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Care New England FOR INUATIBNTS: AFFIX PATIEN | | ARIFL, Ot
WIITE 1N BUTH PATIENE MAME & MR NUMBEN
FOR OUTPA]IPNTS: WRITE it BOTH Pt NAME & DO
( \ 10130 y
J AUTHORIZATION TO RELEASE PATIFNT NAMI:
10180 {52021} HEALTH INFORMATION DOB OR MR 4 _
1. Patlent name: {"Pallent’) DaleofBirtt, ________ ___ Telephane:.
Addross: _Med, Reo. #:
Sireet Cly Stala Zip
2. The undersigned hereby autharizes the following CNE Provider ___

PRy

(Ingart Hospital/Facility/Physician nama (e "Brovidar')

Address: )
Swoel City Slate Zip
Telephone: Fax:
O to release/diacloss {o the Individual andior sntlly named in Ssction 3 (“Raciplent”)
ANDIOR
3 to requestreceive from the Individual andfor enlity named in Section 3 {“Dlsclosing Party®)
the protecied heallh information (“Health Informatlon”) specified in Sactlon 4
Recipient or Disclosing Party. ___ {Insert Individual/Enlily Name)
Telephone: ) Fax Number (if Health Information is to be faxed):
Address: _ _
Street City Slale Zlp
Plaase chack one or more types of Health Information to be releasedirequestad:
.. Allgrgies . Laboratory Results Operativa Repott
.. Immunization Records —.._ X-Rayflmaging Resuils Psychialric Exam
Emergoncy Dept. Records*” . Hislory & Physical Psychelogical Tosls
Regisiration Record Prograss Notes Treatment Plan(s)
Discharge Summary Consultalion Reports Entire Record
OTHER (Please spacify); _

**An authorization for Emergency Depariment Records may include any of the sbovae listed Health Informafion records.

Time frame for which the Health Informallon suthorized in Seclion 4 above should be released/raquosted:
For the period from ) (insorl starl data) through . {insart end dute);
OR ALL DATES OF TREATMENT (Please inlifal)

The undersigned acknowledges, agrees, and understands that unless specifically limited betow, any Health Information released may
include mental health treatment information, alcoho! and substance abuse treatment information, STDs andfor HIVIAIDS-relatad informatlon,
DO NOT RELEASE THE FOLLOWING HEALTH INFORMATION (Please specily):

This authorizatlon iz being raquested by the uadersignad for the following purpose(s) (initial alt that apply)
. Medlcal Care Legal Insurance - Personal
Other {Please desorlbe);

The undersigned acknowledges and understands each of the followlng:
+  authorizing the release of the Patient’s Health Information 15 voluntary;
* refusal to sign this authorlzalion doas not affect the Patient's reatment, payment of dalms, healin plan enrollment or eligibility for benefis,
* thls authorization may be revoked at any time upon writien request to the Provider's privacy officer or health Ifermation depdartmenl
except lo the extent {hat release of Palient's Heaith Information has already occurrad in reflance on this authorlzation;
* unless previously revoked, this authorization will automaticaly expire TWELVE {12) months from the date of slgnature below unless a shorter

timeframe specified haro {enter date authotization will sxpire);
+ any Information releasad to the Recipient may be re-disclosed and may ne fonger be protected by faderal or state privacy and
or confldentiality Iaws.

THE UNDERSIGNED (1) HAS READ AND UNDERSTANDS THIS AUTHORIZATION; (2) HAS HAD ANY QUESTIONS WITH RESPECT TO THIS
AUTHORIZATION EXPLAINED TO HISHHER SATISFACTION; (3) IS AUTHORIZED TO SIGN THIS AUTHORIZATION INDIVIDUALLY AS THE
PATIENT OR A8 THE PATIENT'S LEGAL REPRESENTATIVE; AND (4) HEREBY EXPRESSLY AND VOLUNTARILY AUTHORIZES THE RELEASE/
REQUEST OF THE PATIENT'S HEALTH iINFORMATION AS SPECIFIED ABOVE,

\ ) §ignatum of Paliant or Legal Represontalive of Paient DaefTima

PRINT name of Paliant or Legal Represoniative of Palient Relailonahip io Patient or Auiharity to Acl for Patient

THIS AUTHORIZATION SHALL BE [NVALID UNLESS ALL APPLICABLE SECTIONS ARE COMPLETE




