
rsRr,+frf-?
Authorization to use and/or release protected health
information

rtnD,Patient Nam€j 
---.

Patient Label

Phone #:

1) | authorize:
period:

2) Person(s) or Entity(ies) authorized to receive my health information:

Address:

Cell or Work #: MR #:

to disclose health information specific to the following dates and/or time

Phone #:

! t-egal I lnsurance I School
3) Purpose for Disclosure: fl Continuity of Care fl personal

n otn"r_
4) Information to be Disclosed/Released:
Hospital Records:

lConsultation(s) lCopy(ies) of tmaging on CD

nere (s) !e t-uU procedures

nLaboratory Report(s) !tvtedication List(s)

flerr stuay [probtem List(s)

lstress Test(s) lZWay Verbal Exchange of Info
Out-Patient Clinic Records:

f]oischarge Summary

lnistory & physical Exam

f]Operative Reporr(s)

Inadiotogy Report(s)

Iother,

!Emergency Room Record(s)

fllmmunization Record(s)

!Pathology Report(s)

flSleep Study

IPT Evaluation

!rtow Sheet(s)

!Progress Note(s)

IOT Evaluation !SLP Evaluation !Oaity Treatment Notes

!tvtedication List(s)
IDischarge Summary

flProblem List(s)Itmmunization Record Itist of Rllergies

lProgress Report(s) [S-ummary Letter(s) lother,

\r..fi0!4

I understond that tF OHE1KED AND tNtrtALED this witl include heatth information relating to:
!HtV lHuman lmmunodeficiency Virus) Infection

Vffreatment of Alcohol and/or drug abuse_ [Genetic t
I understand thot my records ore protected under the federal regulations governing confidentiotity of Atcohol & Drug Abuse patient Recorcts, 42 cFR part
2' and connot be dislocated without my written consent unless otherwise provided for in the regulations.

5) | understand that if the person(s) or entity(ies) that receive the information is not a healthcare provider or health plan coveredby federal privacy regulations, the information described above may be re-disclosed and is no longer protected by thoseregufations' Therefore, I release ozarks Healthcare its employees and my physicians,from all liability arising from this disclosureof my health information.
6) | also understand that a fee for copying these records may apply. (patient/guardian initials)7) lt is my understanding that this authorization will expire in six (6) months fioni the date signed below. I understand that I mayrevoke this authorization by notifying, in writing, the Health Information Management Department or appropriate clinic orphysician's office, knowing that previously disclosed information would not be subject to my revocation request.
8) | understand that authorizing the disclosure of this health information is voruntary. I understand that I may refuse to sign thisauthorization and that mv refusal to sign will not affect mv abilitv to obtain treatment, oavment, or my eligibility for benefits.9) | understand and agree that the information may be released in an encrypted format
10) | wourd rike mv retrds to be in a Digitarformat. (on cD) Initiars llllllf llllfillllf lllllf lll llll

409980168
Signature ofPatient or Legal Representative Date

Printed Name if Signed on Behalf of the patient
Relationship

.-J l/lrlrA
VlMental Health Recordsr---ra--^,--..+

Initiq,l

Signature of Witness

Reu. Dale 1125121

Date
Ozarks Health€re . 1 100 Kentucky Avenue . West plains, MO, 65775 . 41 7-256-91 1

Time


