Renown Authorization for Release / Disclosure of Frotected Healzh Information;

REGIONAL May be wsed for continuity of care, TPO and release bf PHI which is rz ot Fequired by law,
MEDICAL CENTER Copy to the individueal when covered entity initiates the autharization for non-TPO reasons.
1133 Mill Streef, Keno, NV 80507 Nofice £6 fhe individual malking s atthorizafion:
1, After your medical records (PHI), are released by vourr authorization,
§ tion Management Dept. the possibility exigts that the recipient of your informaticn, may not be
Health Intormation ge k. subject to federal privacy regulations and your PHI mny be re-released,
withonit your knowledge
PHONE: (775) 982-5661 2. You malse revolie this suthorization, in writing, Yowr written
FAY: (77‘5) 982-5372 revocation will become effective on receipt, but will not apply to any

- information released prior to that date.
3. Thig facility will nof condition tréatment on whethess or not you sign

thiz form.
Patical Namo " | Date of Bizth S5%
Address . Phone
City, State, Zip ' Fax

T authorize Renown Regional Medical Center (formeérly known as Washoe Medical Center) to re!ease!disdos‘e my
protected health information / medical records to:

Naing
Address
F;hung © Tad

Deseription of information Dates of tréatment: =

to be released: .
H&P Diagnostic data Therapy evaluations /records
Pertinept data for C)‘pa_:rat:w:‘ report/s Jabs Medication records
continuity of care Consultation report/s ER. documents Discharge Instructions
. Discharge summary

___Other (describe)

NO'TE: The use or d_isclosu.yt of psychotherapy noles requires a sepamate suthorization,

Reason forthis réquesé ____ Continuity of Care Tagal Patient request Other (descaibe)

1 understand my P / protected health information / medical records rdy contain information abour:

* Drug and/or aleohol abuss history, diaguosis, treatment;

» Psythigtric history, diagnosis, treatment;

v AIDS/HIV, sexually transmitted disehses, hepatitiz and/or other infectious disease history, diagnosis, treatment,
By signing below I authorize release/disclosure of my protected health information (PHI), even if such
information is conteined within the PHI/medical records requested.

Signature of patient . Relationship
or patient representative 1o patient
Sighanude of ' -

witness Date

9/22/2006 b Ranown Auth ] ' This anthorization wifl expire 90‘dayx from date of signature,




