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626-397-5053 Phone  626-397-2928 Fax MR#:

AUTHORIZATIONTO USE AND DISCLOSE
PROTECTED HEALTH INFORMATION

Patlent Name:

Last . . . Flrst Mlddle
Home Address: .

Street
, City . State 2ip
Home Telephone: e pos:

RECIPIENT: Nama of person or class of persons to whom Huntington Hosplta! may

discloss my health Information: PLEASE CIRCLE ONE

Attorney  Doctor  OPA  Insurance Self * Other:

ADDRESS: Address ;:r tha re¢lplant or whiare my health Information shauld be deflverad:

Street

City State dp

{ would prefer to: .

u Plck-up or view the Requested Information
OR '

o Have the Requested Infarmation mailed

TERM: This Authorization will explrs on:
v The day of 20 o
o If no date specified It will explre 6 months fram the date signed.

Specify date(s) of servlcé requested or event:
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SENSITIVE  INFORMATION

18 PM Bactes -> 18185502775 8

§83 Huntington Hospital
Please check appropriate box(s) _Pe'rtlnent, All records or specific report(s} and / or test(s)
L] pertinent Records - Package A

O Face Sheet 0 Consultation Reports 0 Laboratory Tests
O Discharge Summary O3 Operation Reports 'O Radiology Reports
O R Report O Pathology Reports {J Cardlology Reports
O History and Physlcal . C
[:] All Records -Package A and Package B
J Progress Notes -0 Medications O Rhythm Strips
O Physician Orders 0 Special test/therapy 0 Labor/Delivery summary
O Graphles ' (J Nurses Notes

Highly Confidential PH) (Wil not be released without specific consent)

By applylng a check next to a categdry of highly confidential information listed below and
signing on the appropriate line after the checked box, | specifically authorlze the use
and/or disclosure of the type of highly confidential information Indicated next to my

signature, If any such Information will be used or disclosed pursuant to this authorization:
Mental [lIness:

Developmental Disabliity:
Psychotherapy Notes:
Communicable Disease:
Sexual Assault:

Child Abuse or Neglact:
Genetic Testing:
DomesticAbuse’

Child Abuse or Neglect:
Adult Abuse:

Substance Abuse;
{rrevention or Treatment)
a HIV/AIDS;

(Testing, Diagnosls, or Treatment (regardless of result))

nooCcoOnDODODODD

PURPOSE: | authorize Huntington Hospital to use or disclose my health Informatien
(including the highly confidentiall selected above, If any) during the term of this

Authorlzation for the following specific purposels): Note: “atthe request of the Patlent”

Is sufficlent if the Patient Is Inltlating this Authorlzation:
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83 Huntington Hospital
Junderstand that once Huntington Hospital discloses my health Informatian te the
reciplent, Huntington Hospltal cannot guarantee that the reciplent will not re-dlsclose my
health Information to a third party. The third party may not be required to sbide by this

Authorlzation or applicable law governing the use and disclosure of my health
information.

lunderstand that | may at any time make a written request to Huntington Hospltal to
Inspect and/or obtaln a copy of my health information, and that Huntington Hospltal will
either, within flve days for a request to Inspect and fifteen days for request to copy,
grant-the request and contact me to arrange for a convenlent time to Inspect and/or copy
my health informatlon or provide me with 3 written denlal of the requaest that states the
basis for the denlal, my review rights (if any), and instructlons as to how and to whom |
may reglster a complalnt regarding the denial.

lunderstand that | may refuse to slign or may revoke {at any time) this Authorization for
any reason and that such refusal or revocation will not affect the commencement,
contlnuation or quality of my treatment at Huntington Hospital; except, however, If my
treatment at Huntington Hospital is for the sole purpose of creating health Information
for disclosure to the reciplent identified In this Authorizatlon, In which case Huntington
Hospltal may refuse to treat me If 1 do. .

lunderstand that, ata ny time during which this Authorization Is In effect, | may make a
written request to recelve a copy of this Authorization. Such written request shall be
made to Huntington Hospltal at the address listed below.

l understand that this Authorlzation will remain In effect untll the term of this
Authorization explres or | provide a written notice of revpcation to Huntington Hospltal at
the address listed below. The revocation will be effective Immediately upon Huntington
Hospltal's recelpt of my written notice, except that the revocation will not have any effect
on any actlon taken by Huntington Hospltal n reliance on this Authorlzation before it
received my written notice of revocation. L

§ may contact Huntington Hospltal's Medical Records Director
By mall: 100 W, California Bivd,, Pasadena, CA 91109

By telephone: 626.397.8798

By emal[: cynthia.glllette@huntingtonhosplital.com
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f§3 Huntington Hospital

| have read and understand the terms of this Authorizatlon and | have had an opportunity
to ask questions about the use and disclosure of my health Information. By my slgnature
below, | hereby, knowingly and voluntarlly, authorize Huntington Hospital to use or
disclose my health Information In the manner described above.

Signatyre of Patient Date

If Patient is a minor or Is otherwise unable to sign this Authorization, obtain the following
signatures: ’
Signature of Personal Representative;
Description of Authority:

Date:

For Internal Use Only: The identity of the requestor has been valldated elther with 2
government Issued picture |D, such as a driver’s license or passponr, or comparlson of
signatures documented In the PHI records.

Signature of employee validating tdentity Date
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