
“健康信息交㈠”(HEALTH INFORMATION EXCHANGE)，“关⺾㒞⟂᳋◦”(CARE EVERYWHERE) 

和 HEALTHIX 知情同意ᴤ 

HEALTH INFORMATION EXCHANGE, CARE EVERYWHERE 
 AND HEALTHIX CONSENT FORM 

 

在本同意ṍḔ，您可以忰㋐㘖␍ℨ実交亍⤎⭍⅗崈⁌⺞䳢仆 (NYU Langone Health System) 健康信息交㍉（Health 

Information Exchange（以下称“HIE”））网站 http://health-connect.med.nyu.edu/ 上列明的医䕾㛴⊈㜡㝫（以下称

“HIE 参与方”）以及非交亍⤎⭍⅗崈⌢䕾㛴⊈㜡㝫（以下称“关⿧㗇⣫ᷴ✏㜡㝫”）在基于当前治䕾䛕䙫⏖僤曧奨厞⽾わ

的医䕾宗⼼㗝，通微 HIE 运同䙫守䭾㜡伸仃厞取您的医䕾宗⼼。ḡ㖠ᾦ“关⿧㗇⣫ᷴ✏㜡㝫”知悉可通微 HIE 厞⎽Ὲざ，

您必桢⏸⅝␱䟌わ㛥亶/䎗✏㘖“HIE 参与方”的患者，如有需要，他ồ⏖Ọ厞⎽わ䙫Ὲざ。忀㠞⏖Ọ⸕⊐㔝暭わ✏ᷴ⏳

地方厞⽾䙫⍒䔆ῄ⁌⌢䕾宗⼼，并提供什⼺∴ḡわ㲢䕾䙫⌢䕾㛴⊈㜡㝫。 

In this Consent Form, you can choose whether to allow the health care providers listed on the NYU Langone Health 
System Health Information Exchange (ñHIEò) website http://health-connect.med.nyu.edu/ (ñHIE Participantsò) and 

non-NYU Langone health providers who may request access to your medical records for purposes of current 
treatment (ñCare Everywhere Providersò) to obtain access to your medical records through a computer network 
operated by the HIE. In order for a Care Everywhere Provider to know that information may be available through the 
HIE, you must tell them that you were/are a patient of an HIE Participant and that such information may be available 
upon request. This can help collect the medical records you have in different places where you get health care, and 
make them available to the providers treating you. 
 

您徿⏖Ọ态微㜓䟌情同意ṍ↚⮁㘖␍ℨ実交亍⤎⭍⅗崈⁌⺞䳢仆⎱⅝昫ⱅ㜡㝫䙫␿ⷌ、代理或医⊈ạ␿态微 Healthix 

（由交亍ⷅ㉦宋䙫⁌⺞Ὲざẋ㍉ㇽ✗⌡⁌⺞Ὲざ享亮，非同∐『享亮）㟌䛲⹝厞⎽わ䙫䔜⬷⌢䕾宗⼼ 。忀㠞⏖Ọ⸕⊐

收集您在不同地方厞⽾䙫⍒䔆ῄ⁌⌢䕾宗⼼，并供当前ḡわ㲢䕾䙫⌢䕾㛴⊈㜡㝫忂堳䔜⬷㟌旬。本同意ṍṆ塏䤡ℨ実

任何您作ḡり俬ㇽㇷ␿⎩᷵䙫交亍⤎⭍⅗崈⁌⺞䳢仆⎱⅝昫ⱅ㜡㝫桠䛕ẵわ䙫⅝ẽ⌢䕾㛴⊈㜡㝫⣫厞⎽亶㍯㜪态微 

Healthix 披露的信息宗⼼。寞晶㗝宦旕 Healthix 网站 http://www.healthix.org 或㋏㈺ 877-695-4749 厞⎽⼺∴ Healthix 

信息崫㹷⭳㕛⇾塏。如有需求，您的医䕾㜡㝫⯭ἁḡわẵ富伸䫀㈺⍗⇾塏。 

You may also use this Consent Form to decide whether or not to allow employees, agents or members of the 
medical staffs 

http://health-connect.med.nyu.edu/
http://health-connect.med.nyu.edu/
http://www.healthix.org/
http://www.healthix.org/
http://www.ehealth4ny.org/
http://www.ehealth4ny.org/


 

 

 

 

在做出决定之前，媵⽦ᶒ䶄擃媹《情况媲㓌ᴤ》上的信息。您是否同意。您可以䎗✏ㇽ✏⯭㝌⡒ↀ忀⼇塏㠣。您有以下

忰㋐： 

PLEASE CAREFULLY READ THE INFORMATION ON THE FACT SHEET BEFORE MAKING YOUR DECISION. 
Your Consent Choices. You can fill out this form now or in the future. You have the following choices: 



 

 

 

 

寞⋥忰Ọᷲ㖠㠭Ḳᷧ： 

Please check one box  below: 

 

1. 本人同意 HIE 网站上所列的所有“HIE 参与方”以及“关⿧㗇⣫ᷴ✏㜡㝫”通微 HIE 宦旕本人的全部䔜⬷⁌

康信息且本人同意交亍⤎⭍⅗崈⁌⺞䳢仆⎱⅝昫ⱅ㜡㝫䙫㈧㛰␿ⷌ、代理或医⊈ạ␿⛇《情况寛㗵ṍ》中所

述的任何亶実⏖䙫䛕䙫（包括ḡ㜓ạ㎷ᾂ␒「宱✏Ⅼ䙫ỢἼ⌢䕾㛴⊈），通微 HEALTHIX 厞⎽㜓ạ䙫⅏

部䔜⬷⁌⺞Ὲざ。 

1.  I GIVE CONSENT to ALL of the HIE Participants listed on the HIE website and Care Everywhere 
Providers to access ALL of my electronic health information through the HIE and I GIVE CONSENT to 
ALL employees, agents and members of the medical staffs of NYU Langone Health System and affiliated 
entities to access ALL of my electronic health information through HEALTHIX in connection with any of 
the permitted purposes described in the fact sheet, including providing me any health care services, 
including emergency care. 
 

2. 本人拒䶛 HIE 网站上所列的“HIE 参与方”以及“关⿧㗇⣫ᷴ✏㜡㝫”通微 HIE 宦旕㜓ạ䙫䔜⬷⁌⺞Ὲざ᷻

本人拒䶛交亍⤎⭍⅗崈⁌⺞䳢仆⎱⅝昫ⱅ㜡㝫䙫␿ⷌ、代理和医⊈ạ␿⛇ỢἼ䛕䙫（即使是急宱）通微 

HEALTHIX 厞⎽㜓ạ䙫䔜⬷⁌⺞Ὲざ。 

2.  I DENY CONSENT to the HIE Participants listed on the HIE website and Care Everywhere 
Providers to access my electronic health information through the HIE and I DENY CONSENT to 
employees, agents and members of the medical staffs of NYU Langone Health System and affiliated 
entities to access my electronic health information through HEALTHIX for any purpose, even in a 
medical emergency. 

 

 

注意：除非您勾廇“本人拒䶛”的方框，否∀交亍ⷅ㲼⽲✏䴎「ガ↜ᷲℨ実㲢䕾ạ␿厞⽾わ䙫⌢䕾宗⼼，包括通微 HIE 

和 HEALTHIX 提供的宗⼼。如果您未庙圊廇ㆧ，除交亍ⷅ㲼⽲ℨ実䙫䴎「ガ↜⣽，忀Ẃ宗⼼⯭ᷴἁ墒⅘Ẓ。 

NOTE: UNLESS YOU CHECK THE “I DENY CONSENT” BOX, New York State law allows the people treating you 
in an emergency to get access to your medical records, including records that are available through the HIE and 
HEALTHIX.  IF YOU DON'T MAKE A CHOICE, the records will not be shared except in an emergency as allowed by 
New York State Law. 

 
_______________________________________ ______________________________ ___________ 

患者正楷姓名      患者出生日期    日期 

Print Name of Patient     Patientôs Date of Birth   Date 
 
_______________________________________  ___________________________________________ 

患者或患者法定代表人䭥⏴ 法定代表人的正楷姓名及关系（如适用） 

Signature of Patient or Patientôs Legal Representative Print Name of Legal Representative and Relationship (if 
applicable) 

  

 

 



 

 

 

 

䵻䵤⟥⨤ᴤ㓌媲况情 xihtlaeH 和”◦᳋⟂㒞⺾关“、EIH 察‮ 

 

关于通庅 HIE、“关⺾㒞⟂᳋◦”和 Healthix 庙圊⽡仃ẟ⼭ᵢ㈠⍊䚣⾃⋊⿍庅䣉䕂媤⾃： 

 

1. 您的信息将如何被使用。您的䔜⬷⁌⺞Ὲざ⯭䔘“HIE 参与方”和“关⿧㗇⣫ᷴ✏㜡㝫”Ậ䔏ṵ： 

 ḡわ㎷ᾂ⌢䕾⎱䛟⅚㛴⊈。 

 㟌䛲わ㘖␍㛰⌢䕾ῄ晐⎱⅝ῄ晐勪⛛。 

 宫἗⹝㎷檿㈧㛰り俬䙫⌢䕾崏憶。 

除非州和倻悍㲼⽲⏍堳実⏖，且如果亶微 Healthix 実⏖，否∀交亍⤎⭍⅗崈⁌⺞⌢䕾ῄ晐守⇹⹻ẬḡỌᷲ䔏忻㊒朙、

宦旕⑳ὦ䔏わ䙫䔜⬷⁌⺞Ὲざ： 

 提供健康管理活⊏。忀⋬㋓⌶⊐わ厞⽾忩⼺䙫⌢䕾㛴⊈、改善您的医䕾⁌⺞㛴⊈崏憶、⌶寪㎷ᾂ什わ䙫⤁䦴⌢

䕾㛴⊈ㇽ㔖㋨わ恜⾑⌢䕾㛴⊈守⇹。 

 提供崏憶㔠忂㴢⊏。忀⋬㋓宫἗⑳㔠忂㎷ᾂ什わ⑳交亍⤎⭍⅗崈⁌⺞䙫㈧㛰り俬⑳ㇷ␿䙫⌢䕾㛴⊈崏憶。 

注意：您在本同意知情ᴤᳫヾἘ䕂廇ㆧ᳋῿婶ἣ⵵ẛ攧‪⊶ᶣⁱ⩘㓭⋤㊎ṙ䶗⽦ἣ⵵ẛ攧ピ㏭ᶖ⽦䕂寤∓᳸䖬䕂今創⊔

您的信息。您可以在健康保攧‪⊶⺃朹ḽ䏦䕂∓䆪䕂䚣⾃⋊⿍ᴤᳫ庙圊廇ㆧ。 

2. 包含您的哪些䬹♉䕂ẟ⼭。如果您同意，“HIE 参与方”以及“关⿧㗇⣫ᷴ✏㜡㝫”可以通微 HIE 宦旕わ䙫⅏惏䔜⬷⁌

康信息，并且交亍⤎⭍⅗崈⁌⺞䳢仆⎱⅝昫ⱅ㜡㝫䙫㈧㛰␿ⷌ、代理或医⊈ạ␿⏖Ọ态微 Healthix 厞⎽わ䙫⅏惏

䔜⬷⁌⺞Ὲざ 。忀⋬㋓✏㜓⏳ヶ䟌ガṍ㗌㜆Ḳ∴⑳Ḳ⏵∂⻡䙫Ὲざ。您的健康宗⼼⏖僤⋬㋓わ㈧り䖥䖬ㇽ⎾Ἃ䙫

病史（如糖尿病或骨折）、㢧㟌人㞃（如 X 射亦ㇽ堧㶙㢧㟌）以及您服用的卖䉐㷬⌼。忀ẂῈざ⏖僤᷵㔶ㄆ『⁌

康状况有关，包括但不限于： 

 酒精或卖䉐ὦ䔏旕桿，包括但不限于宱㖔、用卖、

宱㖔Ὲざ、病史和摘要、ḛ⹱宗⼼⑳⇡晉〢人 

 生育控制与堕胎（守⇹䔆備） 

 精神健康治䕾 

 微㔶䖮 

 怾ἇ（怾ἇ『）疾病或㢧㟌 

 性ἇ㒔䖥䖬 

 HIV/AIDS 

 

3. 您的健康信息来自哪里。您的信息来自ḡわ㎷ᾂ⌢䕾㛴⊈ㇽ⁌⺞ῄ晐䙫㜡㝫（以下称“信息崫㹷”）。忀⏖僤⋬㋓⌢

院、内科医生、卖㈦、ḛ⹱⮅橳⮋、健康保晐⅓⏟、Medicaid 守⇹Ọ⎱⅝ẽỌ䔜⬷㖠⻶ẋ㍉⁌⺞Ὲざ䙫䔜⬷⁌⺞

享亮。寞ẵ交亍⤎⭍⅗崈⁌⺞䳢仆ㇽわ䙫“HIE 参与方”健康医䕾㜡㝫厞⎽⼺∴ HIE 信息崫㹷⭳㕛⇾塏。您可以随㗝

㟌䛲 HIE 网站 http://health-connect.med.nyu.edu/ 創⊔㖾㑮䕂ẟ⼭専㵎⃕圦。您可以写信至以下地址伒䮹䵻䵤

大学enO ,reciffO ycavirP ,htlaeH enognaL UYN：(reciffO ycavirP htlaeH enognaL UYN) ⩖䡿敎⵵ἣ察‮ 

Park Ave, 3rd Floor, New York, NY 10016 

http://health-connect.med.nyu.edu/
http://www.healthix.org/


 

 

 

 

医䕾⇭㔖㜡㝫 (NYU Winthrop Medical Affiliates)。ẬỌᷲ㜡㝫䙫ạ␿⏖Ọ厞⎽わ䙫Ὲざ：服⊈ṵ亶宋⏖䙫“HIE 参

与方”、“Healthix 参与方”或任何与您的医䕾㛴⊈䛟⅚䙫“关⿧㗇⣫ᷴ✏㜡㝫”的医生和其他医䕾㛴⊈㜡㝫；亶宋⏖䙫

“HIE 参与方”或“关⿧㗇⣫ᷴ✏㜡㝫”的医生的代理或待命健康医䕾㜡㝫；参与崏憶㔠╫ㇽ⌢䕾䮈䏭㴢⊏䙫㋮⮁␿ⷌ；

以及亶宋⏖䙫“HIE 参与方”或“关⿧㗇⣫ᷴ✏㜡㝫”的工作人␿，提供本知情同意ṍ䬓ᷧ㝈妫⮁㈧ℨ実䙫㴢⊏。 



 

 

 

 

5. ⪷᳋㨡⸑婽撬ピḽ䏦⽦䕂ẟ⼭䕂⟂丘。不正当宦旕ㇽὦ䔏わ䙫䔜⬷⁌⺞Ὲざ䙫堳ḡἁ⎾∗䛟⹻䙫⣫佁。无审Ἴ㗝，

如果您⿧䕸ᷴ⹻富㟌䛲ㇽ宦旕わῈざ䙫ạ做出了如此行ḡ，寞凛䔜ỢἼわⷙ㍯㜪宦旕わ宗⼼䙫“HIE 参与方”或“关

⿧㗇⣫ᷴ✏㜡㝫”；寞宦旕 HIE 网站：http://health-connect.med.nyu.edu/ 或者致䔜交亍ⷅ⍒䔆余  

877-690-2211。在任何㗝 ，如果您⿧䕸ᷴ⹻富态微 Healthix 㟌䛲ㇽ宦旕わῈざ䙫ạ做出了如此行ḡ，寞凛䔜 

Healthix：877-695-4749；或者宦旕 Healthix 的网站：http://www/healthix.org；或者致䔜交亍ⷅ⍒䔆余  

877-690-2211。 

6. 信息的再次披露。在州和倻悍㲼⽲⑳㲼妫ℨ実䙫勪⛛Ⅼ，任何有关您的䔜⬷⁌⺞Ὲざ，都可以由“HIE 参与方”

http://health-connect.med.nyu.edu/
http://www/healthix.org
http://health-connect.med.nyu.edu/

