SAINT ANTHONY HOSPITAL
AUTHORIZATION FOR THE USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION

Print Name: 7 Data of Blirth:

1. Dates of visli{s) or sarvice(s):

2 Dascription of Information to ba used or disclosad:

[ History & Physleal O Clinlcal Resume/Discharge Summary
1 Operative Report/Pathology Report {J Consultation(s)
AT SR
ms and/or ology Repo ntire Reco
O Outpatient Record Other Please see enclosed Subpoena or Letter Request for

information to be disclosed.

in order to protact our patients, spacific authortzation Is raquired to release certaln Information. If any of the following apply, and you
wish to have that Information released, you must [nifia] the appropriate box{es): -

jm] Treatment of emotional lliness, including documentation by eny psychologlst or psychiatrist (fhls doas not include
psychotherapy notas)

O Treatmant of alcohol or substance abuge

O Resuits of HIV tasting; treatment of HIV Infection, AIDS or AIDS-related complex.

3. Who Is authorized to use or disclose the Information (l.e. S8aint Anthony Hospltal):

SAINT ANTHONY HOSPITAL

4, Who Is authorized to recelva the Information (e.g..name of hespital, law firm, Individual):
P: 312-553-8900
RECORDS DEPOSITION SERVICE, INC., 120 W. MADISON STREET, STE. 300, CHICAGO, IL 60602 F: 312-553-8901

5, Rsason the Information will bs usaed or disclosed (more than ons box may bs used, but the blanks must be completed if
“other” Is chackad):

[0 Atthe patient's request
[ For a patient tralning video or other recording
£ g&r lagal purposas (discovary requsst, subpoena or other lawful purposs)
a
(lffnr Salnt Anthony Hosplta! “marketing" purposes Indlcate whether Salnt Anthony Hosplial. will or will

recelve payment as a result of using or dlsclosing the Information. This does not Include payment for services
providad to the patient.)

6. Explration Date or Event: .
(if no expiration dats Is spacified, this authorization will explre six months after It is signed)

This authorization may be revoked at any ime by notifying the Privacy Officer in writing at 2875 West 19™ Strast, Chicago, IL 60823, but
this will not affact dlaclosures made prior to recelpt of the revocation.

Applicable federal and state laws protect Information used or disclosed pursuant to this authorization, Information that is released may be
subject to re-dlsclosure by the reciplent and may no longer bs protectad by these faws.

1 understand that this authorization s voluntary and that any treatment | may seek will not be conditionad upon my signing this.
authiorization. (understand that { may refuse to sign this authorization.

SIGNED, DATE,
(Patiant or Authorized Represantative)

Description of Authorized Rapresentative’s Authorify to Sign:

EXHIBIT A



