Women'’s Health & Surgical Services

Phone: 334-699-141g Fax:855-583-3652
AUTHORIZATION TO USE AND DISCLOSE HEATLTH INFORMATION

I authorize

MName and address of Taclitty/health care provider you wish to relezse taformation)

To release mformation requested for (efther DOB or SID is REQUIRED to idemtify record):

D.O.RB. i -SID.
MName of persom making request) Date of Bicth)

To:

For the purpose of

By INFTIALING the Spaces belovw, I specifically authorize the release of the a‘c‘blﬂlowiug records, if such records exdst-
ATl hospital records (ochading nursieg records and Pprogress notes) 1

Transcribed hospital repoxts Fathology reports Other (Explain Below)
Medical records meeded for comtinuity of care Diagnostic imaging reports

Most recent five year histoxy Climician Office Chart motes

Laboratory reports Dental records

Emergency amd Urgency care records
Flease send the entire medical records (All tuformation) to the above mammed recipient

I anthorize the tnformation Iisted below to be used, disclosed, or recetved by placing oy INITIALS mext to the
Information: :
2 /AJDS — related records (Copies willl mot be released to tmmates while mcarcerated)

*Genetic testing nformation

* Mental Blealth-Jist specific info requested
**Alcohol and Drug information

The federal rules prohibit you from malking any fixrther disclosure of this Toformetion without the specific written consernt of the person to whom it pertains

*PROHIBITED RE-DISCLOSURE: This mformation has been disclosed o you from records protected by Federal Confidentiality Rules (42 CER Part 2)E f
or
as otherwise permitted by 42 CER Part2. A general anthorization for the release of medical or other Infornation is NOT sufficient for this purpose.

= Mizst be initialed 10 be fzckuded &z other docronernts. Records will no? be relzms'ad:-wakozez Yot riirals specifying that
Yyor Lave granied 2his specific release azorEty.

This authorization is lmited to the Tollowing time period: L
This authorization js livuited to z worker’s compensation claim tujuries of:

My sigmémre Indicates that I authorize the disclosure of the above toformation and mnderstanmd the following:

I understand that I muay choose mot to sign this authorization znd that my chofce not to sign will not be a basis to affect oy
2biity to obtain treatment or my eligibiliity for health care bemefits.

X woderstand I cam cameel permission to use-znd disclose oy information at amy ﬁzme o wﬁzﬁx;xg. ’I['h_e only exception isﬁ;vhzxalte
actiom has been taken in reliance on the authorization. Unless revoked earxlier, this comsemnt will expire 180 days from the

1
of signing, ox shall remain in effect for the period reasomably needed to comp]le:te the request.

T understand this change will not affect information that has already been shanjiedl_

: l ” - =
X moderstand that federal and state law protects my health information. Howﬁ;er, my l_miormagoi :;;ﬁdolgg:rh;an;g ﬂgﬁand
X 1 3 d then share my informatio =
cles or businesses that may mot be covered by this law. They coul t S
szf ﬁllzey camnot share baformation regarding BIV/AIDS, mental health treatment, zlcoho} 2nd drug treatment or gemetic

testing waless I give them permission by initialing this permission above or as othervwise pexmuitted by lavw.

(Sigoature of Patient) : Date)

(Signature of legal/persomal representative authorized by law) (Date)
CD728CH (3/11)



