® Saint Alphonsus

AUTHORIZATION TO RELEASE MEDICAL INFORMATION AND/OR MEDICAL RECORDS

Patient Name: Date of Birth

(Please print)
| authorize (“the Clinic”) to use or disclose Protected Health Information (“PHI”) contained in my medical records in the following
manner:

From:

Physician/Institution that presently has data
Street Address
City State Zip Phone Fax

To:
Physician/Institution requesting data
Street Address
E:ity State Zip Phone Fax

Release the following Protected Health Information:
All Records Chart Notes X-Rays Labs Substance Abuse Info Mental Health HIV
Other (please specify):

(Describe the information to be used or disclosed, including date of service, type of service, level of detail to be released or specific
information) Transfer of care
The Protected Health Information is being used or disclosed for the following purpose(s): [If the patient is requesting the release, this
may state “at patient’s request”]

(List specific purposes the Protected Health Information will be utilized)

Please FAX requested information to the fax number listed above.
(Maximum of 10 pages may be faxed, if request is more, records will be sent to the address indicated above.)

This authorization is in full force and effect until (Date) or until (List specific event)
If | fail to specify an expiration date/event, this authorization will expire in twenty-four (24) months.

I understand that | have the right to revoke this authorization in writing by sending notification to:

Saint Alphonsus Coughlin Clinic
Attn: Privacy Officer
901 N. Curtis Rd, Suite 503
Boise, ID 83706

I understand that when | revoke this authorization, it is not effective to the extent that the Clinic has already relied on the use or disclosure of the Protected Health
Information. | understand the Protected Health Information released pursuant to this authorization might be re-disclosed by the party who receives that information and
may no longer be protected by federal or state law. The Clinic will not base my treatment or payment on whether | provide an authorization for the requested use or
disclosure, unless the provision of health care is solely for the purpose of creating Protected Health Information for disclosure to a third-party (such as fitness for work
exam). | understand that I have a right to inspect or copy the protected health information to be used or disclosed. | understand that | have a right to refuse to sign this
authorization. If you have any questions concerning this form, please phone: (377-1000)

SPECIFIC AUTHORIZATION: | understand that my health information to be released MAY INCLUDE information that is related to sexually transmitted disease,
acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV), behavioral or mental health services, and/or treatment for alcohol and/or drug

abuse. My signature below authorizes release of all such information, unless | have crossed it out and initialed. YES NO (initials)
(Signature of Patient or Personal Representative) (Date)
(Printed Name of Patient or Personal Representative) (State authority to act as authorized representative)

Insurance/HIPAA Form E
Rev 02-09
Form 4005



