{()ne Patient Per Authorization Form % %
Carolinas HealthCare System - CPN Ongoing Communications Authorization for Release of Health Information Form

1 hereby authorize the use or disclosure of my identifiable health information as described below. I understand that if the organization
authorized to receive the information is not an insurance company or health care provider, the released information may no longer be
protected by federal privacy regulations once it is disclosed.

[PURPOSE OF RELEASE: Ongoing Communication regarding vour healthcare. !

RELEASE FROM The facility/practice/individual listed below is authorized to release the requested health information:
Facility/Practice Name: Telephone #:

DATES OF SERVICE, RANGE OF TIME OR EVENT(8): The facility/practice/individual listed above is authorized to release the

requested health information listed below for the following: date(s) of service, range of time or events(s}:

From: (MM/DD/YY) Beginning of treatment To: (MM/DD/YY) End of Treatment

This authorization will expire when the requested health information (as noted below), for the requested date(s) of service, range of time or
event(s) (as noted above), is released to the recipient named in this document and the purpose of the release is satisfied.

CHECK THE SPECIFIC INFORMATION TO BE RELEASED
L Al Records & Details [ Other (Please Specify)

L understand that the information in my medical record may include information relating o treatment of drug or alcohol abuse, sickle cell
anemia, psychological or psychiatric impairments, sexually transmitted disease, acquired immunodeficiency syndrome (41DS), AIDS
related complex (ARC) and/or human immunodeficiency virus (HIV).

L

INAME OF PATIENT WHOSE INFORMATION IS TO BE RELEASED 1

Patient Address:

Social Secu ritv #'

Home: Werk: Celly

’l

rs between %g individuals/organizations h«siaé below:

Name Address Telephous/Fax # Helationship

PATIENT’S RIGHTS AND SIGNATURE |

* [ understand that [ have a right to revoke this authorization at any time by notifying the Medical Record Department of the above named
organization in writing. I understand that revocation will not apply to information that has already been released in response to this
authorization.

* lunderstand that authorizing the disclosure of this private health information is voluntary and I can refuse to sign this authorization.

* lunderstand that I may request to inspect or obtain a copy of the information to be used or disclosed per CHS™ Notice of Privacy
Practices/Policy.

* lunderstand that my treatment cannot be conditioned on signing this authorization unless I am being treated so that a third party can
receive my health information, such as an employer for a return to work evaluation, an insurance company for eligibility, or a research
project in which | am participating.

If the patient is a minor or is clinically unable to sign, an authorized representative may sign this authorization.
PRINT NAME {Patient/Autherized Hepresentativel
SIGHNATURE: E B

MINOR'’S SIGNATURE: Please note, if the minor consents (no guardian is present to consent) for their own treatment for pregnancy,
venereal disease, or emotional disturbance, the minor must sign this authorization. When the patient is a minor being treated for substance
abuse, the minor must sign this authorization, regardless of who consented for treatment.

NAME OF MINOR: SIGNATURE OF MINOR: DATE:
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