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Brian L. Bromberg (Admitted in NY, NJ & CA) 352 Rutland Road, #1
Joshua Tarrant-Windt, Associate (Admitted in NY) Brooklyn, NY 11225
Phone: (212) 248-7906

Fax: (212) 248-7908
vay 25,2021 | [NIEN0 ENDDORSED
USDC SDNY

Via ECF DOCUMENT
Honorable Valerie E. Caproni, U.S.D.d. ELECTRONICALLY FILED
Southern District of New York DOC #:

DATE FILED: 6/7/2021

40 Foley Square
New York, NY 10007

Re:  Deleon v. City of New York, et al. SDNY Case No. 20-CV-8796 (VEC)

Dear Judge Caproni:

My office, together with co-counsel, represents the plaintiff, Andrew DeLeon, in the
above-referenced civil-rights case against the City of New York and against several
police officers for false arrest and excessive force.

I am writing because Plaintiff's counsel has been trying to get notarized releases
from our client, but has been unable to do so because he is in custody in the
Dominican Republic based on charges completely unrelated to this case. Mr.
DeLeon has been able to sign the various release forms, but has not been able to get
them notarized in prison and Mr. DeLeon does not know how long he will be
incarcerated.

I am attaching copies of the releases with personal identifiers removed, so Your
Honor can see that they have, in fact, been signed. Plaintiff requests that in light of
these unusual circumstances, Your Honor issue an order directing the various
agencies and hospitals to comply with the releases, even though they have not been
notarized. Defendant City of New York consents to this request.

I was finalizing this letter when I received Your Honor’s minute order directing that
Plaintiff explain the delay in this case. No fault lies with the defendants or their
counsel. As explained above, my co-counsel and I have been having difficulty
moving this case ahead, because of the unusual situation that has arisen and the
parties believe that an order directing the acceptance of the un-notarized release
will help expedite matters.

The Court will issue individual orders directed at each

Respectfully, agency and hospital to whom a release is directed.
' Plaintiff's counsel must email to Chambers unredacted
/s/ Brian L. Bromberg versions of each release not later than June 9, 2021.

Brian L. Bromberg
SO ORDERED.

\[Q\,Q/M Qmoz |

HON. VALERIE CAPRONI
UNITED STATES DISTRICT JUDGE

cc:  All Counsel of Record (Via ECF)
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This information may be disclosed to and used by the following organization:

The Office of the Corporation Counsel
100 Church Street
New York, NY 10007

for the purpose of the defense of this civil litigation only.

I understand I have the right to revoke this authorization at any time. I understand
if I revoke this authorization I must do so in writing and present my written revocation to the
health information management department. Unless otherwise revoked, this authorization will
expire on the following date, event or condition on the conclusion of the litigation in the above-
captioned action. If I fail to specify an expiration date, event or condition, this authorization will
expire in six months. I understand that authorizing the disclosure of this health information is
voluntary; I can refuse to sign this authorization. I need not sign this form in order to assure
treatment. I understand I may inspect or copy the information to be used or disclosed, as
provided in 45 CFR 164.524. I understand any disclosure of information carries with it the
potential for an unauthorized re-disclosure and the information may not be protected by federal
confidentiality rules. If I have questions about disclosure of my health information, I can contact
(Name of Medical Provider’s Risk Management Office).

Dated: New York, New York
, 201 _
/
L/L_,/\@LLV\J ﬁ e —Z;MT“
STATE OF NEW YORK )
. SS:
COUNTY OF )
On the day of , 201_, before me personally came and
appeared , to me known and known to me to be the individual described

in and who executed the foregoing instrument, and who duly acknowledged to me that __
executed the same.

NOTARY PUBLIC
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UNITED STATES DISTRICT COURT

DISTRICT OF NEW YORK

4

’ AUTHORIZATION TO
Plaintiff, DISCLOSE MEDICAL
INFORMATION
-against-
Civ. ¢ ¢ )
The City of New York, et al.,
Defendants.

X

TO:
NAME AND ADDRESS OF MEDICAL PROVIDER
1 authorize the use and disclosure of health

information as described below.

YOU ARE HEREBY AUTHORIZED to furnish to MICHAEL A. CARDOZO,
Corporation Counsel of the City of New York, attorney for the defendants in the above-
captioned case, or to his authorized representative, a certified copy of the entire medical or
hospital record of (Date of Birth: ____ ; SS #
) who was examined or treated in your hospital or by you on or about

The medical record authorized for release includes any and all x-rays of said
person and any and all diagnostic tests, studies, or reports of examinations relating to such
person.

I understand that the information in my health record may include information
relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), or human
immunodeficiency virus (HIV). It may also include information about behavioral or mental
health services, and treatment for alcohol, and drug abuse. I only authorize the release of such
information to the extent that I have initialed below:

Sexually transmitted diseases A0
AIDS/HIV AD
Behavioral or mental health service Ab

A

Treatment for alcohol and drug abuse

jwaczq,m;
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\ OCA Official Form No.: 9641
J if AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
|'This form has been approved by the New York State Department of Health)
Patient Name . Date of Birth Social Security Number

| Paticnt Address
{ 258 £ I3¢™ S Bionx Ny _0HS!

1, or my authorized rcpresentative, request that health information regarding my care and treatment be released as set foeth on this form:

In eecordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), |understand that;

I. This authorization may include disclosure of information relating (o %LCOHOL and DRUG ABRISE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION oaly if [ place my initials on
the appropriate line in ltem 9(a), In the event the health information described below includes any of these types of information, and |
initial the linc on the box in ltem 9(a), 1 specifically autharize release of such information to the personds) indicated in ltem 8,

2 If | am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipicat is
prohibited from redisclosing such information without my authorization unless permilted to do so under federal or state law. )
understand that | have the right to request a list of people who may receive or use my HIV-related information without authorization. 1If
I experience discrimination because of the release or disclosure of HIV-related informalion, | may contect the New York State Division
of Human Rights at (212) 480-2493 or the New York City Commission of Human Righis at (212) 306-7450. These agencies are
responsible for protecting my rights.

3. 1 have the right 1o revoke this authorization at eny time by writing to the health care provider listed below. | understand that | may
revoke this authorization except (o he extem that action has already been taken based oa this authorization.

4. 1 understand that signing this authorization is voluntary. My treatmeni, payment. enrollment in a health plan, or eligibility for
kenefits will not be conditioned upon my authorization of this disclosure.

5. Infosmation disclosed vnder this authorization might be redisclosed by the recipient (except as noted) above in ltem 2), and this
redisclosure may no longer be pratected by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).

7. Name and address of health provider or entity 10 release this informution:

8. Name and address of persou(s) or category of person lo whom this information will be sent:

%a). Specific information Lo be releascd:
O Medical Record from (insert datc) 1o (insest datc)
Q Entire Medical Record, including paticnt histories, office notes {except psychotherapy notcs), fest results, radiology studies, films,
referrals, consults, billing records, insurance revords, and records scnt to you by ather health care providers.

d Other: o Include: (/ndicare by Initialing)
A O Akohol/Drug Treatment
& A Mental Health Information
Authorization to Discuss Health Inforamtion * ‘) HIV-Rellated Information
(b Q By mihmling here ____ | avthorize i

Initials Name of individual health care pravickr
to discuss my health information with my azerney, ar a gavemaeatal agency, listed here: .

{Aueeneyv/Finn Nume ur Guvernimerital Ageney Nouney

1. Reason for release of inlormation: 1 1. Date or event on which this avtharazation will ¢xpire:
Q At request of individual
Q Other.

12. Ifnot the patient, name of persun signing form- 13. Authority o sign on behall of patient:

All items on this lorm have heea completed and my questions about this form have been answered. In addition, | have been provided a
copy of the form

j /r'\ﬂ' . Z Dare;
ngn.\hrrc of patient or upn.-semmwe aufonized by faw. .
L [ I duficiency Virus that causes AIDS, The New York State Public Health Law protects information shich reasonably could

identily sumcanc as having IV symptoms or infection and infarmation regarding a persen’s contiscts.
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NYCHHC HIPAA Authorization to Disclose Health Information
ALL FIELDS MUST BE COMPLETED

THIS FORM MAY NOT BE USED FOR RESEARCH OR MARKETING, FUNDRAISING OR PUBLIC RELATIONS AUTHORIZATIONS
PATIENT NAME/ADDRESS DATE OF BIRTH PATIENT SSN

MEDICAL RECORD NUMBER TELEPHONE NUMBER

"
285 B3y Sk érar\x Y redcy
NAME OF HEALTH PROVIDER TO RELEASE INFORMATION SPECIFIC INFORMATION TO BE RELEASED:

o, A

Treatment Dates from 10

NAME & ADDRESS OF PERSON OR ENTITY TO WHOM INFO. WILL BE
SENT INFORMATION TO BE RELEASED (If the box is checked, you are authorizing the release of that type of information).

Please note: uniess all of the boxes are checkod, we may be unable to process your request.

D Alcohol and/or Substance Abuse D Mental Health Information
Program Information

D Genetic Testing Information D HIV/AIDS-related Information

REASON FOR RELEASE OF INFORMATION

WHEN WILL THIS AUTHORIZATION EXPIRE? (Please check one)
D Legal Manter D Individual's Request

D Other (please speciy). D Event D On this date

|, or my authorized representative, authorize the use or disclosure of my medical and/or billing information as | have described on this form.

| understand that my medical and/or billing information could be re-disclosed and no longer protected by federal health information privacy regulations if
the recipient(s) described on this form are not required by law to protect the privacy of the information.

| understand that if my medical and/or billing records contain information relating to ALCOHOL or SUBSTANCE ABUSE, GENETIC TESTING,
MENTAL HEALTH, and/or CONFIDENTIAL HIV/AIDS RELATED INFORMATION, this information will not be released to the person(s) | have
indicated unless | check the box(es) for this information on this form.

| understand that if | am authorizing the use or disclosure of HIV/AIDS-related information, the recipient(s) is prohibited from using or re-disclosing any
HIV/AIDS-related information without my authorization, unless permitted to do so under federal or state law. | also understand that | have a right to
request a list of people who may receive or use my HIV/AIDS-related information without authorization. If | experience discrimination because of the use
or disclosure of HIV/AIDS-related information, | may contact the New York State Division of Human Rights at 212.480.2493 or the New York City
Commission of Human Rights at 212.306.7450. These agencies are responsible for protecting my rights.

| understand that | have a right to refuse to sign this authorization and that my health care, the payment for my health care, and my health care benefits
will not be affected if | do not sign this form. | also understand that if | refuse to sign this authorization, NYCHHC cannot honor my request to disclose
my medical and/or billing information.

| understand that | have a right to request to inspect and/or receive a copy of the information described on this authorization form by completing a
Request for Access Form. | also understand that | have a right to receive a copy of this form after | have signed it,

| understand that if | have signed this authorization form to use or disclose my medical and/or billing information, | have the right to revoke it at any time,
except to the extent that NYCHHC has already taken action based on my authorization or that the authorization was obtained as a condition for
obtaining insurance coverage.

To revoke this authorization, please contact the facility Health Information Management department processing this request.

1 have read this form and all of my questions have been answered. By signing below, | acknowledge that | have read and accept all of the
above.
[TSIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE IF NOT PATIENT, PRINT NAME & CONTACT INFORMATION OF

PERSONAL REPRESENTATIVE SIGNING FORM
/
AA_,W < ~ AL
DATE i

DESCRIPTION OF PERSONAL REPRESENTATIVE'S AUTHORITY TO
ACT ON BEHALF OF PATIENT

If HHC has requested this authorization, the patient or his/her Personal Representative
must be provided a copy of this form after it has been signed.

HHC USE ONLY
Date Recewved Initials of HIM employee processing requast;
Date Comploted: Comments:

NYCHHC HIPAA Authanization 2413, Revised 06-05
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DESIGNATION OF AGENT FOR ACCESS TO SEALED
RECORDS PURSUANT TO NYCPL 160.50 AND 160.55

I, Andrew Deleon, Date of Birth _||_-_|_-_ ss_

- pursuant to CPL §§ 160.50 and 160.55, hereby JAMES JOHNSON,
Corporation of the City of New York, or her authorized representative, as my agent to whom
records of the criminal action terminated in my favor entitled People of the State of New York

v. Andrew Deleon, Docket No. or Indictment No. 2017BX041197 , in
Court, County of , State of New York, relating to
my arrest on or about , may be made available.

I understand that until now the aforesaid records have been sealed pursuant
-to CPL §§ 160.50 and 160.55, which permits those records to be made available only (1) to
persons designated by me, or (2) to certain other parties specifically designated in that statute.

I further understand that the person designated by me above as a person to whom
the records may be made available is not bound by the statutory sealing requirements of CPL
§8§ 160.50 and 160.55.

The records to be made available to the person designated above comprise all
records and papers relating to my arrest and prosecution in the criminal action identified herein
on file with any court, police agency, prosecutor’s office or state or local agency that were
ordered to be sealed under the provisions of CPL §§ 160.50 and 160.55.

I further authorize the release of a list from the New York City Police Department
that identifies all my prior arrests by date of arrest, charge(s) and disposition, including all sealed

arrests. J M /&p Z//v‘;\

Andrew Deleon

STATE OF NEW YORK, )
: SS:
COUNTY OF. )
On this day of , 2020, before me personally came

Andrew Deleon, to me known and known to me to be the individual described in and who
executed the foregoing instrument, and he acknowledged to me that he executed the same.

NOTARY PUBLIC



