SWEDISH

nvszneroloinly, cBacde ot cdecas2yvgawivhlosunutnde
AUTHORIZATION TO USE, DISCLOSE & RELEASE PROTECTED HEALTH INFORMATION (LAOTIAN)

Saecdaladgdlun:
| understand the following:
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I 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.

* 9909 DOIMIVNVIVVNIOSDINULNIVSDI21).  There may be a fee associated with this request.

o 2nvHlonald B Socdoummunverne0b9909rHiNcBO@OSNHsYLY ot 2709rLIGSLNIVLTNUDY 99NHO
BVIV299 H0TFLIVNIISNANU. ccpoloNcw, SoecdalecrPovuIezssdo B
501z LIVNIYSINBEBIILNIVCTO cGoHL lvNIoHL HIV/AIDS, éqnqazwﬁu"éo, 2HVNIVNOOPNIVTLIV CCDE
PILNOOVITIVEILAO/KT, NIWTL To B 2PLNIVS9A.
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 Zp0bS0loSuScD lLsrREINWLOD)IIVCRVLD.
| have the right to receive a copy of this signed authorization.
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LodacBunvlvnvenlsnvsruerobLIUCSO B NIwstLeIOLLIOSLGL)BDVIENMVHLODY 2B9ULHIVLIW.

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.

nzavIg9lusruen B WWHNSNLBVIVLY lLFENIVLHCEID, S2vPVLSIIVIOSLNIVOcDE LS
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 {nozsu/Phone: (206) 320-3025
cctsn/Fax: (206) 320-2626 ccwsn/Fax: (478) 238-9436
Scao/Email: ROI@swedish.org Scao/Email: smgroi-wa@cioxhealth.com

S95mé: Swedish HHL (5)) cB0cGOcONUEHVIFNHL229HVLCHLSNALU, c5vcsvccddvéﬂcﬁvémbun'mssncﬁucﬁv.
ccvolonmw, 3'7oazao»i‘)conuzﬁué’mé»sﬂvéva.gvaagé‘mcéufﬁi‘)aoQuy)endasagaauﬁ. OLHNHVIVIISY L
DEVVIOCEHBCCEIDINDEDOLICINUEN VIO L2DHUNIV).

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.
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cBo2nvscigluzeuczoinIDols wat lasuszueroluhv.

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.

Swedish Health Services (LWO®9IVVINIVF2EWILVLTESCOD) €T DVOIFTIZIVDICVLNODILECCEINEIIHOVLWLTIV
(8270, 3G90, 21092V, (WO, 978), B NOIVLNIVETLOVLONOYNIV (€D POBTNICIINY2DIWONCS.
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.

cRL]IV; TIILOSMIFIHIHO, YILDOINIFoBcTDOIVWITNOBOCTLY. L (888) 311-9127. (S920090: 711).
ATTENTION: If you do not speak English, you have at your disposal free language assistance services. Call

(888) 311-9127 (TTY: 711).

gosluviSosryeracn Swedish DIl ccar (BocGOSH D122 VY2TWIVILWIEHNIOLYIDVNFONL:
| authorize Swedish to use and disclose a copy of the specific health information described below regarding:

{2996 VcHU/Patient’s Name

SVCcO2VVCNO/DOB:

theizo9dvedu/Patient's Address:

LnorSu/Phone:

cH529/City: So/State: 2rholusD/Zip Code:
LicBocHotrv: [] dveoy $ 3209H1CHL;

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

Hhe2o9dVcHU:

Recipient's Address:

cH929/City: So/State: ;olused/Zip Code:
{noar$u/Phone: ccwn/Fax: Scao/Email:
NavIggbvINesgSsuEILNIY. [ | cevdizerses [ | Scwo [] ccesndsn

Please send my records via: MyChart Email Disc

[] conzsan
Paper

2907799221V PINTENIVNNLUVD:

[] ccsn

I am requesting information from the following facility(s):

alsgun (970]) ccor cBlnarsu
Hospital Name (List) & Phone Number

203DN (970]) ccor cOlnardu
Clinic Name (List) & Phone Number

F950V290Uc20299DVRINCCC.

For the range of dates from:

$750V2)VWNFOSDINULNIVLVILE® B) DINIVLICCHLAYNUD:

So0!

to:

For information related to the following diagnosis or injury:

2NV OCcE/Information to be disclosed:
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[] vzmdo cco sa9nve/History & Physical [] $S920nmvoenisguvn/Discharge Summary

[] @097wn970e39¢30/Operative Report [] DoareyrvwsccungncSw/Emergency Department

. o . L. Report
[] 220990700904 (V1D9ccdV, X-ray (cHNKCs),

EKG ccor Svn) [] Sudnsorunrovia/Progress Notes
Diagnostic Reports (lab, x-ray, EKG, etc.)

[] w9 (2zucc9)/Other (specify):

CWO9OULSH299:

For the purpose of:

cduczuceoIfNOHNCSN, WsrnerovvvosInly 180 v & LW VLHL:

Unless revoked, this authorization expires in 180 days or on this Date:

& & & DR 2 1 o 3 o o o
cHovle: NIVDEVOIOD, cOVCTOCCIDIDINOLDENROCDVINBLSDLCTVIIVINSNIDV),
2r2:0LUINNCIVE299N9ID 0299 (¢2¢/G NIVTVLTOWEINAOOMINWOSIDD, AIDS, NMVdacge HIV,
o & o o % o o ¥ & ' Y
NIVAIOCTT V) EICTIVLAIO, LVVIIMNINT2L WIVIO V) 2)DUNDEDIODDVDVY.
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.

DIVCRV2DYIOVC AV Suv/Date;

Patient Signature: (RDccLLWDL CCDT CRVCDHODBD)
(Print form and sign by hand)

Ze301M9IHVEHUL: Svt/Date:
Patient Representative Name:

DIVCR/VLEICINIHVVIHVCHV!
Patient Representative Signature: (oo 6ot (RVEDI0DBH. NTQLIVENDUCDNTFIVSTBVLLITEYL IFDI.)
(Print form and sign by hand. Please include supporting documentation.)

£07INIO2DYNULHVCDV:
Relation to Patient:
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