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Karen Horney Clinic 

Provider/Facility Name 
 

 

About PSYCKES 

The New York State (NYS) Office of Mental Health 
maintains the Psychiatric Services and Clinical 
Enhancement System (PSYCKES). This online 
database stores some of your medical history and 
other information about your health. It can help your 
health providers deliver the right care when you 
need it. 

The information in PSYCKES comes from your 
medical records, the NYS Medicaid database and 
other sources. Go to www.psyckes.org, and click 
on About PSYCKES, to learn more about the 
program and where your data comes from. 

 
This data includes: 

• Your name, date of birth, address and 
other information that identifies you; 

• Your health services paid for by Medicaid; 

• Your health care history, such as illnesses or 
injuries treated, test results and medicines; 

• Other information you or your health providers 
enter into the system, such as a health Safety 
Plan. 

Consent Form 
 
 
 
 
 

 

What You Need to Do 

Your information is confidential, meaning others 
need permission to see it. Complete this form 
now or at any time if you want to give or deny 
your providers access to your records. What 
you choose will not affect your right to medical 
care or health insurance coverage. 

Please read the back of this page carefully 
before checking one of the boxes below. 
Choose: 

• “I GIVE CONSENT” if you want this 
provider, and their staff involved in your care, 
to see your PSYCKES information. 

• “I DON’T GIVE CONSENT” if you don’t want 
them to see it. 

If you don’t give consent, there are some times 
when this provider may be able to see your 
health information in PSYCKES – or get it from 
another provider – when state and federal laws 

and regulations allow it. For example, if 
Medicaid is concerned about the quality of your 
health care, your provider may get access to 
PSYCKES to help them determine if you are 
getting the right care at the right time. 

 
 

 

Your Choice. Please check 1 box only. 
 

I GIVE CONSENT for the provider, and their staff involved in my care, to access my health 

information in connection with my health care services. 

 
 

I DON’T GIVE CONSENT for this provider to access my health information, but I understand they 
may be able to see it when state and federal laws and regulations allow it. 

 

 

Print Name of Patient Patient’s Date of Birth 

 
 

Patient’s Medicaid ID Number 

 
 

Signature of Patient or Patient’s Legal Representative Date 

 
 

Print Name of Legal Representative (if applicable) Relationship of Legal Representative 
Patient (if applicable) 

 
 

  
 
 
 
 



If you are submitting this form online simply select the “Submit” button when complete.  
Otherwise, you can email (TheClinic@karenhorneyclinic.org), fax (212-838-7158) or mail this form to:  

 
                            Attn: Manjulika Chatterjee 
                            Karen Horney Clinic 
                            329 E. 62nd Street 
                            New York, NY 10065 
 
 

1 Laws and regulations include NY Mental Hygiene Law Section 33.13, NY Public Health Law Article 27- 
F, and federal confidentiality rules, including 42 CFR Part 2 and 45 CFR Parts 160 and 164 (also 
referred to as “HIPAA”). 

 

 


