Protocol Title/Number
Akron AUTHORIZATION for
' / RELEASE of MEDICAL
Hospital INFORMATION for RESEARCH
A Patient Name S-‘!-U . w,‘a; i ln M
{Please Print) Last o First ] Middle
DaeofBinh A2} 08} 30\ phone_qp 14 68 L H305 wre _ 31,698 49
Address FC Wb eouwic K !EC?(LE! Lexi v\"'\kﬂf\ ¢t e 4 qol{*
Street City J State Zip
B The undersigned suthorizes the use or disclosure of the above named individual’s health information by Akron Children’s

Hospital or its subsidiaries (Children's) as described helow;

C 1. Use/Disclose information to the Person(s) ant/or Organization(s) listed below and on the attached Information Sheet*:

/ - S -
Name (e lorn Nigy f{(@f}i PhonerFax  37¢ 543 823FS /2 3Le
Address i, aea (g So i[i/,n AL Al e e s ey 308
! Street T City State Zip

*See attached information Sheet for 2 complete fisting of the entities with whom information will be shared.

D 2. Purpose of Use of Disclosure:
[JAtrequest of patient  [_fResearch Database or Repository [ ]Biling/Payment [ |Other

3. Treatment during clinical trial is CONDITIONED UPON THE SIGNING OF THIS AUTHORIZATION:: Check Dne:mYesE(o

E 4. Typeofinformation te be used or disclosed:

[eAComplete Medical Record Consultation Reports | ,Pathology Reports
L]
]

] History & Physical iagnostic Imaging Reports Photegraphsivideotapas
. Progress Notes Lab Reports Diagnosis & Treatment Codes
| Discharge Summary A adiology Reparts/Films ] Other

5 Treatment date(s) N ;ql i e LLL

F Unless revoked, this auiharization will expire at the end of the research siudy or on the following date or event: no expiration
date

| understand that the information in my health record may include information relating to sexually transmitted diseass,
acquired )mmunodeficiency syndrome (AIDS), or human immuncdeficiency virus (HIV). It may alse include information
about behavioral or mental health services, and treatment for zlcohal and drug abuse.

bunderstand that if the parson(s) cr class(es) of perscns in Sections B 1 are not health care providers, health pians or health
care clearing houses covered by the Federal privacy regulations, the protected health information they receive may be
further used or disclosed by them and may not be protected any longer by the Federal privacy regulations

I understand that this Authorization may be revoked at any time, except to the extent that Children's has taken action in
reliance on this Autherization. Notify in writing, the Privacy Officer, Akron Children's Hospital, One Perkins Square, Akron,
OH 44308. | undersiand that Children's can use and disciose health information obtained prior to the effective date of such
revocation to maintain the integrity of the research data.

{ understand that access to my health information may be restricted for the duration of the research study. However, cnce
ﬁistudy has concluded at all sites, | can inspect and obiain a copy of this information.

-y

)
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‘@i?(?wdré of Patient ér Parent/Cagal Gu rd@r} Date

If th:is Authorization is signed by the Parent/Legal Guardian, please specify
the refationship to the patient/autherity to sign on behalf of the individual

Signature of Witness Date




