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Address: 3616 WHITE RIVER DR.

UrSOUthweStern Patient Name: ALAN FRANCIS LEE

DALLAS

X 15287-4812

City
Authorization to Disclose MRN:

State Zip

Protected Health Information DOB: 12/11/1945

SEX: M

Return form to:

Health Information Management — Release of Information Fax: 214-645-9141
5323 Harry Hines Boulevard Email: Medical. RecordsaU

Mail Code 8525
Dallas, Texas 75390-8525

Patient Notice — Please complete this form in its entirety.

TSouthwestern.edu

A. Purpose: I understand that the information is to be released for M,,, tollowing purpose . (Check all that apply)
[WPersonal Continuity m‘ Care Ll Ei‘zsumﬂcﬁ "§ Hling X0 Legal [ Other: v/ ] H ¢a 1T Cart
B. Receiving Facility/Individual: [ understand the information requested will be released to the followin g: (Check one)
Self / Email ) B -
[_] Requestor Name/Facilitv Name: - ) Altn: »
Address: B City: State 2
Phone: Fax: Email:

C. Format Requested: || Electronic  [] Paper [(Whiedia: CD/DVD (check one): O Encrypted Unencrypted

Note: ’ mf:rL is soI
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A
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this format or any risks {e.g. virus) pa}tuhmiia introduced to vour computer/dev
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1 of rh% *fh..:h a ? rty could see your mformation without vour consent when recetving unencryvpted electronic media. We are not responsible
iy i3

ice when receiving PHI n electronic format

ronically if not otherwise ::‘-;pea.fﬂ >d. If unable to accommaodate electronic delivery a,hf::ﬂ an alternative method will be provided.)

ally; additional information may be required)

Other: [ Fax Yickup (Acceptable 1D required) Hm L1 Other, specify: o
E. Information to be released: (Check all that apply) 4bbreviations used - History and Physical (H&P); Discharge Sunumary (135),; Procedure/Operative Report
(OP): Physical ;?zs;.;ﬂ;,{ir (P1}; Occupational Therapy (OT}: .5_;.33@{3?3 Therapy (ST} Electronic Health Infor ,rmff.f};; (EHID
['_'| Abstract Hospital (H&P, DS, OP. Consult, progress notes, diagnostic W Radiology/Dental/Ophthalmology Images: (Cirele one)
reports) Procedure: I‘l R’j J 7",« )rs’ TR '
ﬁiﬁﬂtfﬁﬁt {linic {iE, Progress EEO”’EE dia AgROSIIC Feports) O Ke ;‘}gfh} {Onl y O }1}1{}'&%; Onl *a‘, @'ﬁﬂp{jﬂ*ifg gl hnﬁﬁ'?g
gi}mfﬁu Reports (H&P, f}b OF. Consult, progress notes) j bﬂ-Lhiatia.;Bgi‘}ag.rig} 1 He gmi’a | )
Lherapy Notes f’f"f 01, 5T, ___I Regearch: -
Discharge Summary (DS) Student Health:
Procedure/ }?5 ?"fii“%ﬁ" EE.. ort (OP Cardiac Cath) Radiation Oncoloov: -
[A Pathology Report Home Health: T
7 Lab Employvee Assistance Program (EAP):
Luslsfm Biling Statement Immunizations
|:l Substance Abu IS¢ '5 herapv Records (Please check if authorized to EHI Export Yile fnachine readable format oniv)
release as part of this quest) ;%;m:am Doctor/Location:
[ ] Hﬂ ,:A: IDS Records ¢ ,Fa’»-z:,h e check if authorized 1o release as part of this H Other: ‘ =
Cquest) = st
[ ] 'G netics Records (Please check if authorized to release as part of this -
reqguest) -
F. Date range or date of service:| | Last 2 years or[ ] From: Jsils 319 To: 7 =7 - 20A G
G. Acknowledgement: (Month/Year) (Month/Year)
¢ I hereby authorize UT Southwestern Medical Center to disclose y protected health mlormation (PHI). A valid government-issued photo ID will be required for
patient *‘*rr;{;_,;;f and 53{}1‘3.“.?%.{1&-‘3’{%&5%;; pm poses. { unde E‘-J’hj a pmﬂfﬂﬁéﬂg and shipping fee may apply.
¢ | understand that the record provided may be incomplete & {Iﬁi mnai documentation will continue to be added throughout the course of my stay. I understand that
I may request a complete copy at approxis rmam 30 J 1y post discharge.
¢ UT Eé uthwestern will not condition treatment. pavment, m*ri*mi nent or eligibility for benefits based on the completion of this form.
¢ This S'pu; { ic authorization form does not authorize the release of Substance Abuse Therapy records needed for civil, crimmal, admumstrative, or legislative

proceadings. A separate "Authorization to Disclose Substance Abuse Therapy Record"” must be completed.
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¢ [ understand that the records used and disclosed pursuant to this authonzation may include information relating to: Genetic counseling: Human Immunodeficiency
3

Virus {HIV) or Acquired Immunodeficiency Syndrome (AIDS) treatment.
& undﬁr nd that I may revoke this authorization in writing at anv time, except to the extent that UT Southwestern
revocation should be &dirmm,. to the Release of Information ?}w;z tment. Unless otherwise revoked. [ understand that a;i"*

expires 15 180 days from the date of

L
“signature. A photostatic copy of i:mfa a7 ?i'i’z{"st‘z?ﬁiu}ﬂ 1S :,::m*;:aiaibra:_-d as \ --r_ahd i:‘ii ﬂh original.

has relied on this authorization. The written
¢ date or event upon which this authonzation

¢ 1 understand to the extent that any recipient of this informy mm as identified above, is not a "covered entity” under the Federal or Texas privacy laws, the information
may no longer be protected by Federal and Texas privacy law once 1t is disclosed to the recipient, and, therefore, may be subject to re-dis closure b vy the recipient.
¢ [ understand that according to C‘ha;ﬁ:@r 159 of the Texas Occupational Code Section 159.005 (e) and HIPAA. a re-disclosure could be made from records received

from another health care provider involved m my care or treatment.
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Jatient's Printed Name Patien Date
*Legal Representative's Printed Name Legal Representative's dignature Date
lf representative, please specify relationship to patient. *Note: Proof of legal authority will be required for legal representative:
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