
 

  

 
 

AUTHORIZATION FOR SALE OF PROTECTED HEALTH INFORMATION (PHI) 
We understand that information about you and your health is personal and we are committed to protecting the privacy of that 
information. Because of this commitment, we must obtain your special authorization before we may disclose your protected 
health information for the purpose described below. This form provides that authorization and helps us make sure that you are 
properly informed of how this information will be used or disclosed. Please read the information below carefully before signing 
this form. A representative of SUNY Downstate Medical Center is available to answer any questions regarding this 
authorization. 
 
Patient Name: _____________________________________      MR#: ___________________ 

Address:         ________________________________________________________________     

                       ________________________________________________________________                                                 

DOB:              _______________   Telephone#: _____________(Day)  _______________(Eve) 

 
1. Persons/ Organizations providing the information: 
    __ University Hospital of Brooklyn- Main; specify department _________________________ 
    __ University Hospital of Brooklyn- Lefferts 
    __ University Hospital of Brooklyn- Midwood 
    __ University Hospital of Brooklyn- Dialysis Center 
    __ University Physicians of Brooklyn, Inc. (UPB); specify practice name ________________ 
    __ Research Foundation 
    __ Student/ Employee Health 
    __ Other; specify ___________________________________________________________ 
 
2. The information may be disclosed to and used by the following individual or organization: 
    Name:          ________________________________________ 

    Address:      ________________________________________ 

                         ________________________________________ 

   Telephone #: ________________________________________ 

 
3. Information to be disclosed: 
    __________________________________________________________________________ 

    __________________________________________________________________________ 

 
4. New York State regulations [ NY Public Health Law §2782(1)(b) ] require a special     

authorization for release of information regarding mental health, any HIV- related condition     
(including HIV-related test, illness, AIDS or any information indicating  potential exposure to    
HIV) or drug and alcohol abuse. 

    __ Do not authorize release of this information. 
    __ Authorize release of this information; specify the information to be released:  __________      

         _______________________________________________________________________ 

 
5. This information is being used or disclosed for the following purpose: 
    __________________________________________________________________________ 

    __________________________________________________________________________ 



 

  

Please note that SUNY Downstate Medical Center will be receiving direct or indirect 
financial or non- financial (such as in- kind benefits) remuneration in exchange for the 
disclosure of this information.  
 
I understand that this authorization will expire 6 months from the date this form is signed, unless 
otherwise stated below: 
 
Expiration Date/ Event: ______________________________________ 
 
By signing this authorization form, you authorize the use or disclosure of your protected health information as 
described above. This information may be re-disclosed if the recipient(s) described on this form is not required by law 
to protect the privacy of the information. 
 
If you are authorizing the release of HIV-related information, you should be aware that the recipient(s) is prohibited 
from re-disclosing any HIV-related information without your authorization, unless permitted to do so under federal or 
state law. If you experience discrimination because of the release of disclosure of HIV-related information, you may 
contact the New York State Division of Human Rights at (212) 870-8624 or the New York City Commission of Human 
Rights at (212) 566-5493. These agencies are responsible for protecting your rights. 
 
You have a right to refuse to sign this authorization. Your healthcare, the payment for your healthcare and your 
healthcare benefits will not be affected if you do not sign this form.  
 
You have a right to receive a copy of this form after you sign it. 
 
You have the right to revoke this authorization at any time, except to the extent that action has already been taken 
based upon your authorization. To revoke this authorization, please write to: 
 
SUNY Downstate Medical Center 
Office of Institutional Advancement 
450 Clarkson Ave. 
Brooklyn, NY 11203 
 
By signing below, I acknowledge that I have read and accept all of the above. 
 
________________________________   ________________________________     ________________ 
Print Name of Patient                                  Signature of Patient                                     Date 
            
 
 
 
 
 
     

 
 
 
 

A COPY OF THIS SIGNED AUTHORIZATION FORM MUST BE PROVIDED TO THE 
PATIENT OR PERSONAL REPRESENTATIVE. 

If you are signing as a personal representative of the patient, read and sign below: 

I, ___________________________________, hereby certify and attest that I am the duly authorized personal representative of 

______________________________________ and that I have the lawful provisions set forth in this authorization and agree to the 

use and/or disclosure of the patient’s information for the purposes set forth herein. 

 
_________________________________________  ___________________________________________ 
Print Name      Signature 
_________________________________________ 
Date 
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