Law CFFICE OF TERRY A. FRIEDMAN
ATTORMET AMD (COURSELOR AT Law

AUTHORIZATION TO RELEASE HEALTH INFORMATION

'l;ztnnv A. FRIEDMAN, E50.
. LICERALD I WEVADA ANG ARIZDW+
Palient Name: Health Record No:
Date of Birth:

Social Security Number:
Date of Incident:

1 1 suthorize the use or disclosure of the above-named individual's health informoation as described below:
2. The following medica! facility, individual or organization is authorized 10 make the disclosure:

Address;

3. The type and amouot of information 1o be used or disclosed is as follows:
o medical treatment billing from to

D itemized medication list including billing amounts from
O medical treatment records, reports and narratives from
0 admit and discharge summaries from

0 laboratory results from

0 x-ray and imaging reports from
0 consultation reports

O entire record

0 other

4. | understand that the information in my heslth record may include information relating to scxually mansmitied dissase, acquired

immunodeficiency syndrome (ALDS), or human immunodeficiency virus {HIVY, 11 miay also include information aboul behavioral or
menial healih services and trestment for alcohol and drug abuse.

o
fo

lo

to

to

5. This information may be disclosed 1o and used only by The Law Offices of Terry A, Friedman, Lid. and it5 representatives at
518 Pyramid Way, Sparks, Nevada 89431, (775) 322-6500.

6. | understand | have the ight to revoke this information at any time. | vndersiand if 1 revoke this authorization 1 must do s in writing

snd present my wrillen revoeation 1o the healih information management deparmment. | understand that the revocaiion will nof apply 6
inTormation that has alresdy been relzased in response 10 this authorization. 1 understand that the revocalion witl not apply 10 my

ingurance company when the law provides my insurer with the dight to consen! s claim under my policy. Unless otherwise revoked this,
(his authorizalion will expire on the folicwing dale, event or condition:

. 111 fail 10 speeify an expiration due,
event or condition, this autherization will expire in six months,

7. 1 understand that suthorizng the disclosure of this health information is voluntary. | 6an refuse 1o sign this authorization. 1 need nol
sign this form in order o assure ireament. | understand that | may inspect or copy the information 10 be used or disclosed, a3 prewided in

CER 164.524. 1 undersiend Lhat any disclosore of information carics with it the potential [or an un-authorized re-disclosure, and the
information may no be proteciad by federal confidentiality rales. | und

erstand that this authonzation is extended 10 and includes
photostalic copies of this seme execuled medical release. 11 | have questions about disclosure of my healih info

rmation, 1 can conlact iy
medical/healthcare provider's custodian of records and/or billing deperments.
Signature of Patient, or legal representative Date
1 legal representative, relationship to patient:
Witness

Law OFFiel OF TERRY A, FRIEDMARN
518 PYRamMID WaY
SPARKS, NV BB431

{775)322-6500
Fax {775) 322-31 23



