Reason Code

Authorization For Use or Disclosure of [OVAC - Dissatisfied wih cam
Medical Record Information MOA - hioved out of sres
INS - Ingyrance changad
COC - Continuation of Care
Location Name: PLS - Provider 1sh Stewerd
Tnaet Seam Eay Sydee IST - Irternal Steward Tranafer
. s OTH - Other reagon |
Patient Information — —_— \'
Patient Full Name: Date of Birth:
Patient Address: Home Phone:
City: State Zip: Work Phone:
_ Y
Release Information To
| hereby Authorize Steward Health Care Systems to release my medical record information to / obtain information from: \
Name/Facility: Attention:
Address: Phone:
City: State Zip: Fax:
Purpose of Request: -~ O personat O Refermal or 20d Opinion O Legal O Insurance O Other
\ O Transfer from Praclice/Reason? ) j

Information to be Released

(O Plesse provide a 2 yeer abstract of my records - Comments
*An abstract is $26,00 or MA Statute whichever is iess

Please provide my entire medical record -
*Full record is $50.00 or MA Statute whichever is less

el B asanlfie laad.sda dabns med LAV simd

O Otiier - picase Ue specific, indiude dates and MO's under Somiments-
L *Note you will be invoiced at the allowable MA Statule rate |

COPY FEE: Pursuant to Chapter 135 of the Acts of 2003, "An Act Establishing Reasonable Fees for Copying Medical Records”, Mass. Gen. L.
ch. 11,70 we reserve the right to chargo a reasanable fee for the cost of producing snd meling the coples.

Authorization to Release Protected Information
*Required - Please complete the check boxes below indicating how protected information should be
handled even if the categories do not necessarily apply to the patient's medical records.
Release Recomis? Check one Initfal each (ine below fo confirm your cheices
Cloo [CJoo NOT want Mental Health or Psychotherapy Notes/Information released
DDO DDO NOT want information about *HIV Tests & Related Information released
DDO [Joo NOT want information about *Alcohol andlor Substance Abuse released

|
|
|
1 oo [CJpo NOT want information about *Genetic Testing released

| I:] DO D DO NOT want information about Social Worker Communication released
|

|

|

|

] po [_Joo NOT want information about Rape/Sexual Abuse released

] D0 []DO NOT want information about Developmental Disability released

[Joo [CJoo NOT want information about Sexually Transmitted Disease (STD's) released

O D0 [Jpo NOT want information about released
Other sansitive information?

Please confirm that you have put a checkmark and initialed all the protected information categories above regardless if they
are applicable or not. If form is incomplete, or if protected information is not released, we may be unable to fulfill this request.

Know Your
[ Sign Haro 2 [ Dato Hero 2 Rt

. % Refer to the HIPAA
Patient’s Signature Date "PRIVACY NOTICE"
Parent/Legally Recognized Representative Signature** Date** Rev. 2/11

*This Auhcrization i valid for ona year urloss you specty other wise [enter explealion date) . You may revake this Ashorzaton & eny Ime

by providng a writien slalement, axcapt 1o the extent that Steward Health Care Systems has already compleled acion anil

“The 12ma “genelic tests’ meara only hoes 42sls wihich cetermine your Kture chances of developirg a dsease, not tosks done to diagnose a currenl condilion or proiem.

* I yeu are the legally recognized represenstative of the patiort you must provide suppering documentalion.

The information release pursusnt o this Autrodzation may e redisckeed by the recelvieg instintica of indvidual 10 cther indwvidud's ar organizations that are nol subject 1 privacy
prolection [aws. Sleward Haath Care Systerrs wil not condition treaiment on payment of the provisicn of this Authorization.



