Yy Maimonides

Medical Center
Brooklyn, NY 11219

AUTHORIZATION FOR THE RELEASE OF PROTECTED HEALTH INFORMATION TO / FROM MAIMONIDES MEDICAL CENTER
AND / OR MAIMONIDES FACULTY PRACTICE
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USE AND DISCLOSURE COVERED BY THIS AUTHORIZATION
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| hereby authorize (check one):
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[1 Maimonides Medical Center (or any of its employees, staff or agents)

(4 9h 4y Jandl Bl g Asils g (1 (51 9l) (lall Jpdsigadla JSpa [

to release protected health information from the medical record(s) of:
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ADDRESS:

PHONE NO:
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To the individual or organization listed below (check one):
1(1) 9 1 LA 33a) oliaf 3 gS3all Agad) of 3,80 A

0 Maimonides Medical Center
4802 Tenth Ave, Brooklyn, NY 11229
ATT:

718-283-6000

0 Maimonides Cancer Center
6300 Eighth Avenue, Brooklyn, NY 11220
ATT:

718 765-2500

For the purpose of (check one):
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[l CONTINUING MEDICAL TREATMENT

hll gdall Aualga [

[l PERSONAL REASONS (i.e. "at the request of the individual")
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[l LITIGATION/ATTORNEY REVIEW
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OTHER (Specify)
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INSURANCE: Insurance Company Name:

Claim File #:
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[ lrequest the release of (check one):
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[1 Entire record
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[0 The following portions of the record (specify documents and / or dates of treatment):
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[l Request for an electronic copy of health information.

Aaal) cila glaall ¢pa 43 g i< Add il 1)

[0 Request for an electronic copy of discharge instructions.
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(1 Entire record only for the Dates of Treatment as follows:
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1 Emergency Room Record / Date(s):
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Discharge Summary/Date(s):
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[ Outpatient Record(s) / Date(s): 0
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Pathology Reports/Date(s):
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[J Operative Report(s) / Date(s):
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EKG/Date(s):
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[l Laboratory Reports / Date(s): 0
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Cardiac Cath Report/Date(s):
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[0 Radiology Reports / Date(s): O
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Echocardiogram / Date(s):
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[ The following HIV-related information, (which is any information indicating that you have had an HIV-related test, or have HIV infection,
HIV-related iliness or AIDS, or any information which could indicate that you have been potentially exposed to HIV.
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O Billing Records (specify):
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0 Other (specify):
i[23s] My [

This authorization will expire six (6) months from the date hereof, unless there is a date or event described below
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Signature of Patient or Personal Representative

ol el 5l (ay yall a5

Print Name of Patient or Personal Representative

eadill Jiaall ol Gy pall ol

/ / Date Description of Personal Representative’s Authority:
&t il Jiadl) dalu Cia

CONTACT INFORMATION
Juait elil
The contact information of the patient or personal representative who signed this form should be filled in below.
Ll el 23 el 1a qigh s3I aadil) alien 5l (o jally Aalall JLatV) e shes i Cany

Address:

(05l
Telephone: (daytime) (evening)

(Ll e (slall)
Email address (optional):
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* |If Maimonides Medical Center is seeking authorization to use or disclose protected health information that it maintains in its own records, please be
advised that the hospital will not receive compensation for the use or disclosure unless otherwise specified.

uj@.ﬁﬂum” uLéﬂ\‘ﬁ);ﬂ‘ﬁvM‘ﬁj)S)A\dﬂ:&chQu}u\ aM}L@chY\J\AﬁNAﬁMu\A}M?\MY@)ﬁ@H\ ﬁdﬂ;ﬂ\.ﬁ)i)‘uuad\aé*
Ll GBA al Le ile sheall (e Ll i aladinl) Glld il (o g5 6 il

A PHOTOCOPY OF THIS RELEASE IS AS VALID AS THE ORIGINAL
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