CICF-ARAE (O5TINE)
MNEW YORK STATE
QFFICE OF CHILDREN AND FAMILY SERVICES
DESIGHATICN OF PERSCN IN PARENTAL RELATION SHIF
Pursuant o section 51581 of the Mew York State General Obligations Law

1. L . herety state that | am the parent of the
childichildren/incapacitated  person(s) named below and there are no cowrt orders now
in effect in any jurisdicion that would prohibit me from exercising the power thst | now
seek to suthorize.

2. The addresz and telephone number(s) where | can be resched while this designation is
in effect i=:

Address:

Telephons: Home  { ! Work !

Other | ]

3. | am temporarly entrusting , 8 person over the
sge of eightzen who resides at

Mew York, telephone number

{ ! the care of the following child'childrenfincapacitated person(s):

NAME OATE OF SRTH:

MAME: OATE OF SRTH:

MAME: OATE OF SRTH:

NAME OATE OF SRTH:

4. Amy suthority granted to the person in parental relafionship pursuant to this form shall be valid
{check appropriate boo and initial):

[m ] &, for 12 months from the date of signsture of this designation, or unfil the date of
revocation, whichever oocurs first {must inclede sll parties” sddresses and telephone numbers and
be signed by sll parties in the presence of a notary public); or

[m ] b. for 30 days from the date of signaturs of this designation, or until the date of revocation,
whichever occurs first or

[m ] c.from__J/ ! (date) until and including __ ¢ - [date). or until the date of
revocation, whichever ocours first; or

[m} d. commencing upon

[state event) and continuing until or until the date of
revocation, whichever ocours first.
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&, As to the above named child'childrenfincapsacitated personis), the person in perental
relstionship named sbove is authorzed to:

[check those that apply)

[ review school records

1 =nrall in schaool

[ =xcuse shsences from schoal

£ consent to participation in school program andior scheol-sponsored activity

] consent to school-related medical care®

] =nrall in haslth plans

[ consent to immunizations*

] consent to general hesalth care®

[ consent to medical procedures®

[ consent to dental care

] consent to developmental screening

] consent to mental health exsmination and’or treatment

* Except a5 prohibited by Section 2504 of the Public Health Law

Any of the sbove authorizations may be further limited by conditions defined by the parent, and, if
limited, the limitations are written below (e.g.. the parent may grant the authorty to consent to a

mental health examination, subject to the condition that they cannot be reached by telephone or
ather elecironic means).
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6. | further authorze the person in parental relationship to request, receive and review, and be
granted full and unlimited access to, and obtain complete unredacted copies of any and all of health,
medical, financial information andfor any information andfor records 2= defined in 45 CFR.
51845801 and regulated by the Standards for Privacy of Individually ldentifiable Health Information
found in 85 Fad. Reg. 82482 a= protected private records or otherwize coverad under the Health
Insurance Portability and Accountability Act of 1895 (HIFAA), Public Law 104181, for each
childincapacitated person listed in paragraph 3 sbove. | understand that the information contained
in such heshth and medical records may include information relating fo sexuslly transmitted
diseases, acquired immunodeficiency syndrome [(AID3Z), AlIDS-related complex (ARC) and human
immunodeficiency virus (HIV), behavioral or mental health services, trestment for alcohol andior
dreg sbuse andior sddiction. | further understand that | may heve sccess to andior receive an
accounting of the information to be used or disclosed as provided in 45 CFR §184.524, et seq. |
further understand that suthorizing the disclosure of this health information is woluntary: that | can
refuse to sign this authorzation. | further understand that any disclosure of this information carries
with it the potential for an unauthorized further disclosure of this information by third parties and
that such further disclosure may not be protected under HIPAA. In order to induce the disclosing
party to disclose the aforesaid private andfor protected confidential information, | forever release
and hold harmless said disclosing party who refies upon this instrument from any lisbility under
confidentiality rules arising under HIFAA a= s conseqguence of said disclosure.

7. NOTICE TO PARENTS AND PERSOMS IN PARENTAL RELATION: Authorization pursuant to
this form is walid wntil the eadier of revocation by a parent or the date specified in paragraph 4
above. Any parent having signed this designation may revoke such authorzation st will. and may
noify relevant schools and heslth care providers of such revocation. A person in parentsl
relationship who receives notification from a parent of such revocstion shall forthwith notify amy
school, heslth cere provider or health plan to which an authorization pursuant to this subdivision
has been presented. Failure by the person in parental relstion to notify recipients of the
authorization or the revocation shall not make notification of revocation by the parent ineffective.

This authorization is temporary, but may be renewed by the parent(s). However, parents and
persons in parentsl relationship involved in a long-term, care-giving arrangement may seek a maore
permanent legal arrangement by commencing a judicial proceeding to appoint legal guardianship
or to determine custody.
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Mote: Al signstures below must be notsrized if authorizstion is for a8 period excesding

30 days.

Dated: 1 [Parent’s signature)

Sworn to before me this

day of 20

Maotary Public

L

., am also

the parent of the child'children/incapacitated person(s) nemed herein, there is & court order
directing that both parents must agree on education andior heatth decisions conceming such
childichildrenfincapacitated person(s), and | hereby consent to this designation by my signature

below.

The address and telephone numbens) where | can be resched while this designation is in effect is:

Address:

Telephone: Home | ]

Wark: | ]

Other: | ]

Dated: et [Parent’s signature)

Sworn to before me this

day of 20

Motary Public
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8 L , the person designated in parental relationship
far the child/childrenvincapacitated person(s) named herein, hereby consent to this designation by
iy signature below.

Dated: Ty Signature

Sworn to before me this

day of 20

Motary Public




