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& ‘ A‘* Patient Consent td* Participate in HEALTHeLINK Health Infdmation Exchange A
HEALTHelINK Level 1 Multi-Provider/Multi-Payer Consent

Please carefully read the information that follows before making your decision.
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completing this form, please call {716)206-0993 ext 311. Your choice will not affect your ability to get medical care or healkh hmr?:;
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my medical records through HEALTHeLINK.”
YES 1 GIVE CONSENT for all Participants who are invelved in my care to access ALL of my electronic health information
EXCEPT through HEALTH INK except the following Participants:
Participant’'s Name Participant’s address or phone number

These Participants cannot access my electronic heabth information via HEALTHeLINK EXCEPT i a medical emergency. If you
have chosen to exclude say Participanis, you mrust contact HEALTHeLINK at (716)206-0993 ext 311 to verify your form. i
you wish to deay consent s additional Participants, please idestify them on the Participant Exclusion Form and attach i to this
form. You can find the form st www wavhealthelink com /Fatients/PatieniConsent. If you have aitached the Participant
Exclusion Form please check here. [

NO [0 [DENY CONSENT for al Participants who are iavolved in my care to sccess my electronic health information

EXCEPT through HEALTHeLINK for any purpose, EXCEPT in a medical emergency. By checking this box you agree, “Na,
noae of the Participants may be given access to my medical records through HEALTHeLINK unless it is a medical
emesgency.”

NO 0 I DENY CONSENT for all Parficipants who are involved in my care to aceess my electronic heakh information

| NEVER throegh HEAI THel INK for sty purpose, INCLUDING in a medical emergency.
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NOTE: Unless you select “NO NEVER” New York State law allows the people treating you in an emergency to get access to
your medical records, including records that are availabie through HEALTHeLINK.

PATIENT/LEGAL REPRESENTATIVE

ANNENEER HER MAIN GASTROENTEROLOGY

Patient Last Name: Entity Consent Received By

Patient First Name: WITNESS *

d / Cimae L] remate * If you sre NOT completing this form in a

Patent Dete of Blrth: Participant’s office, you must have a witness complee
the Information below.

Patient Address
"Prin Name of Witness

Ciey State P

“Signature of Patient or Patient’s Legal Represcntative Dae of Signaiure Signatare of Witness

Print Name of Patient’s Legal Reprasentative G appliceble)
Rdationship of Withets i Patient {cn., spouse, son,
Relationship of Legal Reprusentative 4o Patlent (f applicable) vdghber, ete)
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