AUTHORIZATION for USE or DISCLOSURE OF
PROTECTED HEALTH INFORMATION
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PATIENT IDENTIFICATION: J5 2 &}

Patient Name: Last First Middle

i B4 e 4 th 4

Patient’s Date of Birth: Social Security Date(s) of Treatment:{3: 5t H HA
(MMDDYYY) Number: From Date ¢

AHHH E) 2Rk To Date &

Purpose of Request Eig5 HHAY: [ Continuing Care #4518 (1 Personal Use {[i§ A{#f [ Other H'E

| am the: [J Patient j5 & [ Guardian 53 A\ ] Legal Representative AE{FE A

RELEASE TO: Ys{f: A

Name: %44

Address:{3:4f:

City, State, Zip

Phone Number: Z&E:&E Physician FAX Number:EEE{H E
EXPLANATION OF CHARGES FOR REQUEST: & H

O FAX BEIZIR (RE) [ As an employee Jg& 5 (R%%)

T PICK UP J5 £ 5 Bl(F—5E4KUZ 0.25) 1 For subpoenas {#HE2E ($15 55 \ %)
[ MAIL #25 (—5RARUL 0.25+F %) [ For attorney AT (FEfT)

TYPE OF INFORMATION AUTHORIZED TO BE RELEASED: F&##EFTaE it

1 Discharge Summary H[E48%5 (1 Pathology Report {§7#;75 [IFace Sheet Only F:AZE )

] History and Physical 5 52 f1f&f@ [ Lab Report faks# o 1 X-Ray Report Y&

1 Consultation @2 1 Operative Report it 1 Emergency Visit &2 0 8%

[ EKG Report EKG #+5 1 Anesthesia Report iiifiéf#i<:  [Rehab Visit /87230 $%

1 Cardiology Report /[ 25 [ Gl Surgery Visit Kigtesc#t [JAmbulatory Surgery 952 FilTE0 %
T Other ¥ I Newborn Record #4E5{z08% [ Clinic Visit 227EC5%

71 Exceptions, Please specify information to be withheld {FI4M& @ 5+ EE &S B

NOTICE OF RIGHTS AND OTHER INFORMATION: fEF|FIHE T E = EIE ©
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Health Information Management Department
Whittier Hospital Medical Center

9080 Colima Road

Whittier, CA 90605
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SIGNATURE: Patient or Legal Representative : i AERE AL
Signature: 44 Date: HHH Time: B[]

Printed Name: TFf&44 Legal Relationship to Patient: & {CHE A

REVOCATION OF REQUEST : Z5>KIFFH A

(1 1 would like to revoke this Authorization for Use or Disclosure of Protected Health Information

request. FRAEHEH FH AR B AR K -

Signature:(J5s A3 EERE A Z44) Date: HHf Time: B[]
Printed Name: (Ji5 A 204 E R A FRES) Legal Relationship to Patient:}:=E{LE A
WHMC Staff Verifying Signature: &z %44 Date: HHf Time: BE%fY

OFFICE USE ONLY: B[t A & H

Identity of requestor validated by:

[ Driver’s License or Picture ID Card(place copy with request)

1 Original Death Certificate(place copy with request)

1 Healthcare Power of Attorney(place copy with request)

WHMC Staff Verifying Signature: 5[5t gx %4 Date: HEHH Time: BFfE]
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