HOAG MEMORIAL HOSPITAL PRESBYTERIAN

Campiatjon of this dacyment ajitharizes the disclosuré andior use of individuafly idantifiable health information, as set forth
below, zonsistent with Califomia and Federal law conceming the prvacy of such information. Fallure o provide gl
information requested may invalidata this authorization:

Paliert Narme; '
Data of Binil . i Bocial Security Number: . -
Use of Dlsciosure: 1 hereby authorize Hoag Mamoriat Hospital Preshyterian ta disclase the infermatian listed below fo:

(List the persnn/arganization authorized 1o receive this information.)

Name/Organization:
Addrass, _ ,

City; State: _ Ziw_ _  Phone

CMaii 7] Patientwitpickyp [ Family memberwill pick up ~ Name: ' .

This Authorization Applies To The Following:

L] Afl hesaith intormation partaining to any medica! history, meniz} or physical condltion and treatment received, OR
M Cnby the falkuwng racords of types of health information:
Sovios: [ linpatient ] Outpatient [ Emergency  Date of Service: e

[T BCY Fonards History & Physical Consufts ' E Operative Fiepori '
] Dischasge Summary MD Progress Notes MD Ordars Nursa's Notas
1 BKG, MG, EEG [1 Radiology Reports Anegthesia Records  [] Lab/Pathology Reports
[ 10ther
f specifisaly suthorize relaasa of the following information (chack as appry fata);

Aleohordiug vsatment information [ ]RIV Test Results E] Memtal Health Traalment Information

A separale autholization is required to authorize disclosure or yse of psychotherapy nofes.

Purpogs fos Use/Disclosure: [ ] Patient Raquest (] Further Medical Care [[1insurance  OR
] Other: '

Expiration: This authorization expires (insert date or evant);

Notice Ot Righte And QOther informagion:

}QF‘“ rﬁgse te sign this authorization, My refusal will not affect my ability to obtain freatment or payfment ar eligiblfity

nanglis,

« Lmayievoke his adthorization at any tims, My revocation must b In wiiting, signed by ma or on my behatl, and
teliveres o Hoag Hospital, Health lrrtormauon,ybep rtment, Gne Hoag Drivag. Ns,gw r%each CA 92%5&? Myan
revacation will e effective upon recsipt, but will nothe effectiva fo the sxtant that the requestor or othess have acted in
raliance on s authorlzation, .

a ; l}zwe 5 1ight ¥ recajve a copy of ﬁis autnorjzallon. _

nicimaticn disclosed pursuant to this authorization coyld he re-cisplosad) by the racipient and might no longsr be
e R e e e
LAY § I a| 4 .y

unlass such dﬁnfnsure?s specifically raquired or permitted byrlaw. FEGHCRTarSohdsclosie < oained fom me or

»  tmay inspect or obtain & copy of the health information that | am being asked to usa or discioss,

..... Er o S AM/PM.
I signed by other itan patient, indicate legal relationship to patient;
Withess: .
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