% The Miriam Hospital [lealih Information Services
A Lifespai Partner Providence, Rl 2906
Tel: 400-793-2222
Fax: 400-T93-2221

Authorization for Use of Protected Health Information

Patient Mame Fhone Mumber
Drale of Beth Medicsl Recond # (or 55 8
Address

1. | authonze The Miriam Hospidal to disclose my healih information specific o the followsng date o tame period

2. Indwidual of entily avihonzed bo receive my healih infemation:

3 Purpose for which discosure is 10 be made:

4. Informabon to be disdosed (check all applicae)

0 Absiract 1) Hestory & Physical Exam L Copetrativg Fepon 12 Descharge Sumemary
3 Consuliation O Laboratory Report O Radology Repor O Pathology Report
O EKG 1 Emergency Dept. Fecord I Entre Medical Recard 1 Ofher

THERE 15 A PROCESSING FEE OF $10.00 AND §1.00 PER PAGE
FOR MICROFILM/FICHE RECORDS, THE PROCESSING FEE IS $10.00 AND $1.50 PER PAGE

5 To the extenl appacable, | understand thal my medical record may conlan inlomMation el 5 considensd Lensilive
undest o My check mark(s) below indicale(s) that | do net permit information of this type. if it easts 1o be released. |
undersiand that if | do not check the box, The Miiam Hosgilal will release such mformation about me if il exists

O HIV FAIDS infection 1 Sexually transmited diseases
L Menial Haeath 1 Trestment for alcohal and'or oreg abusa

5. 1 understand thal my records are protected under the Tederal privacy Bws and regulations and under the General laws of
Rhooe fsland. and cannot be disclosed without my writlen consent except as otherwise specifically providesd by law

7. lunderstand thal if the person(s) or entitylies) 1hat receives the information is nol a health care provider or health plan
covered by Federal privacy regulations, the infermalton desaibed above may be re-disclosed and i% no longer probected
by those requiations Therelore | release The Minam Hospital, s employvees and my physicians from all liability arising
from tres disciosere of my health imformation.

8. Nis my understanting thad this authorization will expire in 90 days from the dale ssgned below, | undersiand that | may
revoie et adhonzation by nobfying, in writing, The Maam Hospilal | understand thal any previously disciosed
infgrmation would not be subject 10 my revocation request

2 lurderstand that | may relfuse 15 Sgn this authonzation and that my refusal to sign will not affect my abilty to obtain

reatment payment or my eligibiity for benefits, unless oltherwise described in the space prowded
P i

— — - S -

This form must be fully complete before signing.

Signature of Patent o Patient s Legal Rapreseniaine Date Print Paterds Nama

Frnt Name of Legal Represeniaive |§ S A Relabanship to Fatent o

Original — Char Copy - Patient



