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AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

Merey Facilitv(s) treated at

Other (describe specifically whal is 1o be disclosad):

Palienl Mamss: Palient Prwons No.

Meadical Bacor] Number: Date of Birth:

1. | authorize lo disclossa the lollewing protactad health
information about the above-named patient: (include dates whers appropriate)

[ ] problemlist [ ] medication list

[ ] immunization record [ ] moslrecent history and physical

[ 1 mestrecent discharge summary [ 1 laboralory resulls

[ 1 Consultation rapor [ 1 xrayandimaging repors

[1

[1

anlire record (excluding psychotherapy records, it any exist) tor all records Trom;
(Crata) Tor (dale) .

Haalth indomnation is 1o be disclosed to:

Plaasa mail records ta:

Addrass:

City: Stata: Zip Coda:

It 1 1ail to spacily, the purpose of this authorization is: Individual's reques!. Other:

| understand the information 1o be disclosad may Include information relating 1o sexually ransmitted diseasa,
acquired immunodaliclancy syndrome (AIDS), or human immunodeliciency virus (HIV). ILmay also includs
inlermation about behavioral or menlal haalth sarvicas, and treatment or testing lor alcohol or drug abuse.

| undarstand that | have the Hghl 1o cancel this aulhorzation, in wriling, at any time by presanting my written
cancallalion o the aulhorized pardy (#1]). 1undarstand that a cancallation will nal apply 1o indormation thal has
already baen released under this authorization. | undarsland that the cancellation will not apply to my insurance
company whan the law gives my insurer with the right to contest a claim under my policy.

It 1 1ail 1o specily, this authorzation will expire in six months Trom the date appearing at tha bettom. This
authorization will expire on the lollowing date, evenl or condilion:

| undarstand that autherzing the disclosura of this health information is voluntary. | can refusa lo sign this
authorzation. | de not nead o sign this fom 1o ablain ireatment unless tha sale purposs lor the trealmant is the
disclosura al inferrmation lor which this authorization is nacessary. | understand that | may inspect or copy tha
information to be used or disclosed, as provided by the federal govemment's rulas, which are Inthe United Slates
Code of Faderal Begulations at seclion 164.524. |undersiand thal any disclosura of information carmas with it
the potantial for an unautharized re-disclosure and the inlemation may nol be pratectad by ledaral contidentiality
rudes. |11 have questions aboul disclosure of my heallth inlormation, | can contact the Privacy Ollicer lor the
Mercy lacilifios located in Toledo at 247 5. Wheeling Oregon, Ohio 43616,

Signatura of Patiant or Legal Representative Dale

Il signed

by Legal Represantalive, relalionship ko palient;

{Allach copy ol paper work verilying lagal authority)

Wilness:

Photo 1D is required whan requesting and picking up PHI MHP 0447 Fav. 11707 HIM



