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PSYCKES CONSENT FORM 
 
 

The Psychiatric Services and Clinical Enhancement System (PSYCKES) is a web-based application maintained by the New 
York State (NYS) Office of Mental Health (OMH). It contains health information from the NYS Medicaid database, health 
information from clinical records, and information from other NYS health databases. For an updated list and more information 
about the NYS health databases in PSYCKES, visit www.psyckes.org and see “About PSYCKES.” 
 
PSYCKES data includes identifying information (such as your name and date of birth), information about health services that 
have been paid for by Medicaid, information about your health care history (such as treatment for illnesses or injuries, test 
results, lists of medication you have taken), and information entered by you or your treatment provider into the PSYCKES 
application (such as a Safety Plan). 
 
The health information in PSYCKES can help your provider deliver better care. In this Consent Form, you can choose whether or 
not to give your provider electronic access to your health information that is in PSYCKES. You can give consent or deny 
consent, and this form may be filled out now or at a later date. Your choice will not affect your ability to get medical care or 
health insurance coverage. Your choice to give or to deny consent will not be the basis for denial of health services.  
 
If you check the “I GIVE CONSENT” box below, you are saying “Yes, this provider’s staff involved in my care may get access to 
all of my medical information that is in PSYCKES.”   
 
If you check the “I DENY CONSENT” box below, you are saying “No, this provider may not see or be given access to my 
medical information through PSYCKES,” THIS DOES NOT MEAN YOUR PROVIDER IS COMPLETELY BARRED FROM 
ACCESSING YOUR MEDICAL INFORMATION IN ANY WAY. FOR EXAMPLE, IF THE MEDICAID PROGRAM HAS A 
QUALITY CONCERN ABOUT YOUR HEALTHCARE, THEN UNDER FEDERAL AND STATE REGULATIONS YOUR 
PROVIDER MAY BE GIVEN ACCESS TO YOUR DATA TO ADDRESS THE QUALITY CONCERN. QUALITY CONCERNS 
HELP HEALTHCARE PROFESSIONALS DETERMINE WHETHER THE RIGHT SERVICES ARE BEING DELIEVERED AT 
THE RIGHT TIME TO THE RIGHT PEOPLE. THERE ARE ALSO EXCEPTIONS TO THE CONFIDENTIALITY LAWS THAT 
MAY PERMIT YOUR PROVIDER TO OBTAIN NECESSARY INFORMATION DIRECTLY FROM ANOTHER PROVIDER FOR 
TREATMENT PURPOSES UNDER STATE AND FEDERAL LAWS AND REGULATIONS.     
 
Please carefully read the information on the back of this form before making your decision.  
  
Your Consent Choices. You can fill out this form now or in the future. You have two choices:    

 
 I GIVE CONSENT for this provider to access ALL of my electronic health information that is in PSYCKES in 

connection with providing me any health care services.   
 
 I DENY CONSENT for this provider to access my electronic health information that is in PSYCKES; however, I 

understand that my provider may be able to obtain my information even without my consent for certain limited purposes 
if specifically authorized by state and federal laws and regulations.   
 

   
_________________________________________    ______________________________   _________________________ 
Print Name of Patient                  Date of Birth of Patient                       Patient’s Medicaid ID Number 
  
  
_________________________________________     ______________________________  
Signature of Patient or               Date 
Patient’s Legal Representative   
 
   
_________________________________________    ______________________________  
Print Name of Legal Representative (if applicable)       Relationship of Legal Representative  

         to Patient (if applicable)  
 

  
_________________________________________    ______________________________  
Signature of Witness                                            Print Name of Witness  
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Details about patient information in PSYCKES and the consent process:  
 
1. How Your Information Can be Used.  Your electronic health information can only be used by your treatment provider to:    

• Provide you with medical treatment, care coordination, and related services  
• Evaluate and improve the quality of medical care provided to all patients 
• Notify your treatment providers if you have an emergency (e.g., go to an emergency room)  

 
2.  What Types of Information About You Are Included?  If you give consent, __________________________________ 

can access ALL of your electronic health information available through PSYCKES. This includes information created before 
and after the date of this Consent Form. The information in PSYCKES may include information from your health records, 
such as a history of illnesses or injuries you have had (like diabetes or a broken bone), test results (like X-rays, blood tests, 
or screenings), assessment results, and lists of medicines you have taken. Care plans, safety plans, and psychiatric 
advanced directives you and your treatment provider may have developed may also be included. This information may 
relate to sensitive health conditions, including but not limited to:  

• Mental health conditions   • Genetic (inherited) diseases or tests   
• Alcohol or drug use problems   • HIV/AIDS  
• Birth control and abortion (family planning)  • Sexually transmitted diseases  

 
3.   Where Health Information About You in PSYCKES Comes From.  If you received health related services that were paid 

for by Medicaid, information about those services will be in PSYCKES.  If you received services from a State operated 
psychiatric center, health related information taken from your clinical records will also be in PSYCKES. However, although 
the information contained in PSYCKES may come from your clinical record, your PSYCKES record is not the same thing as 
your complete clinical record. PSYCKES information can also be entered by you or your treatment provider. Health 
information from other databases maintained by NYS is also included in PSYCKES. New health databases may be added to 
PSYCKES as available. For an updated list and more information about the data available in PSYCKES, visit the PSYCKES 
website at www.psyckes.org and see “About PSYCKES” or ask your treatment provider to print the list for you. 

4.  Who May Access Information About You, If You Give Consent.  Only these people may access information about you:        
__________________________________'s doctors and other treatment providers who are involved in your care; health 
care providers who are covering or on call for __________________________________ and staff members who carry out 
activities permitted by this Consent Form as described above in paragraph one.    

5.   Penalties for Improper Access to or Use of Your Information.  There are penalties for inappropriate access to or use of 
your electronic health information.  If at any time you suspect that someone who should not have seen or gotten access to 
information about you has done so, call __________________________ at ________________ or call the NYS Office of 
Mental Health Customer Relations at 800-597-8481.  
 

6.  Re-disclosure of Information.  Any electronic health information about you may be re-disclosed by                                           
_______________________; to others only to the extent permitted by state and federal laws and regulations. This is also 
true for health information about you that exists in a paper form. Some state and federal laws provide special protections for 
some kinds of sensitive health information, including HIV/AIDS and drug and alcohol treatment. Their special requirements 
must be followed whenever people receive these kinds of sensitive health information.  
 

7.  Effective Period.  This Consent Form will remain in effect until 3 years after the last date you received any services from          
__________________________________ or until the day you withdraw your consent, whichever comes first.    
 

8.  Withdrawing Your Consent.  You can withdraw your consent at any time by signing a Withdrawal of Consent Form and 
giving it to ______________________.  You can also change your consent choices by signing a new Consent Form at any 
time. You can get these forms from this provider or from the PSYCKES website at www.psyckes.com, or by calling 
_______________________ at ____________________. Note: Organizations that access your health information through 
__________________________________ while your consent is in effect may copy or include your information in their own 
medical records.  Even if you later decide to withdraw your consent, they are not required to return it or remove it from their 
records.       
 

9.  Copy of Form.  You are entitled to receive a copy of this Consent Form after you sign it.  
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