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Authorization to Use or Distlose Protected Health Information
O Marton Piant Hospital £} Mease Cnuhtrysfde Hospital -

0 Mease Dunedin Hospitai : 00 Morton Piant North Bay Hospital

I hereby authorize the above hospital(s) to use or disclose the following infortnation from the heaith

records of the individual whose name is dascribed bejow.
Please print:

Patient Nama: Date of Birth:

Address:

{city) . {state) (Zip)

Fhone Number Sacial Security #

I autharize the above hiospital(s) to release medical, mental, alcohol andfor drug abuse, HIV (human
immunadeficiency virys) testing, AIDS, sating disorders or any othier medical information of a sensitive
hature to the following individuals or organization(s):

Name;

Address:

(city} (state) (Zip)

* This information for which I'm authorizing disclosure will be used for the following purpose:
Description;

Dates of service to be teleased;

The type of information to be used or disclosed is as follows (check the appropriate boxes and
include other information where indicated)
Abstract
Discharge Summary

a Progress Notes
0

0  History and Physical reports

o

]

Lab results/X-Ray and imaging
Emergency Roem Records
Other: (please describe)

oonoo

Operative Reports
Consultation Reports

Signed ' ' Data
Patient or Authorized Person, Parent ()} Legal Guardian ( } Executor () Power of Attorney ( }

L} Photo 1D checked

Witness

Date
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DOCUMENT SERVICES
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