Authorization For Use or Disclosure of [ ]
Medical Record Information FY y-—
{:] ecor

o Si)iN&NST:TUTE

Patient Information

Patient Full Name: Date of Birth:
Patnient Address: Home Phone:
City: State Zip: Work Phone:
Release Information To | hereby authorize CCSI to release my medical racords to the following:
(] Mail Copies To (acress belows  { JHold for Patient Pick-up [ Discuss Medical Record Information With (address beiow)
Name/Facility: Attention:
Address: Phone:
City: State Zip: Fax:

Purpose of Aequest: (O *Personal O Continuing Care () *tegat ) * Isurance O *Other,

*COPY FEE : We reserve the right to charge a reasgnable fae for the cost of producing and malling the copies.
Base fea: $14.00 pages 1-10, $.50 pages 11-39, and $.33 thereafter. Ploase make checks payabiie to Bactes. -

PLEASE BE SPECIFIC - include dates of treatment & provider name |f appticable.
Date(s) of Treatment
Date(s) of Treatment

OK To Release Self Paid Procedure Notes? YES ___ NO___ Date(s) of Treatment

fnformation to be Released

Authorization for Release of Statutorily Protected Information

DO NOT (] ion Blank - The requested medical record MAY or MAY NOT contain information that Is statutarily protectsd.
You must check eaher "Yes® or "No® and intial each category for CCS! 10 properly process your medical record request.
Ralease Racords ? Check one
Yes or No
Mental Health ] 3 [Initial Here:
HIV Tests & Related Information | (] Initial Here:
Alcohol and/or Substance Abuse ™ (3 Initial Here:

Please confirm that you have checked “Yes” or "Ne¢" and initialed alf 3 protected information categories above even if they do not necessarily
apply 1o the patient's records. i information is not released and/ar form is incomplete, CCSI may be unable 1o fulfill this request

Please check or indicate below any sensitive information that you NOT want released.

Sensitive Information

7] Abortion [ Sexually Transmitted Disease ] AIDS/ARC
] Genetic [J Domestic Sexual Assault 3 Drug and Aicohol
Patient’s Signature Date* Know Your Privacy Right
fer to the HIPAA

Parent/Legally Recognized Reprasentative Signaturs/Relationship To Petient™ Date*

Whness Date
“This Autharizatien is vald for 90 days (30 days for aicohol/drup abuse treatment) unless you specify other wise: .Ywmmmmmmma@mgwﬁm
pmvidmamsmwnﬂ\eccstdmhmmmm“soﬂgindtysubnﬁtted,exceplhmeexlemmatNWleareadymplmdmmnt
"Byms'onam.immalml\emmmgnizadmresemﬁveofmabmemenﬁonedpaﬁenmaocmumcemmbuwng: — .
The informeation release pursuant to this Authorization may be redistiosed by the rwe‘vvhqhsimiianorindividualtoomerhdividuaisorougamamshataremlmm privacy
plobcﬁonlaus.Ccslwlnmumdu\wmmummoMepmvshnomisAuhuizaﬁon.Patientdoeshaveaﬁgmtoreceiveamdmw




