L3 Clevetand Ciinlc

AUTHQRIZATION TO DISCL.OSE HEALTH INFORMATION

1, Patient Information:
Name (First, Middle, Last) Cleveland Clinic Medical Record #
Current Address City State Zip
Last 4 Digits of Soclal Security # | Email Phone Number Date of Birth
C ) ! /
2. Release Information From (check sll that apply): 3. Release Information To:
Cleveland Clinlc Ohlo facilitles OR [ Specify Clevsland Name of Reciplent
Clinic Ohlo facility(ies): RECORDS DEPOSITION SERVICE, INC.
O Cleveland Clinlc Nevada facilitles Address City/State Zip
P.O. BOX 5054 SOUTHFIELD, MI 48086-5054
NOTH: For release of medical records from Ashtabula Connty Medical Phone Number Fax Number
Center (ACMC) and Cleveland Clinic Florida, your request must be made f§( 248) 357-3330 (248) 357-3337
directly to ACMC or Cleveland Clinic Florida. Selecr one: [3 Paper [[/]Secure electronic delivery (If electronic,
provide recipient’s emall). REQUESTS@RECDEP.COM

Purpose for Disclosure: _ LEGAL - FOR DISCOVERY BEFORE TRIAL
(Purpose for disclosure must be compleled prior to procesding. e.g., continuing care, persanal use, legal)

Dates of service to release (FROM): (TO):

OOffice Visils CItfistory & Physical OPbysical/Occupational Thesapy Reports
OEmergency Department Reporis DOCardiac Repors UOHomecare Rocords

DODischarge Summary OLsbaratory Reports ORadiation Oncology Reconds
ClOperative Reports ORactiology Reports [Z]Othes PLEASE SEE ATTACHED

SUBPOENA OR LETTER REQUEST

1, the undersigned, authorize Cleveland Clinic to release health information 23 indicated/described above. I understand and acknowledge
that the requested health Information may contain information regarding physical and mental 1ilness, HIV test results or diagnosis,
treatment of AIDS/ATDS-reiated conditions, and/or alcohol/drug abuse. This smthorkzation does not include permission to release
outpatient Psychotherapy Notes as defined below.* Refease of Psychothterapy Noles requires a separate suthorization.

This anthorization and consent will expire one year from the date of authorization writien below, unless revoked by me (or my legal
representative) through written notice presented to Health Information Management (see contact information below). Any revocation will
not apply to information thal has already been released In response to this authorization, I understand that treatment, payment,

enrollment, or eligibility for benefits will not be based on whether or not I sign this authorization.

After my health information Is released, my information may be re-disclosed by the reciplent and may no longer be protected by law. The

recipient of my health information may be charged for the service of releasing medical information. There is no charge to send records
directly to my health care provider.

£ Autharization is nat lete, signed end dated, it may be returned and resuit in my Information not being released until completed.
1 / /
Signature of Patient/Patient's Personal Representative*™ Printed Name Date Signed

Relationskip, if not Patiert

*Reychatherapy Notes are dafinad as neter that documans privae, joint, group, or famidy counseling sessions that ara separatad from 0 vast of a patiens’s madizal recordr.

**if other shan the patiens’s signature, a copry of lzgal paperwork verifying the pacient's personal rapresentative MUST accompany tha request (2. §., court appoimted gogrdian, durable power of
altorney for kealth care). Exception: parent sipning for a patiens under the ege of eighteen.

*sFor a deceased pariens, a cowrt entry o ordar appoiniing a fiduciary, exacuor, or adm , OF lerers of af
by the mamed individual. If the estate has Rot been prodated, o death certificate is required to be submined with tha d

recelved from Probate Court must
imir the adbmini

pany

o7 execwior of the extate.

j";-ld

Subandt request to ene of the following:
(1) Heakh Information Mansgement/Medical R ecord Department,
Healkh Dara Services Ab-7 (3) Bmail IODDMROI@cct.org
9500 Buckid Avenue, Cleveland, OH 44195 Questiona? 1-844-203-8777
NOTICE: If you rend health information to Cleveland Clinic via emal, pleare knaw that your mesvage way be sant in an unencrypted ermail An unencrypted
mzai! meant there is a rish that the informasion in the email and @ry oriachments could potentially be read by a third party when {5 is san through the inserne:.

(2) Fax:1-216-387-8043
Revision: 042372015




