B Limited Release( 'g'fmli?alth Information C-33

State of New York - Workers' Compensation Board

WCR Case No. (fyou snow )

To Claimant: If you recgived trastmant for a prowvious injury ¥ the same part or far an finess simiar 1o the one destribed in your current
Clam, 8l out this form. Thes form allows the health care providers you isl %0 release health care information about your pravious injury’
iness 1o your employer's workers” compensation insurer. The federal HIPAA law (Health Insurancn Portability and Accountability Act of 1995)
says you have a righl fo get a copy of s form. If you da net undersiand this farm, talk W your lecal reprassniative. I you do nat have 2 lagal
representadive, the Advocale far Ingured Workers at the Workers' Compensation Boged can help you. Call: 800-580-8685.

To Health Care Pravider: A copy of the HIPAA-compliant release slows you o disciose health information. If you send records % ¥
employes’s workers' compensation insurer in response o this release, also mail copies tn the Claimants legal representatve, (I no leyal
representztive is listed below, send copies (o the Clamant.) Health care providars who releass racords mus! faliow Now York stata law and
HIPAA,

This release is: - . ‘
) This form goes NOT allow your health care provider(s) |
o Voluntary. Your haslth csra provider(s) must give you the sama cara, eeass - : sl
payment lerms, and benefits, whather you sign this form or not fh the following types of information: )'
e Limited. |t gives your haakh care provider(s) parmission to releass only : _
those health racords that are related to the previous iinessicondiion you ® HiV-related information
descrive below.
« Temporary. It ends when your current claim for compensation & estadlshed ® Psychotherapy notes
or disallowed and all appeals are exhausted
@ Revocable. You can cancel this release at any tima. To cancal, sanc a latter ® Alcohol/Drug reatment
{o the health care prowider(s) Bsted on this form, Alss, send a copy of your
keller to your emgloyer's workers' compansation insurer and the Workers'
Coenpensation Board. Note: You may not cancal tivs rafsase with respect io
medical records alieady provided.
® For records only. It gives your health care providen(s) isted on this form
permissicn 1o send copies of your health care records 1o your employer's
woekers' compensation insurer.

® Mental Health treatment (unless you check beke)

o Verbal information (your health care peovidors
nat discuss your healgh cara informetion wik mm)

— |

Any medwd records released will becoma part of your workers' compensation file and are confdantial Lnder the Warkers' Compensatian Law.
A. YOUR INFORMATICN (Claimant)

1.Name: ___ 2. Socal Securty Numbsr:
3 Mailing Address: =
4. Dale of Birlh: ! ! 5. Date of the current injurydiness: / /

6. Cumren! injuryrilness, including ail bacy parts Injure: v N

7. Your lkegal representalive’s name and address (d any).

("] Check here i you aow your heallh care provider(s) o refesse mental health care information.

B. YOUR HEALTH CARE PROVIDER(S) [List all hesslfh caae provitiers who Sreated you for @ previces injury 10 the same body part oc similar
ilness. If mors than 2 providers allach hieir contacl infarmmlion to this form.)

1. Provider: 2. Phonz Number: ( )
3. Mailing Address: e

4. Other provider (¥ any}: 5. Phone Number: }
6. Mailing Address:

C. READ AND SIGN BELOW. | haraby request that the health care provider(s) isted ebove gwe my emplayers wockers' compansalion
nsurer copies of all heallh records relasad o any presious inuryiiness, ta all body pans, describad abouae,

“Clamanfs sgnature " Dae
1§ the claimant is unable to sign, the persen signing on his/her behalf must il out and sgn beloer

Your name Relatonsnip o Gament Sqnare Dale

C-3.3 (11-08) Version en espafiol al reverso de la forma. W, Wb, $6346.0y.u8



