
Bil
HILLSDALE
HOSPITAL

PATM,NT AUTHORIZATION FOR DISCLOSURE OF HEALTII RECORDS

i
full name of patient date of birth

I autholize: D Hillsdale Hospital to useidisclose rny health intbrmation (as ourlined bctow)

fl Other: to use/disclose my health information (as outlired beiow)

TO: I Receiving Parly: I Hillsdale Hospital

Specific type of information to be disclosed (inclucle tlates of treatment, check all that apply)

sociolworker and HII'7t1lDs ond ,,llDS rcldted co ploi itlfotnfitio]lot (locu et otion, ifsuch ittlor tnio e:iists.

D History/Physical O Discharge Sumrnary
0 Mental irea.lth tr HIViHIDS, ald AIDs

D Operative/Path report D Psychotherapy notes

E Emergency Depaltm ent record
E Drug and/or alcohol treatment
D Diagnostic testing (lab, x-r'ay, caldio)

D Other [1 Reports only D USB tr CD D DVD

Purpose and need for disclosure
O Continuing care E Insruance billing
E Personal Use [1 Fundraising activities
O Eruollment in a Health Plan

3 Disability 0 Marketilg
tr Appiication for employment
0 Other:

I uhderstand thal I ntay rcvoke thk autllorization at ony time by send.ing a writte\ revocation to Hilkdale Hosp[tal accept to the extent that
Hilhdale Hotpit tl ha.t ta*en dction in rcliance on tlu authorization.

I understand. that once th! health inforhdtion is used ot disclosed. pursu.tnt to this authorizatian, it may be subject tr., re-disclosure or release by
the receivitg party and nay no Longer be protected b! federaL or state lat .

I understand. that my continued or future teatfient by Hilkdale Hospital is not conditional upon my protkling ot signihg this autltorization
u less this a horiLation ir providinS data in cou&ctiott with medical or clinical tial researclt.

I uhderstand that if Hillsdale Hospital is the receiving party, I ltave the right to inspect ot cory the health infonution HilhdaLe Hospital
intends to use or disclose, pursua4t to this authorizotion ahd a!, upon inspectton, refuse to sign the authorization or m.ay revoke this
authat ization if dlready signed.

I further understand that conespondence, and records lrom other health care providers will not be released with this routine request.

Please be aware that there may be prccessin7 fees charged for muhiple requests of the sa te ififormation, There is no charge to send directly to
another physicia .

Tlis authorization is made in accordance with federal and stote klw and i.s valid for a period of one year after being erccute(l; lbt,ever, it may
be revol',ed b! me at anJ time lry providing wrinen notice to tlrc above fiamed pafiy, Afacsimile or photocopy of this document will be accepted
in lieu oI the oriSinal.

Date ID Number

Witnessed b1t

cPSr # 80000263

Date

Form + 122A ReTise 09/17/21

(patient I.IRN)- (dote request uade) (account #)-

Patient Signature or Legal Guardiott


