Monmouth RW.Barnabas
Medical Center | AL

HEALTH INFORMATION MANAGEMENT
300 Second Ave. Long Branch, NJ 07740

FAX# 732-923-7620
E-mail: mmcroimedicalrecords@rwjbh.org

AUTHORIZATION TO USE AND
DISCLOSE PROTECTED HEALTH

PATIENT {IDENTIFICATION

INFORMATION
Patient's Name:
last First Middle
Home Address:
Home!Gell Telephone #: Date of Bith:

Emall address (please print):

RECIPIENT: Name of Organization/individual ¥ whom the Hosgitat may discloge my health information including recipient's address, telephone and/or fax #, as
applicable.
(Note: for pick-up. by ancther individual (IR will need to bie presented by the individual for verificatior:)

Recipient naue

Regipient Address!

Recipient Fax #: Recipient Telephone #:

Date(s) of Treatment to be disclosed:

Type of information to be disclosed: (Check the appropriate hoxes and include other information where indicated)
O Medical Abstract 0 Demographics [ History & Physical Q Dissharge Summary @ Complste Record WEmergency Room Record
2] Consultation(s) 1 Operative Report(s) QLab Report(s) 1 Radiology Repori(s) QPathology Repart [ Other.

Purpose of Disclosure:
< Medical Care @ Insurance OPersonal Wl egal Matters O Disability QOther:

Delivery options: (1 Paper QForPickup 0O US Mail to above addrass
U Electronic (format to be mutually agreed wpuy

lunderstand that the information to be disefosed includes my identity, diagnosis and treaiment including ALCOHOL, DRUGS, GENETIC TESTING,
BEHAVIDRAL OR MENTAL HEALTH SERVICES, REPRODUCTIVE RIGHTS, AIDS and HIV, SEXUALLY TRANSMITTED, TUBERCULOSIS and other
INFECTIOUS DISEASE information, as applicable.

This authorization will automatically expire in 120 days from the date of my signature, uniess | aotherwise specify that this authorization will terminate
on the following date, or concurrently with the fallowing event or condition:




Monmouth RW.Barnabas
Medical Center ' FEAMH

HEALTH INFORMATION MANAGEMENT
300 Second Ave. Long Branch, NJ 07740
FAX# 732-923-7620

E-mail: mmcroimedicalrecords@rwjbh.org

AUTHORIZATION TO USE AND DISCLOSE,
PROTECTED HEALTH INFORMATION

PATIENT IDENTIFICATION

It is my intent that the use of the information fumished is archibited for any purpose other than stated above and that the recipient is prohibited from disclosing
this nformation to any other party to whormn disclosure is not necessary or required for the purpose stated. | understand that this disclosure of my heaith
information. in sccordance with the terms and condiions of this Authorization, also carries with it the potential for an unauthonzed re-disclosure of my heaith

information at which time my information may ne Jonger be protected by federal and state confidentiality laws governing the use and disclosure of my health
information.

In-accardance with applicable law, disclosure ef certain types of sensitive infarmation of minors setween the ages of 13 and 17 will not be disclosed without
the miner's authorization.

| understand that | may at any time make a written request to the Health information Department to.inspect.and/or obtain a.copy of my health information as
provided in CFR.164.624.

| understand that authiorizing the disclosure of this health mformation is voluntary and that | may refuse to-sign ot may revoke-(at sny time) this Authorization for
any reason and thal such refusal or revocation will not affect the commencemient, continuation or quality of freatment of me, enrollment in the health plam, or
eligibility for benefits.

| understand that thus Authorzation will remain in effect until it expires as set forth above, #r | provide a written notice of revocation to the atlention of the Health
Informatien Management Department {HIM) at the address listed above. The revocation will be effective  upon-HIM’s receipt of my written notice, except that the
revocation will not have any effect on any action taken by the Hosmital in reliance on this Authorization before it received my written notice of revacation.

If I have gquestions about the disclosure of my health information, | can contact the Fealth Information Managernent Department at 732-823-7 184

| have read and understand the terms of this Authorization and | have had an apportunity to ask suestions about the use and disclosure of my heaith

Signature nf tha Datiant Date Signature of Witness or Employee

It the patienl does ot have legal capacily or 1s 8therwise unable to sign this Authorization, please sign and cormplete the information below:

Signature of authorized Legal Guardian, Health Care Agent or other authorized Personal Representative
(Please attach documents supporting refationship as Legal Guardian, Heafth Care Agent or ather authorized Personal Representative)

Retationship Date Withess:

For Office Use Only:

ID checked: YES or NO ID type:

Bate Releasad: Tima:

Signature: Printed Nama:

Medical Record Request Fees:

Medical records are provided at no cost when the records are requested to be sent o ancther healthcare provider for patient care. For all
other requests. there is a charge to the patientrequestor.

{srovide a copy ef simned Authorization 1o patient]
(10718}





