£
Innl Abzngton Memorial I—Iospltal

1200 Old York Road, Abington, PA 19001

AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION
. _/;/_'__ '

Patient's Name (Please Print). - - A : Date of Blrth

Address: (Street, City, State ) : | - Phone (Area Code and Number)

1 THE UNDERSIGNED AUTHORIZE ABINGTON MEMORIAL HOSPITAL (AMI_! 1 THE USE/DISCLOSURE
OF HEALTH INFORMATION PERTAINING TO THE PATIENT NAMED ABOVE

I FURTHER AUTHORIZE THE USE/DISCLOSURE OF THE ABOVE NAMED PATIENT’S HEALTH '
: INFORMATION TO THE FOLLOWING PERSON(S) AND’OR ENTITY

From: ' A .. T_°’ :
Please Pﬁnt_Name of Indw’d“alorEntuv | Please an Name Qflndmdua| or Enmy — =
e LT e o
Address (Ciﬁ'- gme andthC°d") — ‘Add:ess (CltyStateand le-Co;léi

1ASK THAT ONLY THE FOLLOWING HEAL'_I'H INFQRMATION BE USED 'o'R' '_mscLosr'-:b BY AMH

Please descnbc the health mformanon for the above named pancnt to bc used or dlsclosed (eg., Medical Records etc. )

-1 REQUEST THE USE AND/OR DISCLOSURE OF. THE"ABOVE NAMED PATIENT s H‘EALTH
"INFORMATION FOR THE FOLLOWING PURPOSES:S, ¢, . o

. .I f patie_nt is requestor please write “ at the requcst of the patient”

i I understand that if the person or entlty that recelves my information is not a health care prowder-o
; coveted by federal privacy regulations, the information described above may be redisclosed and no longer pi
'__‘those regulations. (Plcase see federal and state law prohlmens on redxsclosure on revcrsc side of this form

infor at:on used/dxscloéed b
T PR L s



