Wil Awr v AV WI Qs wew mem @mewe A

The Cooper Health System

AUTHORIZATION FOR USE OR DISCLOSURE OF PHI
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» such markeling puspose(s).
. DESCRIFTION OF HEALTH INFORMATION SUBJECT TO THIS AUTHORIZATION

Kate(s) of Service _ ‘

i)l  Admission Record [} Opcntivc Reports ‘ { ] AIDS or HIV-related information
{1  Discharge Summary {] XRaps -1 1Other (specify) '
1) Emergency Department Record 1) Laboratory Results
[’}  History and Physical Consultation(s) [ )~ Psychiatric Records -

1)

{1 Pathology Repory(s)
1] Consultations

Drug abuse and/or alcoholism treatment records
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Notice to the Individual Giving This Autboriration
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Authorized Representative Date

Sient Signafure . ~ Date
3t Name _ — _ ' Print Name Relationship fo Pafient
idress: o Patient’s Date of Birth:,
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