Patient Name (print) Date of Birth / / Phone number
Address: City State_ Zip

I, the uhdersigned, authoiize the disclosure (release) of, o request access 10, the Protectet! Health Information (PHI) fror the

heaith records of the above ramed patient 1o the individua! or person{s) or organlzation(s) as follows:

From: (the entity to disclose the records) To: (the entity to receive or have access to the records)
Name Name
Address Address
City State Zip_ City State, Zip_
Phorig Fax Phohe_ Fax__..
Dates of Service: | authotized this disclostire as follows- Begln (date) End {date)
COMPLETE ALL 3 BOXES CHECK ALL THAT APPLY
Specific patient information to be | Disclosure of specific *Protected Specific purpose for the patient
disclosed or accessed: Health Information (PHI): Do you want | information to be disclosed or
[ Legal medical record the following information to be disclosed | accessed:
[[] Discharge / Death Summary or accessed? [C] Continuity of Medica! Care
[ History and Physical Exam YES NO [_} Insurance Coverage or Payment
[1 Operative Reports AIDS/HIV and other [ Worker's Compensation
[ Radiology Reports [ Images Lo /HIV and other 1 Military
[2 Lab / Pathology Reports . Gommunicable Disease ] School
E Erogreﬁsfl\lotes [0 L] Genetic Testing O Socral Secunty / Disability
onsultations Eveantinm: i . 1 | Legal
] Emergency Room Record :,E""eﬁ?"’?' PR listed above may NOT | 5 AfThe request of the ndwviduzl
(] Demagraphics / Face Sheet ¢ re-gisclosed. | Other
O Billing Records **If requesting psychotlerapy notes,
2 Other please complete separate release form

| understand that Summit Healthcare Asscciation (Summit) will net condition treatmant on my signing this authorization. Summit
will not deny me treatment if | do not wish to sign this authorization form. | may refuse to sign this auvthorization form. | also
understand that | may revoke this authorization at any ime, except if and to the extent that Summit has aiready taken action in
reliance on this authorization. To revoke my authorization, | can send a written request to Summit Health Information Management
at 2200 E Show Low Lake Rd., Show Low, Arizona 85901
This autherization will expire on the following date:
ar if left blank, the expiration date will be one year fiom date of signature below

Format requesfed and provided:
[ Translation
[] Faxed to the requestor

| understand that my health information may be subjec! to re-disclosure by the [ Mailed fo the requestor

recipient. If this information is re-disclosed by the recipient to a third party, the [ Mand delivered to the requestor
information may no longer be protected under federal privacy regulations. O Encrypted Email to the requestor

} understand the matters discussed on this form. | release Summit, includirg its LI Email {1 have informed the patient
providers, employees, officers and directors, medical staff members, and business that unencrypted email is not secure},
associates from any legal responsibility or liability for the disclosure of the above [] Released to Patient Portal
information to the extent indicated and authorized herein. [] Other format:

Records raleased hy:

Patient Sigivature {provide photacopy of picture 1.0.) . Date / : Name Printed Department
Medical Record #

Signature of Legal Representative Relationship to Patient {or)

(provide photocopy of legal document and photo ID) Description of Authority Staff Signature DatorTire

/\(\\ Summit Healthcare

Pt Name: 2200 E Sh Low Lake Rd + $h L AZ 85901
. w Low,
Acct# MR# oW Law Lake 0 L1
. . 227 {08/23)
o o - AUTHORIZATION TO USE OR DISGLOSE PROTEGTED

Summit Healthcare Regional Medical Center
HEALTH INFORMATION

i




