
AUTHORIZATION
PROTECTED

FOR RELEASE OF
INFORMATION tlanfo.d Oc@padonal Health Se.wis

(Name of Individual) (Social Security Number)

(Da!4ime Phone)

authoize CSC Haniod Occupational Health Services, P.O. Box 150 c3 70,

(Date or Birth)

Richland. WA 99352

MARK ITEI'S NAI'E AND ADDRESS OF INSTITUTION

E to discloseto

E to exchange with

E to receive lrom

INFORMATION TO BE DISCLOSEO

Medical

INFORMATION SENT:

tr
tr
tr
tr
I
n

ECG results

Exam rcsutts:

Behavioral Health

Psychological testing

Consultation

Psychological Repods

tr
tr
tr
tr
tr
tr

(Specily Date)

E otrer:
(Ptease specry)

PURPOSE
E $atus report
E Treatment monilodng

E Other:

E
tr

D
tr Courvlitigationielated Counseling,/therapeutic value

(Please specify)
Notification to patjenuclient 'Some or all of the responsive documents being provided in tulfrlling this rcquest include Protected Heatth
Information/Personally ldentifiable Informatjon (PHl/Pll)including but not limited to name, sooalsecurity number, and date ofbilth "

This authonzation wjll expire on: (date) (an evenllhal relai6 tolhe patien0

lfthe disclosure ofPHl/Pllis to a financial instrtution oran employerfor purposes other lhan payment, thrs release rs valid for and erpr!=
in 90 day's trom date ofsignature.

I undersiand that information about my case is confdential and may be protected by tudeEl and state law I understand that once
disclosed, this infomation may be re-disdos€d to otheE and thatthe inlomation might notbe prctected under state and federatpivacy
tegulations once released. I may revoke this authorization at any time by writing to the above-named prcvider, but I underctand that the
cancellation will not affect any use of info.mation that was akeady released before the cancellation. lunderstand thal the provider may not
condition tfeatmenl, payment, enrollment or eligibllity for benefits on W]ether I sign this authoization I underctand that I have the nght 10
inspect or rcquest a copy ot the health infomaton disclosed under this autfroization. I underctand what this aulhorization means and I am
satisfied with any explanations I may have requested or received. I c€rtiry that I have been prcvided a copy ofthis signed authoization

This disclosure authorizatjon is speofic€lly intended to include any €fercnces to diagnosis, testing, and/or treatment for communicabte
disease, including sexually transmitted disease (e 9., HIV/AIDS/AIDS-rclated illnesses), mental health services governed by RCW 70.24,
ordrug and/or alcoholservices govemed by 42CFR Part 2.

This infomation has been disclosed to you from recods protected by tuderul confidentiality rules Clitle 5, U S C., Sec552a,42 CFR SS
160 & 164, and 42 CFR Paft 2). Federalrules prchibit you from making any turtier d sclosute of this information unless turther dasctosufe
is expressly pemitted by witten consent of lhe p€rson to whom it concems

Patienvclient Signatute
(lf Palienvclient is 1 3 yea6 of age or older, hdshe must sig. @nsenr fom.)

Date

PaGnVLegal Guatdian/Responsible Olher Relat|onshrp

PRIVACY ACT PROTECTED

Disfibulion: \MllTE - Mediel RMd YELL@V - Wnh infomation when Eleased PINK Tid(br 8C880G079.3 (04X1)


