Patient Name:

HEALTH+ DOB:__ /|
HOSPITALS

Medical Record Number:

Kerkese pér qasje né Telephone Number:

informacionin shéndetésor

"NYC Health + Hospitals" do ta pérdoré kété formular pér t€¢ dokumentuar kérkesén tuaj pér akses né

informacionin tuaj shéndetésor.

Aksesi i kérkuar: [ ] Kopje [ ] Inspektim né vend

Formati i kérkuar: |:| Letér |:| CD |:| Email |:| Tjetér:

Ményra e dorézimit:

] Marrje né dorézim / Personalisht [ ] Email te:

|:| Posté te:

INFORMACIONI | MEPOSHTEM NEVOJITET PER TE GJITHA KERKESAT

Informacioni pér t'u aksesuar:

[ Informacion shéndetésor (datat) ] Raporte radiologjie (datat)
[] Rezultate analizash laboratorike (datat) [] Shénime ecurie (datat)
[ ] Dokumente faturimi (datat): [ ] Kartela ime e ploté mjekésore

] Tjetér (pércaktojeni):

Informacioni i méposhtém nuk do té dorézohet pérveg¢ nése zgjidhni konkretisht secilin lloj pérkatés mé
poshté:

[] Informacion pér ¢rregullime nga pérdorimi i substancave [] Informacion pér shéndetin mendor

[] Informacion analizash gjenetike [ ] Informacion né lidhje me HIV

E kuptoj se kam té drejté qasjeje né informacionin tim shéndetésor né formén e formatin e kérkuar, nése mund té paragqitet
menjéheré né formé e format té tillé dhe se nése "NYC Health + Hospitals" nuk mund ta paragesé menjéheré informacionin
shéndetésor né fjalé né formén e formatin e kérkuar, do té mé jepet né formé té lexueshme fizike apo né ndonjé formé e format
tjetér té tillé té réné dakord mes paléve.

E kuptoj se nése kérkoj njé kopje elektronike té informacionit tim shéndetésor, do t&é mé jepet nése €shté i gatshém né formé e
format té tillé ose pérndryshe, né formé e format té lexueshém elektronik té réné dakord mes paléve.

E kuptoj se nése kérkoj inspektim né vend té informacionit tim shéndetésor, Departamenti i Administrimit t& Informacionit
Shéndetésor éshté pérgjegjés pér bashkérendimin e njé inspektimi té tillé né ményré té arsyeshme dhe né kohén e duhur.

E kuptoj se nése kérkoj kopje té informacionit tim shéndetésor, mund té tarifohem me tarifé t& arsyeshme né bazé té kostos pér
njé kérkesé té tillé dhe se vlerésimet e mundshme té tarifave do t€ mé parashtrohen pérpara se té tarifohem. E kuptoj gjithashtu
se pamundésia ime pér té paguar nuk mund té pérdoret si arsyeja e vetme pér té& mé refuzuar kérkesén pér akses né
informacionin tim shéndetésor.

NENSHKRIMI | PACIENTIT OSE | PERFAQESUESIT PERSONAL: DATA / ORA:

NESE NUK ESHTE PACIENTI, EMRI ME GERMA SHTYPI, ADRESA DHE NUMRI | TELEFONIT TE
PERFAQESUESIT PERSONAL:

MARREDHENIA / AUTORITETI PER TE VEPRUAR PER LLOGARI TE PACIENTIT:

NAME OF EMPLOYEE PROCESSING REQUEST:

EMPLOYEE SIGNATURE: DATE/TIME:
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Patient Name:

HEALTH+ DOB:__ /|
HOSPITALS Medical Record Number:

Telephone Number:

Request for Access to
Health Information

NYC Health + Hospitals will use this form to document your request for access to your health information.

Access Requested: [ | Copies [ ] Onsite Inspection

Format Requested: |:|Paper |:|CD (] Email |:|Other:

Method of Release:
L] Pickup/In Person [1E-mail to:
[ Mail to:

INFORMATION BELOW IS REQUIRED FOR ALL REQUESTS

Information to be Accessed:

[[] Health Information (date(s)) L] Radiology Reports (date(s))
] Laboratory Test Results (date(s)) L] Progress Notes (date(s))
[] Billing Records (date(s)): [ ] My complete medical record

[] Other (please specify):

The following information will not be released unless you specifically select each applicable type below:
[ Substance Use Disorder Information [] Mental Health Information

[] Genetic Testing Information [ ] HIV-Related Information

| understand that | have the right to access my health information in the form and format requested if readily producible in such
form and format, and that if NYC Health + Hospitals cannot readily produce such health information in the form and format
requested, | will be provided a readable hard copy form or such other form and format as mutually agreed upon.

| understand that if | request an electronic copy of my health information, it will be provided to me if readily producible in such form
and format, or if not, in a readable electronic form and format as mutually agreed upon.

| understand that if | request on-site inspection of my health information that the respective Health Information Management
Department is responsible for coordinating such inspection in a reasonable and timely fashion.

| understand that if | request copies of my health information, | may be charged a reasonable cost-based fee for such request and
that any fee estimates will be provided to me prior to being charged. | also understand that my inability to pay may not be used as
the sole reason to deny a request to access my health information.

SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE: DATE/TIME:

IF NOT PATIENT, PRINT NAME, ADDRESS AND PHONE NUMBER OF PERSONAL REPRESENTATIVE:

RELATIONSHIP/AUTHORITY TO ACT ON BEHALF OF PATIENT:

NAME OF EMPLOYEE PROCESSING REQUEST:

EMPLOYEE SIGNATURE: DATE/TIME:

HHC Form 2413 (English) (R April 20)



