ARIZONA CENTER FOR CANCER CARE

AUTHORIZATION TO DISCLOSE
PROTECTED HEALTH INFORMATION
INCLUDING HIV & AIDS RELATED INFORMATION

I hereby authorize Arizona Center for Hematology and Oncology, PLC d/b/a “Arizona Center for Cancer
Care” (the “Practice”), to disclose to Records Deposition Service ** (the “Recipient”), any
and all of my protected health information, of any kind and description (the “Records”). Disclosure under this
Authorization is for the following purpose: Pre-trial discovery

This Authorization will remain effective until one-year following the date set forth below or, if no date is
set forth below, the date the Company receives this executed Authorization, at which time this Authorization will
expire. A photocopy of this Authorization will be considered effective and valid as the original.

I understand that | have the right to revoke this Authorization, in writing, at any time by sending such
written notification to the attention of the Practice’s Privacy Officer at the Practice’s office located at 8283 North
Hayden Road, Suite 100, Scottsdale, AZ 85258. | understand that my revocation will not be effective to the
extent the Practice has taken action in reliance on this Authorization.

I understand that neither the Practice nor the Recipient may condition treatment, payment, enrollment or
eligibility for benefits on whether | sign this Authorization. In addition, I understand that the Recipient may
redisclose the Records and that the Records may no longer be protected by the Federal privacy regulations.

I acknowledge and agree that the protected health information authorized to be disclosed under this
Authorization may include records for drug or alcohol abuse or psychiatric illness, and records of testing,
diagnosis or treatment for HIV, HIV-related diseases and communicable disease-related information.

With respect to any communicable disease-related information protected by State confidentiality rules and
disclosed under this Authorization, Recipient is prohibited from making any further disclosure of this information
unless further disclosure is expressly permitted by me pursuant to a separate written authorization or is otherwise
permitted by applicable law.

Further, with respect to any drug and alcohol abuse treatment information disclosed under this
Authorization, this information has been disclosed from records that may be protected by Federal confidentiality
rules (42 C.F.R. Part 2). The Federal rules prohibit the recipient of this information from making any further
disclosure of this information unless further disclosure is expressly permitted by me pursuant to a separate written
authorization or is otherwise permitted by 42 C.F.R. Part 2. A general authorization for the release of medical or
other information is NOT sufficient for this purpose. The Federal rules restrict any use of the information to
criminally investigate or prosecute any alcohol or drug abuse patient.

Signature of Patient or Patient’s Representative Date

Printed Name of Patient or Patient’s Representative

**P.0. Box 5054. Southfield. M| 48084-5054 (248) 357-3330 requests@recdep.com
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