal Guardian, Relationship 1o Patient Dale

Signature of Patient or Legal Guardian Signature of Staff Person Refeasing Information

Title Dale Released
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A\AXESL g AUTHORIZATION FOR RELEASE | PATIENT NAME:
N OGPITALS OF INFORMATION DATE OF BIRTH:
FOUR WINDS HOSPITALS I authorize Four Winds Hospitals to obtain from and/or

Please forward the request to the loeation you wish to obtain release to:

from/release to: Person/Agency/School:

Westchester Saratogn

Address:

800 Cross River Road 30 Crescent Avenue

Katonah, NY 10536
Phone: (914) 763-8151

Saratoga Springs, NY 12866
Phane: (S18) 584.3600

City, State, Zip:

Tax: (814) 763-0050 Inpatient Fax: (S18) 580-1514

Partial Fax (518) 581-2535 Phone: Fax-

Covers the period of healthcare: [JMost recent hospital admission CiLast 1 year [1Al hospital admissions

Or [OFrom Date:

To Date:

Unless a period is specified, the information belew will be provided from the most recent hospital location admission only

The Specific Information to be Disclosed is:

o OobO 0o0o

Psychosocial Assessment
Medical: H&P, Labs, EKG, other Medica! Information

Applications
Progress Notes

Diagnosis Only

Dates of admission and/or discharge
Integrated Assessments/Psychiatric
Assessment

Educational Summary / Materials / Verbal Academic Reports
HIV-related information, if applicable

Entire Medical Record

Other (specify):

Discharge Summary
Verbal/Written Communication for
Discharge

Psychological Testing

oooooood

This information will be used for the following purpose(s):

[1 Evalnation and Continuing Treatment / Coordinating Care

[ Bducational Placement / Other Edueational Concerns / Bilting School District for Education
[l Legal/ Custody / Court/ Probation

[0 Other {specify):

Four Winds Hospitals is a two hospital system comprised of both Fonr Winds Westchester and Saratoga inpatient hospitais, partial
hospitalization programs, and infensive suipatient programs. I enderstand authorizing this disclosure applies to both hospitals at every level
of care. I understand that a separate authorization form is not needed to exchange protected health information between both hospitals at
every levet of care for the purposes of freatment, payment, and operations.

T understand that 1 have the right to revoke this authorization at any time, by submitting a revocation in writing to the Medical Records
Department. The revocation will not apply to information that has alrendy been released in response to this authorization. I also understand
that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest & clalm under my
policy. This authorization wilt expirs in one year from the date of the signature below and may be used until such time for sither a one-time
release or periodic release of information.

If the disclosure is for educational purposes, T understand that the recipient may be my child’s home schoof district, any school within the
home school district, and a school that my ¢hild attends which is fundsd by the home school district. Disclosure to any other school of
educational entity requires a separate anthorization.

1 understand that authorizing the disclosure of this information is voluntary. I understand that 1 can refuse to sign this authorization and
that my refusal to sign will not affect my ability to obtain treatment. ] understand that T have a right 1o receive a copy of this authorization. 1
understand that asy disclosure of information carries with it the potential for an unauthorized re-disclosure by the recipient, and the
information may not be protected by the federal privacy rules ar by New York law.

i 1 am authorizing the release of HIV-related information, the recipient is prohibited from re~dissiosing such information without my
authorization unless permitied o do so under federal or state law. I understand that 1 have the right to request a list of people who may
receive or use my FIV-related inforimation without anthorization. If 1 experience discrimination becavse of the release or disclosure of HIV-
related information, 1 may contact the New York State Division of Human Rights at (212) 480-2493 or the New York City Commission of
Fluman Rights at (212) 306-7450. These agencies are responsible for protecting my rights,

1f Signed by Legal Guardian, Refationship to Patient

Date

Signature of Patient or Legal Guardian

Signature of Staff Person Releasing Information

Titte Dale Released
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{“}‘EO‘L I' AUTHORIZATION FOR RELEASE | PATIENT NAME:

nas ON
HOSPITALS OF INFORMATI DATE OF BIRTII:
FOUR WINDS HOSPITALS I authorize Four Winds Hospitals to obtain from and/or
Please forward the request to the focation you wish to ebtain release to:
from/release to: Person/Agency/School:
Wesichester Saratoga

B00 Cross River Road 30 Crescent Avenue Address:

Katonah, NY 10536 Saratega Springs, NY 12866
Phone: (314) 763-8151 Phone: (518) 584-3600

Tax: (014) 763-0950 Inpatient Fax: (318) 580-1514 City, State, Zip:

Partia] Fax (518) 581-2535 Phone: Fax:

Covers the period of healtheare: [IMost recent hospital admission ((iLast 1 year [JAI! hospital admissions

Or [From Date: To Date:

Unless a period is specified, the information below will be provided from the most recent hospital location admission only

The Specific Information to be Disclosed is:

o oo O8O0

Psychosocial Assessment
Medical: H&P, Labs, EKG, other Medical Information

Applications
Progress Notes

Diagnosis Only

Dates of admission and/or discharge
Integrated Assessments/Psychiatric
Assessment

BEducational Summary / Materials / Verbal Academic Reports
HIV-related information, if applicable

Entire Medical Record

Other (specify):

Discharge Summary
Verbal/Written Communication for
Discharge

Psychological Testing

oCooooobo

This information will be used for the following purpose(s):

O

d
B
£

Bvaluation and Contimiing Treatment / Coordinating Care

Educational Placement / Other Educational Coneerns / Billing School District for Bducation
Legal / Custody / Court / Probation

Other (specify):

Four Winds Hospitals is a two hospital system comprised of both Four Winds Westchesier and Saratoga inpatient hospitals, partial
hospitatization programs, and intensive outpatient programs. I understand authorizing this disclosure applies to both hospitals at every level
of care. I nnderstand that a separate authorization form is not needed to exshange protected Liealth information between both hospitals at
every level of care for the purposes of treatment, payment, and operations.

1 understand that I have the right to reveke this authorization at any time, by submiiting a revocation in writing to the Medical Records
Department. The revocation will not apply 1o iaformation that has already been released in response to this authorization. 1 also understand
that the revocation wiil not apply to my insurance company when the law provides my insurer with the right to contest a staim under my
policy. This authorization will expire in ons year from the date of the signature below and may be used until suech time for either a one-time
release or periodic release of information. .

If the disclosure is for educational purposes, I understand that the recipient may be my child’s home school district, any school within the
home school district, and a school that my child attends whish is funded by the home schoo! district. Diselosure to any other school of
educational entity requires a separate authorization.

1 understand that authorizing the disclosure of this information ls voluntary. T understand that 1 can refuse to sign this authorization and
that my refusal to sign will not affect my ability 16 obtain treatment. 1 understand thet I have a right fo receive a copy of this authorization. 1
understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure by the recipient, and the
information may not be protected by the federal privacy rules or by New York law,

If | am suthorizing the release of HIV-related information, the recipient is prohibited fiom re-disclosing such information without my
authorization unless permitted to do so under federal or state law. I understand that I have the right to request a list of peopls who may
receive or use my HIV-related information without authorization. 1£ 1 experience discrimination because of the reiease or disclosurs of HIV -
related information, | may contact the New York State Division of Human Rights at (212) 480-2493 or the New York City Commission of
Fuman Rights at (212) 106-7450. These agencies ars responsible for protecting my rights.

If Signed by Legal Guardian, Relationship to Patient Date

Signature of Patient or Legal Guardian Signature of Staff Person Releasing Information

Title Dale Redeased
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{REOL I AUTHORIZATION FOR RELEASE | PATIENT NAME:

Nas
HOSPITALS OF INFORMATION DATE OF BIRTH:
FOUR WINDS HOSPITALS 1 authorize Four Winds Hospitals to obtain from and/or
Please forward the request to the Jocation you wish fo obtain releass to:
from/release to; Person/Agency/School:
Westchester Saratoga

800 Cross River Road 30 Crescent Avenue Address:

Katonah, NY 10536 Saratoga Springs, NY 12866
Phone: (214) 763-8151 Phone: (518) 584-3600

Fax: (014) 763-0950 Inpatient Fax: (518) 580-1514 | Cily, State, Zip:

Partial Fax (518) 5812535 Phone: Fax:

Covers the period of healtheare: [IMost recent hospital admission ((iLast 1 year E1All hospital admissions

Or [From Date: To Date:
Unless a pericd is specified, the information below will be previded from the most recent hospital location admission only

The Specific Information to be Disclosed is:

Diagnosis Only Psychosocial Assessment

Dates of admission and/or discharge Medical: H&P, Labs, EXG, other Medical Information
Integrated Assessments/Psychiatric Applications

Agsessment Progress Notes

Educational Summary / Materials / Verbal Academic Reports

HIV-related information, if applicable
Entire Medical Record

Other (specify):

Discharge Summary
Verbal/Written Communication for
Discharge

O oo dgud
ODooooogo.

Psychological Testing

This information will be used for the following purpose(s):

[0 EBvalvation and Continuing Treatment / Coordinating Care

[0 Educational Placement / Other Bducational Concerns / Billing School District for Education
1 Legal/ Custody / Court / Probation

1 Other (specify):

Four Winds Hospitais is a two hospital system comprised of both Fous Winds Wesichester and Saratoga inpatient hospitats, partiai
hospitalization programs, and intensive outpatient programs. I understand authorizing this disclosure applies to both hospitals at every level
of care. T understand that & separate avthorization form is not needed to exchange protected licaith information between both hospitals at
every tevel of care for the purposes of treatment, payment, and operations.

[ understand that 1 have the right to revoke this authorization at any time, by subrmitting a revocation in writing to the Medical Records
Department. The revocation will not apply 1o information that has already been released in response to this authorization. I also understand
that the revocation will not apply to my insurence company when the law provides my insurer with the right to contest a claim under my
policy. This authorization will expire in one year from the date of the signature below and may be used until such time for either a one-time
release or periodic release of information.

If the disclosure is for educational purposes, ¥ understand that the recipient may be my child’s home school district, any school within the
home schoot district, and a school thet nxy child atiends which is funded by the home school district. Disclosure to any other school of
educational entity requires a separate authorization.

1 understand that authorizing the disclosure of this information is voluntary. T understand that 1 can refuse to sign this authorization and
that my refusal to sign will not affect my ability to obtain treatment.  understand that I have a right to receive a cony of this authorization. [
understand that any diselosure of information carvies with it the potential for an nnauthorized re-disclosure by the recipient, and the
information may not be protectad by the federal privacy rules or by New York faw.

¥ 1 am authorizing the release of HIV.related information, the recipient is probibited from re-disclosing such information withoul my
autharization unless permitted to do so under federal or state law. I understand that I have the right to reguest a list of people who may
reseive or use my HIV-related information without authorization. If T experience discrimination because of the release or disclosure of HIV -
velated information, I may contact the New York State Division of Human Rights at (212) 480-2493 or the New York City Commission of
Hurnan Rights at (212) 306-7450. These agencies ars responsible for protecting my rights.

1f Signed by Legal Guardian, Relationship to Patient Dale

Signature of Patient or Legal Guardian Signature of Staff Person Refeasing laformation

Title Dale Released




