¢ Cleveland Clinic AUTHORIZATION TO DISCLOSE HEALTH INFORMATION
1. Patient Information:
Namwe (First, Middle, Last) Cieveland Clinic Medical Record #

2. Release Infermation From (check all that apply):

o Cleveland Clinic Ohio facilities OR 14 Specify Cleveland Clinic Ohio facitity(ies): 11 CLM Camndod 14 ~
0 Cleveland Clinic Nevada facilities OR g Cleveland Clinic Akron Physician Otfices (PPG)

NOTE: For release of medical records from Ashrabila Counry Medical Center (ACMC), Cleveland Clinic Akron General (CCAG), and Cleveland Clune
Florida, your requesr must be made directdy to ACMC, CCAG or Cleveland Chaic Florida

3. Release Informaiion To:

oo daedal, Q@LUMM 0% (lannscal. Caned

Name of Recipient

Address City/State"

To el Kol Cordin Fa)d{wnu Sty 160 ,PAe szl ian 0,564

Plhione Numbers: ( ) Fax Number: ( } d U A

O Release nformation Te MyChart Account (large requests over 50 pages will be delivered via alternate option selected below)
Paper

Secare electronic delivery {(provide recipient’s email)
Check delivery optio desired

Purpose for Disclosare: Pl dhlvesd fona Aot EOQ,LLQAJLI gl pi At o84

(Purpose for discloswe mast be célll[)]eltd prior to processing; .. continuing ca:e, personal use, lagal)

Dates of Service to Release (FROM): {TO):

ﬁ'_Offio: Visits Hi History & Physical [ PhysicalOceupationat Therapy Reports
L] Emergency Department Reports OCardiac Reparte £ Home care Records

B Discharge Summary O Labeoratory Reports O Radiation Oneslegy Records

B Dperative Reports {HRadiology Reports 0 Other

L the undersigned, authorize Cleveland Clinic to releaw bie alth information az indicatedfdeseribed abo ve, [ anderstand and acknowledge Biat the reguested health
information may contain information regarding physical and mental itlness, HIV test reslts of diagnosis treatment of AIDSIAIDS related conditions, andfer alechel/idiug
abuse. This authorization does not include permission to release ontpaticnt Paychotherapy Notes a3 defined below.* Release of Psychotherapy Notes requires a
geparate mthorization.

Thig authoiization aad congent w4l expire one year from the date of authorization written below, unless re voked by me (or my lega) represeatative Ythrough written
notice presented to Health Infortoation Manage ment (sce contact informatior below) Any revocation will not apply te infermaticon that hus aready been released in
respona to this antharization, I understand that treatment, payicent, enrollment, or eligibility For benctits will net be based on whether er not Tsign this anthorization

After my ealth informaticn is released, my infonmation may be1e-disclosed by the recipient and may no longer e protected by law. The recipiznt of my health
information mmay te charged fov the sarvice of rele 2zing raedical information. There iz no charge to send recards dhectly to my health care provider,

'ﬁgnanﬁe of Panerrr/Paneﬁs: Permnﬂ! Repr esentariye™® Printed Name Dare Signed

Relarionship, if nor Parlent

*Psychetfierapy Notes are difined a» nores thai docament privawe, foint. group, o family counveling pessions thia are eeparared from the rest of a parient's medizal recosds.

VI wter Drani Sie paiigat's signatere, a copy of legid paperwerk verifinag the pudent’s prersona! represeniative MUST accempary the requese {eg.. court qypainted guantion, dusalle pawer of
witoredsy for el rarel. Exceprion: poeeny signing for @ puatien: wider e aze of eighrecn,

wiFor 2 QeCOIREd PGNEn), O CONrt eafry o1 arder qPEOMNAG @ fidncary, fxocu e, or admiiztnaror, or fetlesr af appomament receryod from Froigre Cour: murt aecempany wcn auh o iga i sivne

by e named wdividaal I the cyiate hos ngy been probated, @ Jeath corgifcate w reguirad 10 Ee acborstred wath dhe documer e namin e it trarar Sr gL 1T oF i crLTie.

Sulnnit request to one of the following:

(13 Bealth Informaon Manage inentéMe dieal Re eovd Deparire nt, (?y  Fax 1-216-587-4043
Health Data Servives AR7 oestions? 1.286.434.5580

450 Buchd Avenue, Cleveland, OH 44145

Rewvised 9/5/19



