FORM APPROVED: OMB NO. 0917-003
DEPARTMENT OF HEALTH AND HUMAN SERVICES Expiraion Dete: 09-30-2023

indian Health Service See OMB Stalement on Revepse.
AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION

i

COMPLETE ALL SEGTIONS, DATE, AND SIGN

Lk , hereby voluntarlly authortze the disclosure of information from my
health record, (Weme of Pafient]
II. The information Iz te ho disclosed by: And is to be provided fo:
NAME OF FAGILITY - NAME GF PERSON/ORGANIZA TION/FACILITY
Pleasant Point Health
ADDRESS - AULDRESS
CITYISTATE CITY/BTATE

11X, The purpose or heed for this disclosure is:
_ E[ Furiher Medicel Cars EI Attornay D School D Resaarch [:| Othar (Specifis}
|:| Persons) Use D Insarance D Disablliy [[] Heatth Information Exchange (mS/Ciher )
IV, The information to be disclosad from my health record: {check appropriate box{esh
[™] only infermation rolated ta (epaci}

D Only the peticd of eventé from to

E} Other (specily} {CHS, Bilfng, ola.)

D Entire Record

i you would ltke any of the following sensitive Information disclosed, check the applicable boxfes) below:
[JAlcoholiDrug Abuse Treatment/Referral 1 HiV/AIDS-related Treatment

[ enualty Tranamittod Dlcascos [Civental Health {Other than Bsychotherapy Notes)

E] Psychotherapy Nates ONLY (by chacking this box, | am walving any psychotheraplsi-patient privitege)

V. 1 understand that | mey revoke this authorization in writing submitted at any fime to the Haallh Information Managsment Department, except to the
wxtent that action has baen taken In reliance on this authorization. i this authorization was obtained as a condftion of obtaining Insurance coverage or
a polliey af insurance, other iaw may pravide the insurer with the right to contest a clalm under the polizy. If this authorization has not besn revoked, #

wiil tetminate one year from the date of my glgnature unless a different explration date or exphators event ks atated. For Health Information Exchange

authorlzations, it ie recommanded to sxpirs In at least five years.

£Spocify new date}

1 undarstand that [H4$ will not condition traatmant or eligibility for care on my providing this autherization excapt if such care is:

{1) research related or (2) provided solely for the purpoes of creating Protected Health information for disclosure ta a thivd party,
| understand thai information disclosed by this authorization, except for Alconol and Drug Abuse as defined In 42 CFR Part 2, may be subject to
redisclosure by tha recipient and may ho longer be protactad by the Health Insurance Portatlliy and Accountability Act Privacy Rule [45 CFR Part

164] , and the Privacy Act of 1874 {5 USC 552al,
SIGNATURE OF PATIENT OR PERGONAL REPRESENTATIVE {State relafionship to patient}

DATE

SIGNATURE OF YWITNESS {IF slgneture of patlent s & thumbgrint er merk) DATE

et - et Ee i ——— i y Ry pers ingly and willfully requests or
This intormation is to be released for the purpose etaked ehove ang may not be used by the revipient for auy other pipose. Any persan Yho kmowingly .
ohtains any record coneerning ex {ndividual from a Pederat agency undor false pretenses shall be guilty of o misdmeazior (5 USC 352a(B(3))-

e onp A | MAME (Last, First, M1 RECORD NUMBER
| PATIENT IDENTIFICATION | NAME (Las, Frsi M)

: ADDRESS

; CITV/STATE DATE OF BIRTH

B T
PSC Publisning Services (3Bt} a43670  EF

FRONT



