
OFFICIAL USE 
-Verbal Consent-

Patient’s Name:  ______________________________________ 

Date of Birth:  ___________________________ 

MRN:  _________________________________ 

FIN: ___________________________________ 

Name of Patient or Legal Representative: ___________________________________ 

Relationship:  ________________________________________ 

Caregiver Form: 
Assign Caregiver Person Decline Assigning Caregiver 

Name Relationship Address Phone 

HIE: 

Other Names Used (e.g. Maiden Name): __________________________________ 
I give consent 
I deny consent except in a Medical Emergency 
I deny Consent 

Reason for Verbal Consent: 

Hospital Staff Person’s Name Date / Time
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Name of Patient:_________________________________________

 I hereby assign the person below as the Caregiver:

 I hereby decline assigning any Caregiver:

"CAREGIVER" shall mean any individual duly identified as a caregiver by a patient under this article who provides after-care 
assistance to a patient living in his or her residence. An identified caregiver shall include, but is not limited to, a relative, 
partner, friend or neighbor who has a significant relationship with the patient.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICE: By signing below, I acknowledge receipt of 
the Notice of Privacy Practices, which outlines how health information about me may be used or disclosed.

Patient Name (Print) 

Patient Signature      

Name Relationship Address Phone

HC-2856-17

________________________________     Date/Time: _____________________________  

_______________________________________     Date/Time: _____________________________
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GENERAL CONSENT FOR TREATMENT 
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RELEASE OF LIABILITY FOR PERSONAL PROPERTY: I understand and agree that personal property (i.e. money, 
jewelry) should not be brought into the hospital and understand and agree that WMC shall not be liable for lost or damage to 
any personal property. Please initial in the space provided to the left: 

IF ADMITTED AS AN INPATIENT: I have received the Patient's Bill of Rights, information on the Self Determination Act 
under New York State Law, a copy of the New York State Health Care Proxy, the "Important Message from Medicare", 
information on DNR (do not resuscitate) order, the letter from the New York State Department of Health explaining the 
SPARCS data collection system, maternity information (if a maternity patient) with information about how I can exercise the 
right explained in these materials. If I have any questions or concerns regarding my care, including ethical issues, I can ask 
my physicians or nurses for more information. In the event that I am hospitalized as an inpatient beyond Medicare's allotted 
90 days, I authorize Westchester Medical Center to utilize my Lifetime Reserve Medicare days. 

I do not authorize WMC to utilize my Lifetime Reserve Medicare days. 
- - - -

DESIGNATED CAREGIVER: I authorize WMC to share my PHI with my designated caregiver (s). Please initial in the 
space provided to the left. 

If you are signing this Consent as the patient's Authorized Representative, put an "X" in the box that shows your legal 
relationship to the patient: 
□ pediatric patient's parent, guardian, custodian, or foster parent □ patient's legal guardian
□ patient's spouse or domestic partner or surrogate □ patient's healthcare proxy

□ other legal relationship: ______________________ _

PATIENT OR LEGAL AUTHORIZED REPRESENTATIVE TELEPHONE CONSENT IS GRANTED BY (if required) 

Signed: ______________ Signed: 
Patient Name of legal representative and relationship to patient. 

Signed: ______________ Signed: 
Legal authorized Representative Signature of caller. 

Witness:_______________ Witness: 

Date: Time: Date: Time: 

Hospital Staff Person's Name: Date/Time: 
----------------- -------



Hospital Staff Person’s Name  
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NO SURPRISES ACT DISCLOSURE FORM 

(Rev. 01 /22) Page 2 of 2 

If you get other types of services at these in-network facilities, out-of-network providers can't balance bill you, 

unless you give written consent and give up your protections. If your insurance ID card says "fully insured 

coverage," you can't give up your protections for these other services if they are a surprise bill. Surprise bills 

are when you're at an in-network hospital or ambulatory surgical facility and a participating doctor was not 

available, a non-participating doctor provided services without your knowledge, or unforeseen medical 

services were provided. 

Services referred by your in-network doctor 

If your insurance ID card says "fully insured coverage," surprise bills include when your in-network doctor 

refers you to an out-of-network provider without your consent (including lab and pathology services). These 

providers can't balance bill you and may not ask you to give up your protections not to be balance billed. You 

may need to sign a form (available on the Department of Financial Services' website) for the full balance billing 

protection to apply. 

You're never required to give up your protections from balance billing. You also aren't required to 

get out-of-network care. You can choose a provider or facility in your plan's network. 

When balance billing isn't allowed, you also have these protections: 

• You're only responsible for paying your share of the cost (like the copayments, coinsurance, and

deductibles that you would pay if the provider or facility was in-network). Your health plan will pay any

additional costs to out-of-network providers and facilities directly.

• Generally, your health plan must:

o Cover emergency services without requiring you to get approval for services in advance (also known

as "prior authorization").

o Cover emergency services by out-of-network providers.

o Base what you owe the provider or facility (cost-sharing) on what it would pay an in-network provider

or facility and show that amount in your explanation of benefits.

o Count any amount you pay for emergency services or out-of-network services toward your in- network

deductible and out-of-pocket limit.

If you think you've been wrongfully billed and your coverage is subject to New York law ("fully insured 
coverage"), contact the New York State Department of Financial Services at (800) 342-3736 or 
surprisemedicalbills@dfs.ny.gov. Visit http://www.dfs.ny.gov for information about your rights under state law. 

Contact CMS at 1-800-985-3059 for self-funded coverage or coverage bought outside New York. Visit 

http://www.cms.gov/nosurprises/consumers for information about your rights under federal law. 

Signature: ____________________ _ 

Hospital Staff Person's Name Date/Time 

Date/Time 
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF 

PRIVACY PRACTICE 
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By signing below, I acknowledge that I have been provided a copy of the Notice of Privacy Practices and have therefore 
been advised of how health information about me may be used and disclosed by the hospital and the facilities listed at the 
beginning of this notice, and how I may obtain access to and control this information. I also acknowledge and understand 
that I may request copies of separate notices explaining special privacy protections that apply to HIV-related information, 
alcohol and substance abuse treatment information, mental health information and genetic information. 

Signature of Patient or Personal Representative 

Date 

Description of Personal Representative's Authority 

Print Name of Patient or Personal Representative 

Hospital Staff Person's Name Date/Time 
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PATIENT CONSENT TO THE RELEASE OF RECORDS 

FOR NYS EXTERNAL APPEAL 
3213 (Rev. 03/23) Page 1 of 1 

The patient, the patient's designee, and the patient's provider have a right to an external appeal of certain adverse 

determinations made by health plans. 

When an external appeal is filed, a consent to release of medical records, signed and dated by the patient, is necessary. 
An external appeal agent assigned by the New York State Department of Financial Services will use this consent to obtain 

medical information form the patient's health plan and health care providers. The name and address of the external appeal 

agent will be provided with the request for medical information. 

I authorize my health plan and providers to release all relevant medical or treatment records related to the external appeal, 

including any HIV-related information, mental health treatment information, or alcohol/substance abuse treatment 

information, to the external appeal agent. I understand the external appeal agent will use this information solely to make a 

decision on the appeal and the information will be kept confidential and not released to anyone else. This release is valid 
for one year. I may revoke my consent at anytime, except to the extent that action has been taken in reliance on it, by 

contacting the New York State Department of Financial Services in writing. I understand that my health plan cannot 

condition treatment, enrollment, eligibility, or payment on whether I sign this form. I acknowledge that the decision of the 

external appeal agent is binding. I agree not to commence a legal proceeding against the external appeal agent to review 

the agent's decision; provided, however, this shall not limit my right to bring an action against the external appeal agent for 
damages for bad faith or gross negligence, or to bring action against my health plan. 

If the patient or the patient's designee submits this application, by signing the Patient Consent to Release of Records for 

New York State External Appeal, the patient attests that the information provided in this application is true and accurate to 

the best of his or her knowledge. 

Signature of patient is required below. If the patient is a minor, the document must be signed by their parent or legal 

guardian. If the patient is deceased, the document must be signed by the patient's healthcare proxy or executor. If signed 

by a guardian, power of attorney, healthcare proxy or executor, a copy of the legal supporting document should be included. 

Hospital Staff Person's Name Date/ Time 
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