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AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION -

TiiHHal fiere 1T requesting Information TTom Soammeniin Hospival Modical center.
Note: There will be a chavge of 5.60 par page for nejeases of PHI for all reasong other than continued patient care,

*

initial here f raquesting information to be sent TO Summertin Hospital Medical Canter. {(Attention: Health Information)

Initiat here if raquesting access ta review original medical records,

-
A, P 1
A
A Fatient Name af Time of Trestment "R 0ate of Birth ?ﬁ'&‘.uclal Security Number
A —
'}K Stroet Address 74 Home Phonie Number

'ﬁCIty

st ScTp Code HrworR Phone Number

This document authorizes Summeriin Hospital Medical Cantar to use and disclosae Protected Health Information (PH{) as described below, Uses and
disciosures of PHIE will ba consiztent with Nevada and Federa| law conzeming the privacy of PHL Fallure b provida all iformation requestad wil delay
action un this Authorization.

1. Person(s)/Organization(s) authorized to release the PHi: ‘*E] Summearlin Hospital Medical Confer

Z.?(Pemanrs)farganizaﬁan(s) authorized ta receive the PHI: [ Summ.er{in Hospital Medical Genter

j‘kpurpose of Requested Uze or Disclosura:

-

X

4. Description of the information included in U/se or Disclosure; Treatment date(s): o
{3 Discharge Summary ] Pathology Repart O Qutpationt Record ] Billing Record
I_iHistery and Physical [ Operative Roport U Physician's Ordars ] Ottér (please specify): . .
Cliab Reports I Progress Notes [ Nurzes' Notes
[Jd X-Ray Repart Ol Emergency Room Record CI Al PHI tn Medical Recard
5. By signing my initials nexi to the specific category of highly confidenttal Information, | am aumanzmg Summeriin Hosphal

. Please lit a date or event af which point this Authorization will expire {not to excead 1 year)!

Medical Center to release the indicated fype of information next fo my initfals pursuant to this Authorization from the treatment
date(s) listed ahove.

HIWV/AIDS ?Q« Drug and Alcohol Information ?Qt Genetig Information
Mental Health Information Sexually Trnsmitted Diseass Information .ﬁ, Tuberculosis infarmation

ﬂD!!GE OF RIGHTS AND OTHER INFORMATION:

1.

I urdarstand that | have the right to revoke this authorization at any tme. Such requests must be submitted in writing fo tha attennm dn‘ Summerlin
Hospital Medicsl Center-Health Information Departiment at 657 Town Center Driva Las Vegas, NV 89144, Phone: (702) 233-T8681 Pdx: 1702) 2337916
Cancallation of my awtharization will be effective whan Summertin Hospital Medical Center recalves my signed request, but | will not apply to the
information that was vsed or disclosed prioe to that date,

| understand that refusal to sign this authorization will hava no effzet on my enroflment, eligibility for berefits, or the amount 2 third party payer pays for
the haalth services | recaive.

. ] understand that the persen of entlty that raceives this informatian may not be covered by the federal privacy regulations, in which case the information

above rhay he redisclosed and no longer protacted by these regutations. | also understand that the person | am authorizing to use and/or disclose the
information may receive compensation for the vse and/or disclosure.

. Fhave 2 dght o receive & copy of this authorization. | may inspect or obiain 2 copy of fa protected health Information that | 2m belng azked o use or

disclose.

-?(Signatura of Patiert “Date

i ! [

Signature of Legal Reprasantative Print Name Date Pelationship Te Patient
Witnass Date

L] { will Pick Up PHI

L1 Madl PHI
Reason Patient Unable t¢ Sign [ Please Fax PHI Ta Physician Indieated

A,

. - PATIENT IDENTIFIGATION

SUMMERLIMN HOSFPITAL

MEBICALT CETMTER.
A Virwler of Thetie ¥, “foahower

AUTHORIZATION TO USE AND DISCLOSE
PROTECTED HEALTH INFOGRMATION
{SMS# 10-T0916) (R 1/05) {IKON COPY CENTER)

ORIGINAL. MEDICAL RECORD  CAMARY- PATIENT



