AUTHORIZATION TO RELEASE SPECIAL INFORMATION

PATIE“T{DB‘H’IHCAT]QN DATA

Date of Hospltallzaﬁorw:slt
» 1 hereby authorize TEMPLE UNIVERSITY HOSPITAL to furmsh irdformation from my medical mords
TO: ) . L
s Name ot person or Organiz_ation R -
& cdress : 7 = 0 =
R e Ul ki 'Fy‘pe ofAccess "“"' e e, T -“':-i-‘f‘*"- A T §

This mfonnstron ! arn authorizing o be disclosad will be usad for the follawmg purpose:

O  Sharing with other health care provlders as needed for freatment purposes . ‘

O My personal‘record O Reaview of record in department o COPIES of my racord

{ understand if needed for my personal use there will be a fee€ that must be pa.ud priorto my recehnng the phqtoqopied
records. .

e Al ae

l
O__ Other (please describe): ' s e, r -
LA IR AR AN -4- T R NERET ’Smpex.:zw sy

| Specify nature and extent of Information to be discfosed (d:eck < appropna:e boxes): q

O Moast recent Discharge Summery o DR~ Medamon st §
S Most recent history and physical ST A
O  Labresults, please specify dates and types if known: e e D Enure record d
O X-ray and imaging reports; please specify dates and types it lmowr\v S lia
O Consultation reports; please specity doctors’ names if kncwrr £ R .
O  Other, please describe: - 1~“‘ F .-
Disclosure may include mfon'nanon lelatng to psyduatnc dn..g/a/aohal ancfar HIV orA/DS related information
This authorization is effective for ﬁ'.e period from t to . ¥ nq expiration

date Is specified, it will expirs § months from the date on whlch ttwasﬁgned

As required by the Health Information Porhbllhy and Accourttability Act (HIPAA) you have the right to request the
opportuntty to Inspect and copy health information that pertains to you. We will evaliiate your request and will either
grant It ar explain the rezson why the request cannot be granted. Your right ta access does not extend to lnfonnazzon

Information we raceived in confidence from somecne other than the, heaf!h cars pro\ader ~_ o

compiled in reasenable participation of, or for use In; a cvil, eriminal or administrative actien or prpceecﬁng, orto .—"

Hosputa.l Medical Records Department.

to contest a claim under my policy.

l understand that once the information is disclosad, h nay be red’ sclosad by the recupleni and federal privacy laws or
reguiations may not protect the Information.:

| undersiand authorizing the' use or-disclesure of the information nden‘hﬁed above is volurtary and that | do not need to
sign this form to ensure healthcare treatment.

ms authorization form has been fully explained to me and | ceriiiy that 1 understand its contents. .

! understand that the revocation will nét apply to infarmation a!ready released i |n responsa to tms authonzahon. $Ran
| understand that the revocation will not apply to my lnsurance company when ﬂ‘e law prowdes my insurer \amh tne ng §.

<

.| Patent’s Signaiure - ' _ . Date

Witness . Signature of Witness

\\
b

NOQTE: Authorizaiion must be sicned bv the patient or ‘Ihelrswstx? af kin in raca Af 2 minar Ar hv lanzl marian wher the

IS ORE

Y
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