v/ Patient's Name v/ Date of Birth

Attending
Address Physician:
v/ Date(s) of Treatment Medical Record #
KNAPP MEDICAL CENTER T

1. | hereby authorize
(Name of Institution, Hospital, or Physician, etc.)

4

(Name & Address of Authorized Party)

photocopies of my medical record(s) and/or medical information, contained therein, including mental health, drug
and/or alcohol records, AIDS/HIV test results, diagnosis, treatment and related information regarding:

v/ 2. Medical Information to be disclosed and/or photocopied include:

[ ] Admission Form [ ]1Laboratory Results
[ ] History and Physical [ 1 Radiology Results
[ 1 Consultation(s) [ ]MD orders & MD Progress Notes
[ 1 Operative/Procedure Reports [ ] Entire Record
[ 1 Discharge Summary [ 1 Entire Record Without Nursing Documentation
[ ] Pathology Report [ ] Fetal Monitor Strips
[ ] Autopsy Report [ ] Other (specify)
v/ 3. The above information is released for the following purpose(s) only:
[ ] Continuity of Medical Care [ ] Home Health
[ ]Personal Use [ ] Provider Services
[ ]Attorney Use [ 1 Adoption
[ ] Financial Resources [ ] Hospital Transfer
[ 1 Nursing Home Placement [ ] Other, specify

4. RESTRICTIONS:
Any other person who receives these privileged medical records may disclose the information to others only to the extent

consistent with the authorized purposes for which the consent was obtained. Any other use is prohibited without the
specific written consent of the patient or the patient's legally authorized representative.

5. With the respect to any mental health information which may be contained in the medical records, | hereby waive my right
to the privileges of confidentiality.

6. | understand that | may revoke this authorization at any time except retroactively, when release of the information has been
made in good faith. A revocation is valid only if it is in writing, dated with a date that is later than the date on the original
authorization and signed by the patient or the patient's legally authorized representative. A patient or the patient's
representative may not revoke a disclosure that is required for purposes of payment for health care provided to the patient.
This authorization will expire automatically in 90 days from the date of my signature.

v/ Date Time AM./JP.M
v
Signature of Patient or Legally Relationship of Authorized Representative
Authorized Representative
Witness (KMC employee is acceptable) Address City State Zip

FOR INTERNAL USE ONLY:

[ ] Attending Physician Notified

Data Received By [ 1InMail []InPerson [ ]Phone [ ] Other:

[ ]Mailed [ ]In Person [ ] Phone [ ] Other:

Data Processed By —

Comments:

IR
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