




















FORM #1080 (10/17)
PHOTOCOPY LOCALLY AS NEEDED

NEW YORK STATE
DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION

RELEASE OF DRUG AND ALCOHOL ABUSE RECORDS

I, , hereby authorize the New York State Department of
Corrections and Community Supervision to release alcohol and drug abuse treatment records as defined in 42 U.S.C.
§290dd - 2 and 42 C.F.R. Part 2, and information therefrom to:

Check the appropriate box below and enter the required information.

|:| Name of relation or friend Relationship Address
|:| Name of my Attorney (upon written request only) Address
|:| Name of Physician Address
|:| Name of hospital, clinic or treatment program Address
|:| Name of third party payer —i.e. Blue Cross, Medicaid, insurance co. Address
|:| Name of employer or prospective employer Address
|:| Name of other person, agency or company Address

CHECK ONE OF THE FOLLOWING:

|:| | authorize the release of all such records and information to the above-named party.

|:| | authorize the release of only the following records or information to the above-named party.

The purpose for the disclosure permitted by this consent is: (need not be entered if disclosure is to an attorney)

| understand that this consent is subject to revocation at any time except to the extent that the Department has already taken action in
reliance on it.

Signature Dept. I.D. No. Date
(if known)

Witnessed by:

Signature of Witness



