NEW YORK STATE DEPARTMENT OF HEALTH Denial of Access to Patient Information and Appeal Form
. ________________________________________________________________________________________________________________________________________________________________|

SECTION I - Denial of Access to Patient Information: To be completed by the provider.

INSTRUCTIONS: Section | of this form is to be completed by the provider if access to patient information is denied. Print or type all information in Section | and give
the entire form to the person who has been denied access.

Patient’s Name:

Description of Records Requested:

For the Period From : To:

Requested By (Name): On (Date):

The request is denied, intotalor [in part because (check applicable box below):

[ Release of the information can reasonably be expected to cause L The records are substance abuse program and/or clinical records of facilities
substantial and identifiable harm to the patient or others which licensed or operated by the Office of Mental Health and may be disclosable
outweighs the qualified person’s right to access. under the Mental Hygiene Law.

L Release of the information would have detrimental effects on [ ] The information was obtained from other examining or treating practitioners
the provider’s professional relationship with a minor, or the and may be requested from other practitioners directly.

minor’s relationship with his or her parents or guardian. "1 Other provisions of law prevent the release

L] The requested records are personal notes and observations. [ ] The person making the request is not qualified by the law to have access.

(| The information was disclosed under the condition it would be
kept confidential, and it has been kept confidential since then.

Name of Provider (Print or type):

Signature: Date:
Street Address:
City: State: Zip Code:

Telephone Number: ) -

SECTION II — Request for Review of Denial of Access to Patient Information: To be completed by the patient or other qualified person.

INSTRUCTIONS:
1. Read the information below before completing this section. 3. (800) 663-6114 — For physicians
2. If you want to appeal the denial of access to patient information, 4. (518) 402-1039 - For other health professionals

complete this section and send the entire form to:

API Coordinator

New York State Department of Health
433 River Street, Suite 303

Troy, New York 12180-2299

| request a review by a Medical Record Access Review Committee of the denial of access to patient information described in Section I.
| am qualified to make this request because | am (check one):

[ ] The patient whose records were requested. L] An otherwise qualified person (specify).

[ ] The parentor legal guardian of the patient, and | consented to the care
and treatment or the care was provided in an emergency without consent.

Name of Qualified Person (Print or Type)

Signature: Date:
Street Address:
Gity: State: Zip Code:

Telephone Number: ( ) -
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