NEW YORK STATE DEPARTMENT OF HEALTH Health que Enr9||ment and
Medicaid Information Sharing Consent

By signing this form, you agree to be in the ©ommunity Health Connections Health Home.
To be in a Health Home, health care providers and other people involved in your care need to be able to talk to
each other about your care and share your health information with each other to give you better care. While being
in a Health Home will help make sure you get the care you need, you will still be able to get health care and health
insurance even if you do not sign this form or do not want to be in the Health Home.

The Health Home may get and share your health information, including your health records, from partners listed
at the end of this form and others who are legally allowed to receive it and/or from others through the following
computer systems:

* The Statewide Health Information Network for New York (SHIN-NY) run by the New York State Department of
Health. The SHIN-NY collects and stores health information, including medical records, from their doctors and
health care providers. The SHIN-NY can only share your health information with the people who you say can
see or get your health information;

* PSYCKES run by the New York State Office of Mental Health. PSYCKES is a computer system to collect and store
your health treatment from your doctors and health care providers who are part of the Medicaid program;

* TABS/CHOICES run by the New York State Office for People With Developmental Disabilities. TABS/CHOICES is
a computer system that collects and stores information about your developmental disabilities;

* The Uniform Assessment System NY (UASNY) run by the New York State Department of Health. The UASNY is
a secure statewide database that captures and stores identifying information and completed assessments for
each individual that receives services.

If you agree and sign this form, the Health Home and the partners listed on this form are allowed to get, see,
read and copy, and share with each other, ALL of your health information (including all of your health information
the Health Home obtains from the SHIN-NY and/or from PSYCKES and/or from TABS/CHOICES, and/or the UASNY)
that they need to give you care, manage your care or study your care to make health care better for members.
The health information may be from before and after the date you sign this form. Your health records may have
information about illnesses or injuries you had or may have had before; test results, like X-rays or blood tests;
and the medicines you are now taking or have taken before. Your health records may also have information on:

. Alcohol or drug use programs which you are in now or were in before as a member;

. Family planning services like birth control and abortion;

. Inherited diseases;

. HIV/AIDS;

. Mental health conditions;

. Developmental disability diagnosis and services; and/or,

7. Sexually-transmitted diseases (diseases you can get from having sex).
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Your health information is private and cannot be given to other people without your permission under New York
State and U.S. laws and rules. The partners and the Health Home that can get and see your health information
must obey all these laws and rules. They cannot give your information to other people unless you agree or the law
says they can. This is true if your health information is on a computer system or on paper. Some laws cover care for
HIV/AIDS, mental health records, and drug and alcohol use. By signing this form, you are giving your permission to
obtain and share information related to your HIV/AIDS status, mental health, and drug and alcohol use to
coordinate care and services as needed.

Please read all the information on this form before you sign it.
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= | AGREE to be in the Community Health Connections Health Home
and agree that the Health Home can get ALL of my health information from the partners listed at the end of this
form and from others through the SHIN-NY and/or PSYCKES and/or TABS/CHOICES and/or the UASNY to give me
care or manage my care, to check if  am in a health plan and what it covers, and to study and make the care of all
members better. | also AGREE that the Health Home and the partners listed at the end of this form may share my
health information with each other and others who are legally allowed to receive it. | understand this Consent
Form takes the place of other Health Home Patient/Member Information Sharing Consent Forms | may have signed
before to share my health information. | can change my mind and take back my consent at any time by contacting
my Care Manager, Care Management Agency, or Health Home.

Print Name of Member: Member’s Date of Birth:

Signature of Member or
Member’s Legal Representative: Date:

Print Name of Legal Representative (If applicable):

Relationship of Legal Representative to Member (If applicable):
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Details About Member Information and the Consent Process

1. How will partners use my information?
If you agree, partners will use your health information to:
* Give you health care and manage your care;
* Check if you have health insurance and what it pays for; and,
* Study and make health care for members better.

The choice you make does NOT let health insurers see your information to decide whether to give you health
insurance or pay your bills. You can make that choice in a separate form that health insurers must use.
2. Where does my health information come from?
Your health information comes from places and people that gave you health care or health insurance in the past.
These may include hospitals, doctors, drugstores, laboratories, developmental disability providers, health plans
(insurance companies), the Medicaid program, and other groups that share health information. You can get a list
of all the places and people by calling 1-855-358-4482 or talking to your care manager.
3. What laws and rules cover how my health information can be shared?
These laws and regulations include New York Mental Hygiene Law Section 33.13, New York Public Health Law
Article 27-F, and federal confidentiality rules, including 42 CFR Part 2 and 45 CFR Parts 160 and 164 (which are the
rules referred to as “HIPAA”). 10 NYCRR Part 300 - Statewide Health Information Network for New York (SHIN-NY).
4. If | agree, who can get and see my information?
The only people who can see your health information are those who you agree can get and see it, like doctors
and other people who work for a Health Home partner and who are involved in your health care; health care
providers who are working for a Health Home partner who is giving you care; and people who work for a
Health Home partner who is giving you care to help them check your health insurance or to study and make
health care better for all members. When you get care from a person who is not your usual doctor or provider,
like a new drugstore, new hospital, or other provider, some information, like what your health plan pays for or
the name of your Health Home provider, may be given to them or seen by them.
5. What if a person uses my information and | didn’t agree to let them use it?
If this happens, you can:
* call the Medicaid Helpline at 1-800-541-2831, or
* contact the US Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019,
or submit a written complaint at: https://www.hhs.gov/hipaa/filing-a-complaint/index.html.
You may also want to:
* call one of the providers you have said can see your records,
* call your Care Manager or Health Home: Community Health Connections  at ; 1-855-358-4482 or,
* call your Managed Care Plan, if you belong to a Managed Care Plan.
6. How long does my consent last?
Your consent will last until the day you take back your consent, or if you leave the Health Home program,
or if the Health Home stops working.
7. What if | change my mind later and want to take back my consent?
You can take back your consent at any time by contacting your Care Manager, Care Management Agency, or Health
Home. If you agree to share your information, all Health Home partners listed at the end of this form will be able to
get your health information, along with other partners who are authorized by law. If you do not wish for the Health
Home partners listed on this form or otherwise allowed by law to get your health information, you need to take
away your consent from the Health Home program. You can do this by calling 1-855-358-4482

Note: Even if you later decide to take back your consent, providers who already have your information do not have
to give your information back to you or take it out of their records.

8. How do | get a copy of this form?
You can have a copy of this form after you sign it.

DOH-5055 (06/26) Page 3 of 4


https://www.hhs.gov/hipaa/filing-a-complaint/index.html

Name of Health Home: Community Health Connections

Participating Partners

Copy this page as necessary to list all participating partners.

Member Initials: Date:

Name of Participaﬂng Partner: Community Health Connections (CHC)

Name of Participating Partner: _Care Management Agency (CMA) -

Name of Participating Partner: Managed Care Organization (MCO) -

Name of Participating Partner: _Social Support Contact -

Name of Participating Partner: Primary Care Provider -

Name of Participating Partner: Preferred Pharmacy -

Name of Participating Partner: Preferred Hospital -

Name of Participating Partner: Local Department of Social Services (DSS) -

Name of Participating Partner: MAS

Name of Participating Partner: _Unite Us

Name of Participating Partner:

Name of Participating Partner:

Name of Participating Partner:

Name of Participating Partner:

Name of Participating Partner:

Name of Participating Partner:

Name of Participating Partner:

Name of Participating Partner:

Name of Participating Partner:

Name of Participating Partner:

Name of Participating Partner:

Name of Participating Partner:

Name of Participating Partner:

Name of Participating Partner:

Name of Participating Partner:
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