SWEDISH

PA3PELUEHUE HA UCMOJb30BAHUE, NEPEOAYY U NMPEAOCTABJIEHUE 3ALMILEHHOW MEOULIMHCKON

NMHO®OPMALIUN
AUTHORIZATION TO USE, DISCLOSE & RELEASE PROTECTED HEALTH INFORMATION (RUSSIAN)

A noHumato cnegyrulee: | understand the following:

¢ Y MeHs1 eCTb NPaBO OTKa3aTbCs OT NoANMcaHusA 3Ton hopMbl pa3pelleHusi Ha nepegavy unu npegocTaBreHue
MO€eN 3aNLeHHOW MeAULMHCKON nHcpopmaummn. OTKa3 OT NOANUCAHMSA 3TOr0 paspeLleHns He NoBMusieT
oTpuuaTesibHO Ha MO0 BO3MOXHOCTb nony4yaTb MeAMUUHCKKe yCrnyru unm Bo3MellileHue CTOMMOCTU 3TUX YCHyr.
EAVMHCTBEHHBIM 0O6CTOATENLCTBOM, KOTOPOE B Clly4yae oTKa3a nognucaTb 3TO pa3pelieHne MoXeT NOBMUATbL Ha
MOM BO3MOXHOCTU nonyyaTb MeguLMHCKUe yCrnyru, iBfsieTcs cnyvyaun, Korga MeauuuMHCK1e yCcrnyru cBfidaHbl €
Hay4YHbIMM UCCNEeAO0BaHUAMMU UNKU NPEAOCTaBAIOTCA UCKNIOYMUTENBHO B LieNIAX nepegaym MeguLmuHCKOMn
MHdopMaLMn TPeTbUM CTOPOHaM, a pa3peLlleHMe Heo6XxoAMMO Aisi COOTBETCTBYHOLLEro npegocTaBrieHUs
nHcpopmauun.

| 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.

3a 3TOT 3anpoc MoXeT B3MMaTbCs onnara.
There may be a fee associated with this request.

* UHdbopmauma, ucnonblyemasi Unu nepegaBaeMas B COOTBETCTBUU C 3TUM pa3peLleHueM, MOXeT nepegaBaTbCcs
NOBTOPHO U 6onee He 3awmiaeTcs dpeaepanbHbIM 3akoHOM. OQHAKO S NOHMMalD, YTO dheaepanbHbIN 3aKOH U
3aKOH LUTaTa MOXeT OorpaHuyYMBaThb NOBTOPHYIO Nnepeaayvy uHgopmaumm, ceasaHHon ¢ HIV/AIDS, ncuxmnyecknmm
3aboneBaHMAMU, FTeHETUYECKMMMN TECTaMM, a TaKKe AuarHo3amu, fie4eHMeM U HanpaBreHUsIMU, KacaloLMMUCA
HapKOTMKOB (arnkoronsi).

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.

¢ A umero npaBo Ha noJsfiy4yeHne KoOnuu 3Toro nognMcaHHoOro paspeLwleHus.

| have the right to receive a copy of this signed authorization.

» 51 Mory oTo3BaThb 3TO pa3pellueHue B NMCbMeHHo dhopMe B no6oit MoMeHT. Ecnu s 0T30BY 3TO paspelueHue,

yKaszaHHast Huke mnHdopmauusi 6onblle He CMOXeT UCMONb30BaTbCS UMK NepefaBaTbCA B LieNsAX, ONUCaHHbIX B
3TOM NUCbMEHHOM pa3peleHnn. EAUHCTBEHHBIM UCKNIOYeHUEM ABNSETCA Cry4yan, koraa MeauLMHCKUM LIeHTP
Swedish ocyulecTBun kakne-nnbo feMcTBUs, Nonarasicb Ha 3TO paspeLlueHne, unu paspeLueHme obINo NoNny4YeHo B
KayecTBe YyCJIOBUSA CTPaxoOBOro NoKpbITUA.

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.

MpocuM nepecnaTtb 3TO pa3peLlueHre Unm ero oT3bIB N0 OA4HOMY U3 YKazaHHbIX HOMEPOB B 3aBUCUMOCTU OT TOro, rae
BaMm NpeaoCTaBnsAsCA yXon:

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 H3}/Phone: (206) 320-3025

dakc/Fax: (206) 320-2626
Appec anekTpoHHOM noyTbl/Email:
ROl@swedish.org

dakc /Fax: (478) 238-9436
Appec anekTpoHHOM no4Tbl/Email:
smgroi-wa@cioxhealth.com

BaxHo: MeauuuHcknm ueHTp Swedish Gonee He neyaTaeT U He NpegoCcTaBNsAeT HOMepa CoLMaribHOro cTpaxoBaHuUA
nauMeHTOB, eCfin 3TO He TpebyeTcs Ans BbicTaBreHUs cyetoB. OAHaKko HOMepa coLManbHOro CTpaxoBaHUA MOTYT
BKNOYaTbCA B UHPOpMaLUIO NauueHTOB, KOTOpas co3fiaHa HeCKonbKo et Ha3aa. Ui opmaumsa, Ha nepeaayvy
KOTOpPOW Bbl faeTe pa3pelleHne, MOXeT BKJ1l4YaTb Ball HOMep coLuManbHOro CTpaxoBaHUS.

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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HacTosiwmm nokymeHTOM flaHHOEe yupexaeHue, ero COTPYAHUKU, OOMKHOCTHLIE NMua U Bpaiuu ocBoboxaarTcs ot

KaKon-nmbo rpuanyeckon oTBETCTBEHHOCTU UM 06A3aTenbCTB 3a NepeAayvy BbilleyKka3aHHOM MHopMaumm B Ton
cTerneHwu, KoTopasl yKkazaHa B HacToslLeM AOKYMeHTe U AonycKaeTca Um.

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.

Llentp Swedish Health Services u ero counuanbi He gonyckarOT AUCKPUMUHALMK MO NPU3HAKY pachl, LIBETa KOXMU,
HaLMOHaNbLHOro NPOUCXoOXAeHUs1, Nosia, Bo3pacTa UNM MHBaNUAHOCTU NPU OCYLLECTBIIEHMU CBOUX MpPOrpamMm n
MeponpusiTuM B 06nacTv MeauLMHCKOro o6cnyxXuBaHus.

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.

BHUMAHUE: ecnu Bbl He roBopUTe NO-aHIIMMACKKU, TO BaM NpeAnaralTca 6ecnnatHble YCnyru A3blIKoBOMW
nomouwun. 3BoHuTe (888) 311-9127 (TTY: 711).

ATTENTION: If you do not speak English, you have at your disposal free language assistance services. Call
(888) 311-9127 (TTY: 711).

5 paspewaro meguUUHCKOMY LeHTpY Swedish ncnonb3oBatb U nepegaBaTb KOMUM KOHKPETHOW MeaULIMHCKOWN
MHdopMaumK, ykasaHHOW HUXe, KOTopas KacaeTcs crie4yloLwero:
I authorize Swedish to use and disclose a copy of the specific health information described below regarding:

®UO naumeHTa/Patient's Name [laTa poxaeHus/DOB:
Appec nauueHTa/Patient's Address: TenedoH/Phone:
Fopogp /City: LraT/State: MouToBbLIN MHAEKC /Zip Code:
Komy cnegyeT nepepnarthb: [ ] Cebe unn ®UNO0 nonyyarens:

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

Appec nonyvarens:
Recipient's Address:

Fopop/City: LWraT/State: MouyToBLIN MHAEKC/Zip Code:

TenedoH/Phone: dakc/Fax: Apapec aneKTPoOHHOW NoYTbI/Email:

Mpouwy nepecnaTb Mou AOKyMeHTbI [ | MyChart [ O|HI []cla3 ] AMH of A

cnepyrowmum o6pasom: MyChart Email Disc Paper Fax

Please send my records via:

4 3anpawuBaro MHOpMaLUIO U3 crieay WX yYpexKaeHUN: I am requesting information from the following facility(s):

HasBaHue 60mnbHULbI (YKaXUTe) 1 HoMep TenedoHa Ha3BaHue KNUHUKU (YKaxXuTte) u Homepa TenedoHa

Hospital Name (List) & Phone Number Clinic Name (List) & Phone Number

3a nepwmogp c: no:

For the range of dates from: to:

B oTHOWweHUU nHcopmaumm, cBA3aHHOM CO criefyOLWMUM ANArHO30M UMY TPaBMOM:
For information related to the following diagnosis or injury:

MHdopmaums, noanexailas nepenave:

[] UcTtopus GonesHu u pe3ynbTaTbl OCMOTPa [ ] BeinucHou anukpua/Discharge Summary
[History & Physical [] OTuYéT oTAEneHNs HEeOTNOXHOM MOMOLUN

] MpoTokon onepauum /Operative Report /Emergency Department Report

(] AnarHocTnyeckue oTyeThl (NnabopaTopHble, [ ] 3anucu o BbizaopoBneHun/Progress Notes

peHTreHoBCckue, EKG nr. a.)
Diagnostic Reports (lab, x-ray, EKG, etc.)

[ ] Opyroe (ykaxuTe)/ Other (specify):
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C uenbto:
For the purpose of:

Ecnu paspelieHune He 6yaeT oTO3BaHO, CPOK ero AeMCcTBUA UCTEYET Yepe3 180 AHen unu B cnegyrowyto aarty:
Unless revoked, this authorization expires in 180 days or on this Date:

Ycnosusa: [JaHHoe pa3pelleHue 6yaeT pacnpocTpaHATbLCSA Ha BCe acneKkTbl aHanu3oB U (unu) nevyeHusi 3aboneBaHun,
nepeparwowmxca nonoBbiM nytem, AIDS, nucpekunm HIV, anoynotpebneHus ankoronem v (Mnu) HapKkoTUKaMM n
NCUXMYECKUX 3aboneBaHu N NHom KOHduaeHUManLHon uHopmMaLmm, 3a UCKIKOYEHNEM ClyyaeB, Koraga i B sBHO
BbIpaXXeHHON ¢popMe U B NMCbMEHHOM BuAe orpaHuyy ero gemcreme.

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.

Moanuncb nauueHTa: [OaTta:/Date:
Patient Signature: (HXHM 2 EH M)
(Print form and sign by hand)

PUO npeacTaBUTENA NauuneHTa: [OaTa/Date:
Patient Representative Name:

PUO npeacTaBUTENA NauueHTa:
Patient Representative Signature: (PacneuaTaiTte popMy 1 nognuwmTe OT pyku. Brmouute
noATBepXAaloLLy AOKYMEHTaLuIo).
(Print form and sign by hand. Please include supporting documentation.)

OTHOLWEHWE K NaumneHTy:
Relation to Patient:

1ROI
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