“ KETTERING HEALTH NETWORK
AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION

Paticit Name Date of Birth

Patient Telephone Number _ Social Securrity Number

Bate of Treatment
Specific Facility needed 3 KMC G GYMC 8VH i8H 0 GMH . FHH 1) SQIN

The purpose of this requestis for {7 Continuity of care  “iLegal malter (ilnsurance 1At the request of the individual
Ui Other

| autherize Kettering Health Network to use or disclose the above named individual's realth information as described betow.

Fhe type of information to be used or disclosed is as follows {cheek the appropriate boxes and include other information where
indicated).

Face Sheet 1 Discharge Summary T History & Physical
i1 Consuhation 1 Progress Notes [T Operalive Report

Pathology Report i Laboratory 13 hmaging Report

EXG {1 Physician Orders i1 Nursing Notes

ED Repori 3 Ouipatient Report (1 Pectinent information

Other

{ understand that the information in my health recond may include information relating to sexually transmitted discase (ST,
acquired immunodeficiency syndrome (ALDS), or human innmumodeficiency virus (HIVY. It may also include information about
behavioral or mental health services, and treatment of alcohol and drug ahuse.

The information identified above may be used by or disclosed to the following:

Nime
Adldress

Phone

Funderstand that | have a right fo revoke this suthorization nd any time, | understand that if 1 revoke this authorization, T must do

$0 in writing and present my written revocation to the Medical Record Department. | undersiand that the revocation will not apply to
information that has abrcady been released in response to this suthorization, T understand that the revocation will not

apply to my insurance company when the law provides my fusurer with the right to contest a claim under my policy.

I understand that this uuthoerization shall remain in effect for one year trom the date of my signature below unless T specily
an carlier expiration date in the space

| understand that onve the above information is disclosed, it may be redisclosed by the recipient and the information may not be
protected by federal privacy laws or regulations.

I understand that I will be charged a copy fee for copics not nmailed directly to  health care provider. ORC 3701.742

I understand authorizing the use or disclosure of the information identitied above is voluntary, [ need not sign this form to ensure
healtleare treatiment.

Signature of patient or legal representative Date

W signed by legal representative, relationship 1o patient
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