ST BERNARD HIOSPITAL

326 WEST 64TH ST. CHICAGO. I 606821
FHONE 7739624089 FAX 773.862.4219

AUTHORIZATION FOR USE OR DISCLOSURE OF PATIENT INFORMATION

| hareby authorize the use or disclesure of my health iInformation by St. Bermard Hospital as-described befow. | understand that this authorization is
voluntary. | further understand that if the organization authorized to receive this infrmiation is not a health care provider or health plan; the released
information may no longer be protected by federal and sfate privacy regulation.

THIS REQUEST IS FOR MEDICAL RECORDS ONLY

Patient Name; Bate of Birth:

Address: Phone: { }

SS¢#:

PERSON OR ORGANIZATION RECEIVING/SENDING THE INFORMATION P: 248-357-3330
Fram/To: RECORDS DEPOSITION SERVICE, INC. F: 248-357-3337
Address: P.O. BOX 5054, SOUTHFIELD, MI 48086-5054 INFO@RECDEP.COM

Duration: This authorization shall become sffective immediately and shall remain ineffectuntll . or for 80 days from the date of
signature. This consent Is aiso subject to revocation by the undersigned atany time between now and the release of information by notifying St
Bemard Hospital in writing. | understand that actions taken before the receipt of the written revocation will not be affected.

Prefrred Output? (CDis cefasd) ——
[xlco O Paper

IMPORTANT ~ PLEASE READ: A representative will contact you regarding the copy fee for the records requested. The processing time frame. for
medical records request s 10-15 business days:

DISCLOSURE S LIMITED TO MEDICAL INFORMATION REGARDING ADMISSION, MEDICAL DIAGNOSIS, OR TREATMENT
{check all that apply):

O Medical Information (specify)

O X~ray Films OMammogram O CT Scan
O Nuclear Medicine 0 Ultrasound D EEG Report
[ Pathology Slides I Pathology Report [1 Sexually Transmitied Disease Related information

[Tlother PLEASE SEE ATTACHED SUBPOENA OR LETTER REQUEST
The requester may use the medical records: and type of information authorized only for the following purposes:

o
—

t assume tult responsibllity for radiclogy fitm and/or pathology slides and understand that they must be returned upon completion of review.

[ Pleasa provide an abstract of my medical recard for period Frony, To:
* Nota you will be-invoicad at the allowable IL Statute rats
{1 Piease provide my entire medical record for period From: Tas

“Nole you wifl balnvoiced at the aliowabls i Statute rate
“ For current inals Statute Copy Fea plaase see lilincis Stats Compliolier web sits at wwa.loc.state il ysfofficefess cim

Authorization to Release Protected Information
Reguired

-Pummmpmuwmwwwmmmmummmmmmweawummg«maommaﬂymmmmmﬂmm

10RO 10O NOT want information about *Mental Heaith released S
{ DO ODO NOT want information abiout *HIV Tests & Related Information released e, P sl e8h fna f0
1ODO  DOOC NOT want information about *Alcohal and/or Substance Abuse released S confim cholcas
1000  ODO NOT want information about. released

Oftfiar sensittvs Information?
STOP! Pleass conlies that you fave put & gheckmanc and initiafed ALL the proiected Information catagores above regardiess if thay are applicabis-ar not. ¥ fovm Is incompiets, no pratactsd
T N iviomistion Wil be released,

I PATIENT IS UNABLE TO CONSENT OR IS A MINOR, COMPLETE THE FOLLOWING: (check one}
O Patient named above is & minor years-of age
¥ Patient named above is ynable to-sign because:
For this reagon | am signing.on behalf of the patient named. Indicate relationship to patient:

DateXTime:

Signature:
Witnesa: Date\Time:

This information has beers disclosed 1o you from records whose confidentiality is profected by Federal regulations (42 C.F.R Part 2 and 45 CFR) and |
HIPAA Public Law 104191 which pro!xmtj you from making any further disclosura of it without specific wrilten consent of the persan to whom it pertains,
or as otherwisa permitted by such regulations. A general authorization for the release of medical or other information is niot sufficient for this purpose.




