Pgtient Name: (Pleas

Address:

City/StatelZip

Birth Date: Fhone #:

i, . 40 hereby authorize T Northwest Community Hospital/Day Surgery Center [

Northwest Community Nedical Greup T Cther:
To release to: Agency/FaciiitytPerson:  RECORDS DEPOSITION SERVICE, INC.

Address: PO BOX 5054
City/State/Zip: __ SOUTHFIELD, MI, 48086-5054
Phone: 248-357-3330 Fax number: (for physician faxing only) _248-357-3337

For the purptse{s) of: T Continuity of Care 1 Attorney/client relationship U Insurance O Regusst of patient T Other

Records for the period (dates) from 0

Release the Foliowing Information:

{7 Digcharge Sumimary 3 Pathology Reportis) [ Emergency Recordisy [T History and Physical [T Abstract T Socizl History

3 Radiclogy Reponds) 7 gemized Billing Statement [T Consultation(s) {J Lah Feport(s) { - O PTIOT/Spesch

7 Operative Reporis) T Cardislogy Report(s) [ Progress Notes J Treatment Plan(s) 1 Psych Evaluation

B Other Records as specified: PLEASE SEE ATTACHED SUBPOENA OR LETTER REQUEST {1 Discharge Medication List

T3 Entire Medical Record {Except for Records Cencerning Highly Confidential Information mentioned below). I Films/CD

i also authorize the release of the following: T Alcohol/Drug abuse diagnoses and freatment records
[0 Records of HIV/Aids testing, diagnoses or treatment [ Mental Health records [ Genstic Testing. (Check all that apply).

{ acknowledge that | have the right to revoke this authonzation. | understand that my revocation must be in writing. ! alsc understand

that iy revocation will be valid except to te exient that the person(s) or urgusvzzamnw) authorized to make the requssted use/

a’mc/rsure have taken action in reliance on this authorization or if this authorization was obtained as a condition of chtaining insurance
cverage, other law provides the insurer with the right to contest the claim undsr the policy or the policy itseff.

{ understand that | have the right i i'?s;a ct and copy my information that will be used or discussed pursuant fo this authorization. |
understand [ have a right fo receive a copy of this authorization.

Patient’s Signature: Date:

Signature of Minor {12-17 inclusive): Date:
{mental health or emancipated minor)

Parent/Guardian/Representative Signature: : Date:

Relationship to Patient

| attest to the identity of the above signature(s):

Witness: Date:

Applicable fees will be charged for patients and attomeys {735 ILCS 5/8-2006)

Under the provisions of HIPAA and under the ilinois Mental Health and Developmental Disabilites Confidentiality Act. authorizalion for release/discio-
sure is voluntary. Individuals are ncf cosrced info signing an authorization f*atprcwae the information freely. The "mve-named facility may not limit or
restrict services, treatment or care based on the signing of this autherization. Once information is fecelvad by the authorized agency/faciiity or persan
it may be subject fo re-disclosure by the recipient and may no longer be profected by federal privacy faws. fincis law prohibits re-disclosure ¢f HIV,
alcohol, drug abuse and genetic information by the recipient erca'ﬂ as otherwise allowed by faw. Federal regulations prohibit the racipient from making
riher disciosure of alcohol and arug abuse patient records except by express written consent of the patient. 42 C.ER. Part 2. This authorization will
automatically expire one year after the date of sfgning if no prior nofice for revocation is received. All « »r‘gma/ Hms must be returned in 15 days. The
above-named individual has requested the above records fo be sent to the agency/facilityperson named herein and that it not be further a/:rfased or

used for any purpGse other than as stated in this authorization. Any person who discloses mental healih recards and communication without proper
consent/authonzation may be subject to civil llabifity or ciiminal penalty according to 740 ILCS 110,

Northwest Community Hospital
Northwest Community Day Surgery Center
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