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

MAIMONIDES MEDICAL CENTER &3¢ / WI¥dT MAIMONIDES FACULTY PRACTICE-AF MY / FIY (YT JAwo FrIT
©YT FFICIE G LA
SINAT © WMEF (T WANNT I35 WAV FIBT TNEC ©ITYZT JIFIC I35 WNAT (72 AT CATANITOT T
gf“—g:/g{;u ©IG/ IZ WHIPNAT JIACT, A6 VG Gome T (WGP CTHIAT THIMITHT FAT (NSTPhT ([FPG (NH AT
JAF© FIBT O I I BT FAT WY SWNGEAE WTTE SN SN (TG T/ T BANG 72 WiV
VIV BT 477 IF ©UT [FONT FIZNT WA JFPT FAT (T T STNE WANE SIPenT WO FAT (AT ©F [NP6o
PATO WINHATP SZTTOT BIA/ 2 BAN FTHT AT WY WHYT B NI6T O NN G0T Ao~/

USE AND DISCLOSURE COVERED BY THIS AUTHORIZATION -

9% SINMNE SI8OIge TITT 8 I

| hereby authorize (check one): [0 Maimonides Medical Center (or any of its employees, staff or agents)
o G2 (gHfore Tz ) - Maimonides Medical Center-(& (ST 47 (ICHAAT FAGIA, IR A
RIS

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

I (ST @FE (A SRS J THFC O AFH FAF G Ty Mick:

ADDRESS: PHONE NO:
- (P THR:
To the individual or organization listed below (check one): = Maimonides Medical Center

s OFFgT IG I TeFT IR (JFOS BFoT H) - ;‘fgzzggngg &)"QATBTF?OK'V”* NY 11229

[J Maimonides Cancer Center
6300 Eighth Avenue, Brooklyn, NY 11220
718 765-2500 ATT:

For the purpose of (check one):
9% Ime (afers fosfos fim) -

[J CONTINUING MEDICAL TREATMENT PERSONAL REASONS (i.e. "at the request of the individual")
cufSta fofdss erferc e FIGFTS FEAT (TN " TS T WAL
[1 LITIGATION/ ATTORNEY REVIEW OTHER (Specify)
NI / SRS A A TATT T (IR BTy FE)
INSURANCE: Insurance Company Name: Claim File #:
- fawr @ reenfag wfdq w12 #:

[ | request the release of (check one):

4f% AP T WA TN (AFBrs ooz fim):

[1 Entire record

=of

[1 The following portions of the record (specify documents and / or dates of treatment):

Rafafie s (@F6 932 / WA Bfessa wiffystar JRfgena Sty F):

[l Request for an electronic copy of health information.

FrET MHIG O A6 TEJE B G wang|

[0 Request for an electronic copy of discharge instructions.

SIS AU RE 938 TEH S F4a Gy S|

[1 Entire record only for the Dates of Treatment as follows:

uy Rafafie fofEssma eiresrr =9 @as:

[0 Emergency Room Record / Date(s): 01 Discharge Summary/Date(s):
TN @6 / SIFACTIR): GBS SRR/ CTIR):
[ Outpatient Record(s) / Date(s): 71 Pathology Reports/Date(s):
IRFR@R @M FTFEETR) / SIRAICTI): AIERG; RAGTYR / OFRICTIR):
[ Operative Report(s) / Date(s): 0 EKG/Date(s):
AT FEGCTIR) / ORACTIR): EKG/OIIRACTIR):
[ Laboratory Reports / Date(s): 71 Cardiac Cath Report/Date(s):
3 RUGTR / SR CTY®): FIGTF TN RCANGEIRACTTD):
[l Radiology Reports / Date(s): [l Echocardiogram / Date(s):
RGSAG RUANGTIR / SIRACTYR): AIFMGEAN / SIRACTIR):

[1 The following HIV-related information, (which is any information indicating that you have had an HIV-related test, or have HIV
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infection, HIV-related iliness or AIDS, or any information which could indicate that you have been potentially exposed to HIV).

HIV ST=o1Fe AR O, (T 9N (TR O (TG 2570 I (T AT HIV ST FS 1 SRR, LT
SIHNNF HIV SN, HIV STFS SIEeT A1 G265 ZCACR, WM I (TCHICAT O TN SHANK HIV-G7 5=
IR AR (N F0F) |

[ Billing Records (specify): [1 Other (specify):
31 @6 SINHEeNT Orad FE): NI IO Gy FH):

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

5 (I 1Y I 30076 Bragd F W (T 42 WA 2 O (T T (6) T A (WRCwraref =07 I

JRHE @rrarer
G2 SHCAMINT FIANGS FEFT FAR NN, AT GATII I ST AN SIS F1Z O 72 A AFE Gy NS

frteaw |

AN FATS (AR (T IFAR 2 AN A O AFIHS 20T (910, OB AT FET AT AT 20O A 3 (PO
CONHNTTST R BT STARFS WS AHFCS M (TR ATTHF Gy SIIF (SNANTO! 61 FAT W2 W1 SN N ZW) |

A JATS (IR (T AFIRST ST YRTN N AT CFLF RO STE MBGS AFCS A= (@15 A, s sifsarar,
WAITIZNAD G fOIHFSHT, *NATS 932/ WA WIS STFora fofFS 3T, ST I=a/ (T IETRTE SHNITIZA G B FS 3T,
TIN- @ WIEE G BfHH, 932 (OReE ©AT, TH AME, CIVTAT 7T ©AT (WGIFH ([F6 TI20Ad WY Fog
fAtafoe =8 51T BT @R @06 RHE 4R RO SIS O AF IMGRS [T FITNT ATIGH 20O A |

M WA HIV ST FS S AR GAT TS (A, SR AN (G AT GOS (T ATTH TNy (FGIA AN (BB 2N FFTN
NS N ATFCE AN WA BT HIV TN FS (FIAT ST YN AF FA S G (N7 | JZOT8 TN ZG12 AN
HIV SPfFS ©2F (2T ATIN W TR FACO AN I ASTHE JHT6 SITBIR Gl SRS G AGFIE SR IR IR
TIA HIV T=4FS BT A0 1 S 28T IR (IICWF TN 2, OIR0el WA fNG276 G656 Bfod W fZow A1265-99
S (212) 870-8624 VA ST WG 37 G S W FOWN  A1265-99 SN (212) 566-5493 VR CIONCIS FACS AN | A2
SLFIBTET AN NEHF THIE GV W37 |

G2 AN TEFT FACO WD P AGHE AN IR A2 I AN 92 FINOTS FrEed W AN IR0 SN T,
AN FEITIRIE G (TAB, A9 AN FIIORIF [ANEFEYZ @1 2@ 1, O, T Maimonides JFFIE (FIAT oW
ATHA PR AFH TN I I STARFO FFT TN F© O (SR SURN2 (I FITIT AW FL, OIRCe FTBICIAT AT T
NNE G2 WL FINGTS FHF Pl WHNF 20O AT

FANONAT WO YA A2 WA FINGCS IS ST A0 BN (AR I8 NS TN WY FAF NEHE WANR
AR | WA TFT FK AL 2 FINCI AF6 BT NS AGHS N IR

I WA G2 TAMN TEFF FEN, SR NGO 2 WACNAND BN oS B 20T (T AMCHH [NHg ©F Tote weif
CICHITAT STHCT AN HSTRR FAF AGHE WHNF AFE| G2 T SR FAR O, AT FE 92 ddm &g
Director, Health Information Services, Maimonides Medical Center, 4802 Tenth Avenue, Brooklyn, New York 11219.

I 2 FIAG ORI G2 FIN SN TN J AT BSF (1 IR NG FAFa A LN, SN Tere e Aoz (7 =i
THNAF 11 g 2I0MR 32 (TSTEAR MY TS AR |

Signature of Patient or Personal Representative
QN SRR [ET ARSI T

Print Name of Patient or Personal Representative
@R SRR AfG5® AR AW IGMoF Whd YA

Date / / Description of Personal Representative’s Authority:
iy, [SS AfSRRT Forgd [RAT:

CONTACT INFORMATION

CHTSMTIICHNT © T

The contact information of the patient or personal representative who signed this form should be filled in below.
2 FINBS FEFIFIR (@ 2T G510 AFSEI SN NI O N6 A FACS 2|
Address:

Telephone: (daytime) (evening)

Email address (optional):

2N e (Pfee):

* gt Maimonides Medical Center TS fNGF (FRCE SABFS FTFT STAFS STARFS ©F AI2F I AP G SN B, OI=C ST BH
(O AL (T AN N HEONR GTEY FAT W 2T J2 IR I BN G I ATST (FICAT AT AT T |

A PHOTOCOPY OF THIS RELEASE IS AS VALID AS THE ORIGINAL

42 RIS SO YeT SN V@12 (I4
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