ACCESS/RELEASE OF INFORMATION _
' MEDICAL COLLEGE OF PENNSYLVANIA HOSPITAL

If I fail to specify an apu-mon date, event or condition, this authorization will expire on;

No more then € months -

information, I can contact the HIM Di

RELEASE.OF ORIGINAL FILMS, PA’IHOLOC_SY SPECIMENS (indicate # and date of specimen i'cle'u.ad):

Filv/Specimen Date " FiloVSpecimen - Date
R _ : BTN L T S e

Film/Specimen to taken by/sent to;

Name: Coe Telephone:_

¢

Address:

These Films/Specimens are legally the property of Medical Collage of Pennsylvania Hospital and must be returned promptly
after review. : . , R e ‘

"Signature of Patient or Pa-ticnt Representative Date

 If Signed by Patient Representative, liclationship to Patient . Signature of Witness

~MUST SEND A COPY OR SHOW A PICTURE IDENTIFICATION ( I.E. DRIVER'S LICENSE 1D} WITH THIS REQUEST

- \Send back to the Department of Health Information Management; Medical College of Pennsyl&anfa .Hospital, 3300
-Henry Avenue, Philadelphia, Pennsylvania, 19129 (Facsimile: (215) 843-5889).

For Iniernal Use Only: The identity of the requestor has been validated either ﬁ‘rb @ government issued picture ID, suck as a
driver’s license or passport, or comparison of signatures documented in the PHI records. :

Frint name of employee validating identiy - Telephone Extension

Signature of employee validating identity

167



