Mri\ MEA PATIENT
ACCT NO

Medical Clinics
aseniceof S Dominic’s
AUTHORIZATIONTO RELEASE

MEDICAL INFORMATION

As required by the Health Insurance Portability and Accowntability Act (HIPRA) of 1996, MEA Medical Clines
may not use or disclose your health information except as prowded in our Notice of Privacy Practices without your

authonization. Your signature on this form indicases that yau are giving permission for the use and disclosure of
protected health information deseribed heremn

L

- understand cthar the informacion contained in my recocd is
(name of patient)

confidencial, However, [ give my consent for___

{name o.fn; hysician)

to rclease my
(physician address)

treatment records from _tw© _ . or information concerning such records to:
(date) (date)

(specific physician or organization)

(address)

for the specific purpose of

(specific nature and extent of information to be released)

L understand that the dacumenc auchorized to be released by me include, bur are noc limited co, family histories, reports

of clinical findings and diagnosis, laboratory test results, X-rays, reports of examination and/or evaluation, and any hos-
pital admission or discharge records.

1 understand that I may revoke this consenc ac any rime cxcepe co the extenc that acton has been raken thereon. 1 fur-
ther understand chat this consent will expire upon (not to exceed six months) and
cannot be renewed without my written consenc.

Signature of Patient Date
Signawure of MEA Personnel (Witness) Date
Signature of Physician Date

PATIENT IDENTIFYING DATA

(Last Namc) (First Name) (MD) (Maiden Name)
(Address)

(Dare of Birtly) (Social Security Number)
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MEA may not condition treatment, payment, enroliment or eligibility for benefits on whether the individual signs
this authorization. The information disclosed pursuant to this authorization may be subject to re-disclosure by the
recipient and may no longer be protected by HIPAA.
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