SWEDISH

OrNP etParm PG LB ATPmPI®T ATPINKT AG ATINTANT PHAM (ATT
AUTHORIZATION TO USE, DISCLOSE & RELEASE PROTECTED HEALTH INFORMATION (AMHARIC)

NF CHHEHGTT TLLTFFPAU-+
| understand the following:

o PP LTPPM@F P2 UMS 908 WILINK DLI° AHRAANG 2P NTLAMD- PR AL hALCIP 910 ooV hATh: 4.9
ao(\eR @7 AALLCIPP® TI0E ¢S A Th (L A1 INET? @R ARIAINHT O, aoT0.27 ATITTT PATT NPT ALPRLDI: U7
4.FL RALCPP N910E °N20T PmS KA, AIACET? AZITTH PATT NPT APLLD- TLTANT U323 M5 hhNh,
RINUCPE NTETS I°CIPC OC 27L19F NP OL9° AMA AL A0~ oM. aoLBm<) ATIPLA ALY NNFG aolBm-19° A0S 4,95
2912044 N“L 0T LK NF 1@+
| have the right to refuse to sign this form for authorization to disclose or release my protected health information. Refusal to sign the
authorization will not adversely affect my ability to receive health care services or reimbursement for services. The only circumstance
when refusal to sign this authorization may affect my ability to receive health care services is if the health care services are research-

related or solely for the purpose of providing health information to someone else and the authorization is needed to make that
disclosure.

o LU7T TPE ATIPLA PTLAA A0 ASC £TAA=  There may be a fee associated with this request.

o (HY £.98 Wit PP° AL PPA DLI® PHIAR a0LE WIS KHLIAE ALL P7ILTA ALUPT (14,864 el @ lAg® e+m0d aor
Lbdre QUST WTEE 08840 MRI° bt chel © HIV/AIDSE PRAATC MG a0l87 CL kN PCavs. avlBPTE hG 078, OX/PRAPA
goCove M MtE PhhIPGT ORI AMhIPT aOPPSP aolBEPTF ATR15 WAL ALIAL L TAN:

Information used or disclosed pursuant to this authorization may be subject to re-disclosure and no longer protected under federal law.
However, | also understand that federal or state law may restrict re-disclosure of HIV/AIDS, mental health information, genetic testing
information, and drug/alcohol diagnosis, treatment, or referral information.

o PHLLAVOTY PHUY a0l B, Lavp(ii\ av-(VF AAT= | have the right to receive a copy of this signed authorization.

o 7@ LH AL RUT 428 NXU-F AL ATAAU-=: LU 422 WACh-T: hHY 03T FINAD: aOLF TP AR av P Lbo-d\ DLI°
22D &P AL ATINET TEET ALINK £TAA= AR U3F ASC PLTAD Swedish 4947 TovChl ACT°F h@DAL DRI .35
T PO AR TS0 147 148 hort OF o=
I may revoke this authorization in writing at any time. If | revoke this authorization, the information described below may no longer be
used or disclosed for the purposes described in the written authorization. The only exception is when Swedish has taken action in
reliance on the authorization or the authorization was obtained as a condition of insurance coverage.

ANhP LUT? &.98 @ L9° KIINE? WOhP 2U7 Po A1AICT NTLETHT NPT, (AT 1L L&CH
Please submit this authorization or revocation to one of these locations, depending on where you received care:

Swedish Medical Center Swedish Medical Group
Release of Information Department
747 Broadway, Seattle, WA 98122 Oéhz/Phone: (206) 320-3025
4hn/Fax: (206) 320-2626 ¢hn/Fax: (478) 238-9436
AeA/Email: ROI@swedish.org A7LeA/Email: smgroi-wa@cioxhealth.com

AhdAL: 1A A%10N4.L AAATL WPt ATEF Swedish 2307197 ATLEA Ahvét: PETFT Ttar) @RI

TItANGT AR A= QU-T WTEE hpdt Goodt (AL (WPST@- 030oLPT aolBPT AL PONLLA Ahrét RTCPT Amovs L TN
RPTANG &L TLAMANT aol% eNALEA et RTCPT APt 2 TAN:

Important: Swedish no longer prints or releases patient social security numbers unless required for billing. However, social security numbers
may be included in patient information that is more than a few years old. The information you are authorizing to be released may include your
social security number.

+av<i AGHFE TFIVES UNIVE: AHY AL FmPOADG 2,28 N THAM®D- aPAlA NAL S+mPOD<? aolF (eohmI~TF@- P29t haT75 o-9°
AIR PAL1T 0L tmPE 1R T D=

The facility, its employees, officers and physicians are hereby released from any legal responsibility or liability for disclosure of the above
information to the extent indicated and authorized herein.
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Swedish Health Services AS FANSPET HCE N4 PATCE (VFO-AL: UICT N2FF 10£92 0L ARhA 15 °R720F OmS
TCACPFFOG (&CLAFTFD- AL A hPLCTI

Swedish Health Services and its Affiliates do not discriminate on the basis of race, color, national origin, sex, age, or disability in their
health programs and activities.

et L&CT: ATINHT 0910574 aPr 227% £0& A1ddnett (1R 150 0 (888) 311-9127 (TTY: 711) eLw-i=
ATTENTION: If you do not speak English, you have at your disposal free language assistance services. Call
(888) 311-9127 (TTY: 711).

A Swedish hHy 0FF e+10847 A7Lovaht ¢HOAT EmG o°LE PET KIAMPP OLP KI4LATANG 4.9 hMAU-+
| authorize Swedish to use and disclose a copy of the specific health information described below regarding:

297, (19°:/Patient’s Name ALt ¢7:/DOB:

e3heY, ALt /Patient's Address: (é&hz/Phone:
hta9z/City: (vktz/State: PH.T he:/Zip Code:

/B LULINAD- Az L] &&0®P oL9° ¢etP0L NF°:

To be disclosed to: Self Or Recipient's Name:

eTPNL ALeax

Recipient's Address:

h-to9z/City: tvk2/State: PH.T h&2/Zip Code:
Qi&hz/Phone: 4-hOz/Fax: ReLA:/Email:

HINE? TLhHAD- o718 RANAT: [ MyChart  [] A9%84 ] 4ah [] o+ ] 4hh
Please send my records via: MyChart Email Disc Paper Fax

a(FD7 PPPML PO ATLNFAD- +ERIP(OF) 103
| am requesting information from the following facility(s):

PPOTHA 9P (HCHC) AS hAh €TC ?hA.zh Ag° (HCHC) AS dAh &7C
Hospital Name (List) & Phone Number Clinic Name (List) & Phone Number
hohtao- 7 P9oc: aAOhz
For the range of dates from: to:

neLhtA®- ehh9PG F°Cave. Mt ORI 14T IC HHOTT avlE A9
For information related to the following diagnosis or injury:

P9INAD- avl B2 /Information to be disclosed:

[] FéhS ea@-1t goCave-[History & Physical [] eardPE® APPC avMsBL/Discharge Summary
[ ] P& 916 47°CT/Operative Report [] 2275 mh9°G h&A H19/Emergency Department Report
(] eaahg°q 9°Covg. amA H10 (ANEF4: &8F EKGE OHT) (] 2L+ T @h/Progress Notes

Diagnostic Reports (lab, x-ray, EKG, etc.)
[aA (£9A&)/Other (specify):

AL TAD- hAT:
For the purpose of:

hdtaZ OivtC: 2V 498 1180 P51 ONP ORI (HY $7 AL P+ PNPA:
Unless revoked, this authorization expires in 180 days or on this Date:
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APt OV 4.PLT MO WISP? (&U-6 hATA&T MATPCT U I9PI° P9°Care- hSIDRIP ML 22D IYErE +AAd NAFPTFE AIDS %
HIV 72 CAADIPA AG/OLP P18, 6% OT11YE PRAIPC MG U5 P17 MR AdeT TNP aolEPTT vk LAFTA:

Terms: This authorization, unless expressly limited by me in writing, will extend to all aspects of testing and/or treatment of sexually
transmitted diseases, AIDS, HIV Infection, alcohol and/or drug abuse, mental health conditions or other sensitive information.

ehe, 4CM1: $%z/Date;
Patient Signature: (P27 TET PLCT AS (WE L4La>)

(Print form and sign by hand)
ehal, +ohg (90 +72/Date:
Patient Representative Name:
e4-heq, +ohe A9e:
Patient Representative Signature: (P87 TSP PRCT KG MKE L4.Cov= AONP L4 N18FT Prrks)

(Print form and sign by hand. Please include supporting documentation.)

haheq, 2C LAD- HIPLG+
Relation to Patient:

1ROI
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