AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION (PHI)

Section A: This section must be completed for all éthorizations

Patient Name: Birth Date: Social Security No.(optional):

Provider's Name: Recipient’s Name:

Provider's Address: Address 1:

Address 2:

City: State: Zip:

This authorization will expire on the following:i(Fn the Date or the Event but not both. If na&lar event is specified this
authorization will expire one year from date ofrsiture.)

Date: Event:

Purpose of disclosure:

Description of information to be used or disclosed
Is this request for psychotherapy noteg7 Yes, then this is the only item you may requesthi;authorization. You must submit
another authorization for other items belof.] No, then you may check as many items below asgeudl.
Description: Date(s): Description: Date(s): Description: Date(s):

] All PHI in medical record [] Operative Information [] other:
[] Admission form ] Special test/therapy [] DIGITAL IMAGES:
[] Dictation reports ] Rhythm Strips ACH RBH
] Physician orders ] Nursing Information CENTERPOINT
[] Clinical Test [] Transfer forms LRHC
[] Medication Sheets [ Billing record LSH
[] temized bill: MMC
OPRMC OTHER
| acknowledge, and hereby consent to such, thaeteased information may contain alcohol, drugsahpsychiatric, HIV testing, HIV
results or AIDS information. itidm)
| understand that:
I may refuse to sign this authorization and thé trictly voluntary.
If I do not sign this form, my health care and ff@yment for my health care will not be affectedesslstated otherwise in section .
I may revoke this authorization at any time in gt but if | do, it will not have any affect onyaactions taken prior to receiving t I
revocation. Further details may be found in théidéoof Privacy Practices.
If the requester or receiver is not a health plahealth care provider, the released informatioy n@longer be protected by federfjl
privacy regulations and may be redisclosed.
| understand that | may see and obtain a copynfieernation described on this form, for a reasonabigy fee, if | ask for it.
| get a copy of this form after | sign it.

Section B: Is the Requester of this PHI another hé#n plan or health care provider?
If yes, the health plan or health care providertnoosplete Section B, otherwise skip to Section C.

What is the purpose of this use or disclosure?

Will the requester receive financial or in-kind qoemsation in exchange for using or disclosing itffisrmation? | [JYes [INo
If yes, describe:

Section C: Will the PHI be created for research andnclude treatment of the patient?
If yes, complete Section C below otherwise skigéation D.

Describe the extent to which the PHI will be usedisclosed to carry out treatment, payment ortheadre operations?

Describe the disclosures that will N®E made even if they are permitted by law.

Will the Requester plan to obtain the patient’sseatt and/or provide a notice of privacy practicés?Yes, then all statements above are binding.No

Section D: Signatures

I have read the above and authorize the disclasute protected health information as stated.

Signature of Patient/Guardian/Patient Representatie: Date:

Print Name of Patient’'s Representative: Relationship to Patient:




AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION (PHI)

To the extent applicable to this Agreement, Contractor agrees to comply with the Health
Information Technology for Economic and Clinical Health Act of 2009 (the "HITECH Act"),

the Administrative Simplification provisions of the Health Insurance Portability and
Accountability Act of 1996, as codified at 42 USC § 1320d through d-8 ("HIPAA™) and any
current and future regulations promulgated under either the HITECH Act or HIPAA,

including without limitation the federal privacy regulations contained in 45 C.F.R. Parts 160
and 164 (the "Federa Privacy Regulations'), the federal security standards contained in 45
C.F.R. Parts 160, 162 and 164 (the "Federal Security Regulations"), and the federal standards
for electronic transactions contained in 45 C.F.R. Parts 160 and 162 (the "Federa Electronic
Transactions Regulations'), all as may be amended from time to time, and all collectively
referred to herein as "HIPAA Requirements.” Contractor agrees to enter into any further
agreements as necessary to facilitate compliance with HIPAA Reguirements.



