PATIENT AUTHORIZATION FOR DISCLOSURE I -1 MICHICAN STATE UNIVERSITY

OF HEALTH INFORMATION HEALTHTEAM

Patient Name (Last, first)

Address:
Date of Birth: Phone #

I AUTHORIZE THE DISCLOSURE OF MY HEALTH INFORMATION

FROM: TO: R RDS DEPOSITION SERVICE, INC.
Person/entity authorized to disclose this information Person/entity authorized to yeceive this informatien

P.O. BOX 5054
Address Address

SOUTHFIELD, MI 48086-5054

P: 248-357-3330 F:. 248-357-3337

Phone/Fax Number FPhonc/Fax Number

DESCRIPTION OF INFORMATION TO BE DISCLOSED:

[] ALL information contained in my medical record (including but not limited to list below)
Specify date range, if applicable

OR
ONLY the specific information checked below:

[ IProgress Notes-specify date(s) [ IX-ray/CT/MRI=specify date(s)

[ )l.ab Reports—specify date(s) [ lOperative Reports—specify dates(s)
[JPhysical Exam—specify date(s) [_]Discharge Summary-specify date(s)
[CJER Reports-specify date(s) [[]Consultations-specify date(s)
[ IMental Health —specify date(s) [ ISubstance Abuse Program Records ~specify date (s)
[(Jinformation about serious communicable diseases
and infections (STD, TB, HIV, AIDS, and hepatitis) (Oirfo from other health care providers/facilities -specify

Other — Spgcifv PLEASE SEE ATTACHED SUBPOENA OR LETTER REQUEST

PURPOSE OF THIS DISCLOSURE (check one):
___Continuing care ___Insurance | v [ epal __ Disabnlity  _ Patient Request
___ QOther (specifv)

I ACKNOWLEDGE that if the person/entity that receives this information is not a health care provider or health plan covered by Federal privacy
regulations, the information described above may be redisclosed by them and no longer pratected by the Privacy regulations.

I ACKNOWLEDGE that I may refuse 10 sign this authorization and that my refusal to sign will not affect my ability to obtain treatment, except in
very limited circumstances. [ may inspect or receive a eopy of the information disclosed in accordance with this Authorization.

I ACKNOWLEDGE that ] ruay revake this Authorization in writing at any time by contacting the disclosing party (MSU HealthTeam or other cntity)
except to the extent that action has been taken jn reliance on this Authorization. This Authorization expires: (or six months
from the date signed).

Signature of Patient or Personal Representative Date

Name of Personal Representative and Relationship to Patient (or description of authority to act on behalf of the patient)

PROVIDE COPY TO PATIENT (IF APPLICABLE)



