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AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION
ALL SECTIONS OF THIS FORM MUST BE COMPLETED OR THE AUTHORIZATION WILL NOT BE ACQEPTED.
| authorize: __ Oregon Health & Science University L
: E TNume of person { antity/ facilily disclosing information)

‘ ;(Aédv;ésd.pcramllujf!*) o i — e T (Etato) Zp Cone)

tera .

to use and disclose a oopyjffof the specific health information described below 'regarding: i

' C gNamsor.tn@wuanj - ,
W‘(-We back sidéfrordaﬁnmon.s)' Physician:fep‘o'r.té- S "-'Xfra;'rs - -.lLabs ‘ ED
Billing Gther, specify _ el - .
' I outpatient préétice_[gﬁnig records are needed, please specify the practice(s)/clinic(s) (sse back side for .
practice/olinic list) ' R SN WS
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Gress o HCIuier) g Y TSR )
(for the purpose of: YDescritie each purpose of disclosure) _ Continued Care Legal ___ Disabiity

" BORGOl EBNY | uici-,. Other, specify

If fhe infermation to be diéfddse&f‘jc&ﬁieins any of the types of redords or information listed baiol, additional laws
relating to the use. and, dige if the information may apply. | undarstand and agree'that'this information will be
disclosed orly- ce iy initialgdn the appiicable space next to-the type of information. .. :
HIVIAIDS informalien . 7 T~ L R AL
—____ Mental health information ...

[

Genetic testing information. . L e
. Drug/alcohol. diagnesis, teeatment, or. referral information
2 E_._____.—-m_——n i e —t

You do not need to sign thig suthorization. Rafussl to sign the atthorization will nat adversely affect your ability. to receive heaith
care sstvices ar reimbursemiant for services, The only circumstance whan refusal to sigh will medn you wil not receive health
| services is if the haalth services are solefy for the purpose of providing health information to someone else, and the awthorization
is necessary to make thait diéclosure, Your refusal to sign this authorization does not'adversely affect your envoliment in a health
.ptan"tgr sligibiiity for health -l?:’eneﬁts.‘uhtess the authorized information Is necessary to determine if you are-gligitie to gnrolf in the
+{ health pian, ‘ S . . '

You may revoke this authoﬁl’zéﬁoh;i'ﬁ writing at any time. If you revoke.your authorization, the liformation desctibed above may

no longeFbe used or discloged for the purposes deseribed in this written authorization: Any uses or disclosures already made
with your permission cannat be undore. . - T s

To revoke this authorizatior;ﬁ p{éme se,wfd & written statement to Medical Correspondence, Health Information. Services, OP17A,
OHSU 3181 SW Sam Jackgon Park Rd, Portland, OR 872393088, an state that vou are revoking this authorization.

| understand that the infarmation used or disclosed pursuant to this authorization may be-subject to re-disciosure
and no longer be protected under federal law. However, | aiso undersiand that federal or state law. may restrict re-
disclosure of HIV/AIDS information, mental health information, genetic information and drug/aicohol diagnosis,
treatment or referral information. : '

_Lhave read this authoéi;zation and | understand it.

This authorization expires one year from the date of signing uniess revoked or otherwise specified below:
.t
i {eriter alternative oxpiration date or evert)

@ (B;te: ‘

£ (Signature of individual or pergonal representative) .~
Description of personai representative's authority:
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