[:]I \C @ AUTHORIZATION FOR THE RELEASE
e

N7
P\' OF PROTECTED HEALTH INFORMATION
Health and Phone: (323) 730-1920
Wellness Centers Fax: (323) 373-2042
Name of Patient: Date of Birth:

I hereby authorize the use and release of protected health information about the
above patient as follows:

Information to be released from:

(Name of authorized Person or Facility)

(Address)

Information to be mailed, faxed,
emailed to or picked up by: (Name of authorized Person or Facility)

(Address and Phone Number)

Information to be released:
U The most recent 2 years of pertinent information.
O All medical records.
Q Specific information (please specify):
Q I specifically authorize the release of any and all records of drug/alcohol use.
Please sign
Q I specifically authorize the release of any and all mental health records.
Please sign
Q I specifically authorize the release of any and all HIV/AIDS testing and/ortreatment
information (Health and Safety Code §120980(g).
Please sign

Purpose for which disclosure is being made: (please check one of the following)

O Attorney
O Insurance
0 Doctor (Continuity of Care)
U Personal



0 I DO Consent to the transmission of medical records via email or fax machine
with theunderstanding that the confidentiality at the receiving party can’t always
be guaranteed.

U I DO NOT Consent to the transmission of medical records via email or fax
machine with the understanding that the confidentiality at the receiving party
can’t always be guaranteed.

My Rights:

I understand that I have the following rights with respect to this Authorization:

1. Tunderstand I do not have to sign this authorization in order to obtain health
care benefits (treatment, payment or enrollment).

2. Re-disclosure: The recipient of the protected health information is prohibited
from re-disclosing the information unless the recipient obtains another
authorization from me or unless the disclosure is specifically required or
permitted by law.

3. Revocation: [ may revoke this Authorization at any time by mailing or personally
delivering a signed, written notice of revocation to T.H.E. Health and Wellness
Centers. Such revocation will be effective upon receipt, except to the extent that
the recipient has taken action in reliance on this Authorization.

4. Duration: This Authorization will expire in 90 days from date of signature.

5. T.H.E. Health and Wellness Centers will provide me with a copy of this
Authorization.

I understand that unless otherwise provided by law, the fee for this record
will be $15.00 per chart request. I agree to pay this fee in full prior to
records being released.

Signature:
(Patient/ Authorized Representative) Personal Representative’s
Authority to Act on Patient’s Behalf
Printed Name: Address:
Phone No: Email:
Date:
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