W) Maimonides

Medical Center
Brooklyn, NY 11219

AUTHORIZATION FOR THE RELEASE OF PROTECTED HEALTH INFORMATION TO / FROM MAIMONIDES MEDICAL CENTER
AND / OR MAIMONIDES FACULTY PRACTICE

IBENERMN /X BEMNAEENEZMENR / BLZREREENRES
BT B BB BN R EAY - BB IS REELENIE - 5 T ERERE - BONARSLHERE - 1548 T Tt EHEA
L A BBE LRGN RERH - KA BIEWE TN - WA PR AL RN TREFTIEL, - FHER SR TR -

USE AND DISCLOSURE COVERED BY THIS AUTHORIZATION
FEESHENERANELSE

| hereby authorize (check one): 0 Maimonides Medical Center (or any of its employees, staff or agents)

RIS ERE (A8 —1H) .

IBENER (HEEFPET - TEASHKIEAN)

BENIALREPHZREBAEZN :

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

ADDRESS: PHONE NO:
Mk EEERE .

BTFSEASBEEL (BE—IF)
g

To the individual or organization listed below (check one):

[J Maimonides Medical Center
4802 Tenth Ave, Brooklyn, NY 11229
718-283-6000 ATT:

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

For the purpose of (check one):

BT TEN (FE-IR)

| CONTINUING MEDICAL TREATMENT
HRETER

[ PERSONAL REASONS (i.e. "at the request of the individual")
AMARE (B "EEAZEK, )

| LITIGATION / ATTORNEY REVIEW
AfvER 1 EREM 2= R

OTHER (Specify)
Hith ( 2R )

INSURANCE: Insurance Company Name:

Claim File #:

Rz . RIR AR -

ENEES N

[l | request the release of (check one):

HEKREL (DE-IR)

Entire record
2R R

W NER AR (sBIaRRX g iBfn/samBi ) ¢

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

Request for an electronic copy of health information.

REHBEEANETEIAE -

1 Request for an electronic copy of discharge instructions.

EREHREBRHETHEFEIRE -

Entire record only for the Dates of Treatment as follows:

ERHNaEHBNEZEHRE :

Emergency Room Record / Date(s):
Sfotk/ BER .

[1 Discharge Summary/Date(s):

ElemERE / HE -

[1  Outpatient Record(s) / Date(s):
PiRgfcsR | BER -

[l Pathology Reports/Date(s):
RIS / BER

Operative Report(s) / Date(s):
Fifi4cex / HEA

[l EKG/Date(s):
OEE/ BE

[l Laboratory Reports / Date(s):
R E / HE

[ Cardiac Cath Report/Date(s):
NEBERERE/HH
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[ Radiology Reports / Date(s): 1 Echocardiogram / Date(s):
MG RIS | HEA - BERMERS /B :

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

UTBBEZRS (HIV) WER (HTBEREZME HIV ABREERR - SRR HIV -~ R HIV BB ERE RS - sl 5EER
IR TIBEHERBA HIV B ) -

D Billing Records (specify):
IRESACER (FBRAR ) -

[ Other (specify):
Hith (FBRRAR) -

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

BRIFLIN AR - RRAIREES KRR BAHEN (6) BRERM -

=g e

EAREE LET  KRCEERE D EEERNEL SN SRERRER -

IR - —EEARBAREERLE  LWENUBERBENEBREL - BUBEAZBIBAERNRE ( EBRREARMEARELEANNREL ) -
IR - WEBHNNENEEIESE (BEA ) © 2 - 8% - RERE - £BN/EOBERAE  BE/EmERAE - WA EERAE - URRA
HRABRFEEENEN  EREEENER (FH) - ERANRETESRLETIFRIRENESN - IERERIEZTHMBELRES -
MRAIRERD HIV BRAEN - CEZRENE - IRIEMIBANER T SRIBWERIEERKEEET - BRELEE HIV HEEH - Bt AER
WM—HBE - MEAHIUERCEEMB B EREN HIV HBEEN - IRERAR HIV BRERNBLSIEEMEZLR - O/%E (212) 870-8624 H
BARAMBUS A RS 758D (New York State Division of Human Rights) - St31E (212) 566-5493 B & AAITH AZEE (New York City Commission on
Human Rights) - LB N BREDER -

TEREREEAEEE  ANNBEEERYE BELEEZRNBEELEESRAEACAESAREEMIIATE - AW - NRIFEFNEIREHE
BEEENENEEER THEBZEOE A RENEN - AIBENBREIRREBEEERE A - UEEEKRMESARESE -
BAEERBARNAERNEN —HAREEFMAENNEAX - CHAREREAREEZEZI—HEIX -

MRABEZTARES  TEBETTOURERNE  EREFHEARCSKBRNRESMIRINNTE - EE2FHAE#EE - BREZX  Director, Health
Information Services, Maimonides Medical Center, 4802 Tenth Avenue, Brooklyn, New York 11219 -

HEFEAERES  BERUAEHEMRENMEBECESEE - RETARS - ARABIERBLRE LIEFABEAS -

Signature of Patient or Personal Representative

BAFRIBAZES

Print Name of Patient or Personal Representative

BMARREASR (KEER )

Date / / Description of Personal Representative’s Authority:
HEA I ANERERRAR ¢
CONTACT INFORMATION
=g
Mas &

The contact information of the patient or personal representative who signed this form should be filled in below.

BE NTERRBEAEEEZRARNNBEANBESEN -

Address:

HE

Telephone: (daytime) (evening)
B (H) (®)

Email address (optional):
BEuhiE (EIEH)

* MRIBENERASKNNIREZERABEABEPHZRERREN - AFEIR  REULSEHR  SAXREASEAERNIKEELE
AR SZEREN -

A PHOTOCOPY OF THIS RELEASE IS AS VALID AS THE ORIGINAL
FRESNTHXEEFRRSENS
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