Duffy, Daniel F@f— il /4 9\9\7

From:

Sent: Wednesday, August 21, 2013 5:20 PM

To: Duffy, Daniel

Cc: Torres Rojas, Genara; Van Duyne, Sheree; Qureshi, Ann
Subject: Freedom of Information Online Request Form
Information:

First Name: Jeffrey
Last Name: Caubet
Company: PATH
Mailing Address 1:
Mailing Address 2:
City:

State:

Zip Code:

Email Address:
Phone:

Required copies of the records: No

List of specific record(s):
I would like to request blank copies of the following forms from the Port Authority Office of Medical Services
| Authorization to disclose or release medical records, 2 Psychological services program agreement.



(i

OF NY &NJ

FOI Administrator

August 28, 2013

Mr. Jeffrey Caubet
Re: Freedom of Information Reference No. 14227
Dear Mr. Caubet:

This is a response to your August 21, 2013 request, which has been processed under the Port
Authority’s Freedom of Information Code (the “Code”, copy attached) for a copy of Port
Authority Office of Medical Services forms for: 1. authorization to disclose or release medical
records and, 2. psychological services program agreement.

Material responsive to your request and available under the Code can be found on the Port
Authority’s website at http://www.panynj.gov/corporate-information/foi/14227-O.pdf. Paper
copies of the available records are available upon request.

Please refer to the above FOI reference number in any future correspondence relating to your
request.

Very truly yours,

~Duffy
FOI Administrator

Attachment

225 Park Avenue South, 1 7th Foor
New York, NY 10003

1212435 3642

Fr 212 435 7555



THE PORT AUTHORITY OF NEW YORK & NEW JERSEY
OFFICE OF MEDICAL SEAVICES
PSYCHOLOGICAL SERVICES PROGRAM AGREEMENT

Emplayee Mamoe;

Employee Number:

Date:

1.1 apree to coopearate with all of the Offies of

r

Medlcal Services {OMS) Psychological Services Program requirements.

| understand that any fajlure ta cooperate fully with one or more of the program regulrements
may result in dismlssal from the Program and referral for administrative disposition which could

result in disclplinary action up to and including termination.
2. The Program raquirements that | must fully cooperate with are:

a. |apree to be evaluated by the Port Authority’s Psychological Services professional at the
time and locaton as scheduled,

b. tagree to fully cooperate and participate in any recommended counseling or treatmant
program in accordance with the instructions and requirements of the Patt Authority
Psyclhological Services professional.

t. lazgree to sign written consent authoriring counseling ar treatmant represantatives to
confer with and disclase to the Port Authority's Psychologlcal Services professional or a
designated representative all Information and records concerning my counseling or
treatment.

d. lagree that once | am returned to duty by the Port Authority’s Psychological Services, | will
report to duty at the designated worksite at the designated time.

e. | must successfuily complete, if recommended by the Port Authority Psychalogical Services
professional, a treatment program,

f. lagree to promptly attend each and every scheduled appointment with the Offlce of
Medical Services and/or Psychological Services Prograin professlonal staff or other autside
treatment facilities. Instances of absence from such scheduled appointments are not
permitted unless f can prove that said absence was caused by circumstances clearly and
completely beyond my control and that | will provide documentation thereof,


http:mmpk:e,.lf

I umderstand that participation in the Psychologlcal Services

Pragram will not require or result In special privileges or exemptions [rom the standard
administrative practices applicable to required job performance.

Employee Signature Date
Psychalogical Services Data

[NOTE: All psychological services at the Poit Autherity are confidentiol, Psycholagicol records ore
kept cammpletely separate from alf ether recards, Port Authority Office of Medical Services staff
confer with one onother os needed to provide mtegroted care for you, If you are treating with an
external provider or fociifty, the Port Authority psychological professional may share refevant
heafth infarmution for continuity of core. Otherwise, the Port Authaorlty wifl not release any
informotion ahaut you withoat your written permission, except os authorized or reqaired by low,
or in our judgment as necessary to protect you or ethers from a serfous threat to health or safety
or in conjanction with a hearing, arbitration or disciplinary action where you hove put your
condition frto issue.



THHE PONT RUTTEGRTTY OF NY & N

OFFICE OF MEDICAL S5ERVICES
233 PARIC AVE. 50UTH, &8 FLODR, NEW YORIK, NY 10003
TELEPHONE: 212.435.2695/2676 FAX: 212.435,2729

AUTHORIZATION TO DISCLOSE OR RELEASE MEDICAL RECORDS

-y EEET -

| hereby authoriza the Parl Aatharity Qiflce of Medlcal Services to tlisclosefreleasze Lo obtain from
{(Mame ol person or organzialion) {Telephone NHo.) {Fax}
(Address) ' (City) [Stale) 1Zip)

e —————— G AT A EEEE,——— e E L L . ——

INFORMATION REQUESTED: _
[ ]1ALL medical recards without exception, Including clinicial notes, lab testing {Including FIY), mental health .
treatment, aleshal ar drug abuse testing and treatment, sexually Lransmitted disease, cansullations, ar:

[ 1PARTIAL medical records which may incltde HIV tasting and Lreatmiant, manlal health treatment, alcolol or
drug abuse tasting and treatment, sexually transmilted disease and nther sensitive Infarmation,
Flease spectiy parts ane dates o be refeased:

0O Medical Progress Nates - O Immunizatians
O Psychalagical Progress Notes O Physicals
O ¥-ray Reports O Consultations

O Lah Reparts ‘
0 Drug fi alcohal sereening tests
O Cther {(specily}

For the purpase of
| hereby agree to this authorizatlon and understand that it must contain Personally Identifiable Informalion and
PHI as deflned by HIPAA ta ensure accuracy. | onderstand that | have the right ta limit the type of information
mlegzed and_ Lo revoke Whils avthorization by submitting a notice, In writing, ko the Port Autherity Qffice of '
Memce_ul Semc_es. Unless revolisd, this atharization will expire dine vear from date of sfgnature or on the
To[[mwpg date : ; 1r_| chanse to L't the information refeased, | understand that t'he Port:
Authority Office of Medical Services ma inform the requestar that portions of the recerd hjave been withhelg, |
unclerstand the 1nFE:rmaL|_nn disclosed may be subject to redisclosure by the recipient and no langer be pmtec‘ted
by the Part Authority Qffice of Medical Services. The Part Autharity and itz staff are hereby released from any

lagal responsibility or liahil; i : ; :
Ny ponsibility or liability for disclasure of the helow !nfnrmatmn to the extent ndleated and aulhorized

- O Pre-employment physical results

'authorize the refease of my medical records as fndicated above.
' . . 1

Signak ;
{Signature of employes/candidate) (Employee number - if not PA employae, S5N)

Print N ' T
f. nt Mame) (Date of Birth)
{(Addrezs)

{CIty, State, 2ip)

'[TelF.-phnne Numter) T {Dalm} .
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