ST. VINCENT’S
L. y {0 ST. VINCENT'S MEDICAL CENTER 1 Shircliff Way, Suite 2706, Jacksonville, FI, 32204

HEALTHCGCARE  Medi s Fax- {904) 387-1651

Check O  ST. LUKE'S HOSEITAL 4201 Belfort Road, Jacksonville, L 32216
Authorization fer Gne Altn; Medicat Revords Fax; {904) 2964929
Relesse of Medical Information Ol ST.CATHERINE LABOURE MANOR 1750 Stockton Street, Jacksonville, F1. 12204
Attn; Medical Records Fax: (304) 308-4791

Patient Name: Birth Date:

Social Secarity # (ast 4 digits oaly): MMt i

Address: Telephone #;
[ hereby authorize the above-referenced entity and its affiliates and agents 1o release the following medical informatian about me to:

Organization/Persou Name: Telephone #t

RECORDS DEPOSITION SERVICE, INC. (248)-357-3330
Address: Fax#:
BO BOX 5054, SOUTHFIELD, MI 48086-5054 (248)-357-3337

FOR THE FOLLOWING PURPOSE:

& Continued Care [ Social Security Disability ) Gther

Legal Reasons £ DCF

3 Insurance 1 Personal Use

Medical Information to be Released:
O Psychotherapy Notes. (I you are requesting Paychovnerapy Notes, then you may niot release any other information with this authorization, and
you may not check any of the other boxes in this section, To release your other records, you must submit a separate suthorization.)

03 History & Physical O Laboratoty Reporis [1 Emergency Department Record

{3 Discharge Summary 3 Radiolopy Reports Other Medical Information

8 Consultation O Pathology Reports

3 Operative/Procedure Report  [J Anesthesia Record SEE ATTAHCED SUBPQOENA OR LETTER REQUEST

1 Complete Record (excluding Psychotherapy Notes, if any)

DATES OF SERVICE NEEDED: £1 From to
O  All Dates of Service
0O Last Visit Only
FEE SCHEDULE:  51.00 per page — paper records NOTE: Fee will he waived if released to
$2.00 per page — microfilm treating Doctor/Treatment Facility
$1.00 per vear for each year of records requested
1 understand that the released information may include infortnation rejating to the diagnosis, treatment and/or examination of aleoho) and drug use;
mental health {psychiatry/psychology/psychotherapy); and HIV (Humean Immunodeficiency Virus) and AIDS (Acquired Fomune Deficiency
Syndrome),

T acknowledge that I am signing this authotization volumtarily. St. Vinceni's and its affiliates will not condition treatment, payment, enrollment or
cligibility for benefits on whether { sign this authorization. I understand that [ may revoke this authorization in writing at any time, excepe to the
extent already relied upon and except as stated in St. Vincent's HealthCare’s Notice of Privacy Practices. Also, patients who believe information in
their medical record is incorrect or incomplete may request an amendment of patient information. To revoke this authorization of request an
amendment, contact St. Vincent’s HealthCare’s Privacy Officer.

The law prohibits recipients of this information from using it for other then the stated purpose. The law also prohibits recipients from making any
further disclosure of this information without the specific written consent of the patient. However, I understand that St. Vincent’s HealthCare and its
affiliates cennot guarantee that recipients of the information wilk not use or re-disclose it contrary to such legal prohibitions, and the information may
no longer by protected by privacy laws once it has been g0 used or re-disclosed. The law prohibits the disclosure of mentat health records to certain
individoals in some circumstances, which may include patients and their family members.

This authorization expives twelve months from the date listed below and covers only dates of service for the dates specified above,

1 have yead snd understand this anthorization. 1hereby anthorize the release of the sbove-requested medial information aboat me.

Signature of Patient Signature of Patient’s Authorized Representative

Date Description of Representative's Authority to Act for Patient

T




