The Medical Cenier of Elberton, LLP & Elheit industiial Medicine, LLC’

Authorization for Disclosure of Protected Health Information
- ] Revised 04/2002

3y slgning thie authorization, 1 authorize : , an employee of The
viedical Centar of Elberton, LLP and/or Elbert Industrlal Medicing, LLG to use and/or disclose certain protested heailth
nformation (PH() to o for the party or parties listed below.

Patfent Name (please print): _ Birthday: S8N:

What PHI may be used or disclosed: v

This authorizafion permits The Medical Genter of Elberton, LLP and/or Elbert Indugtrial Medlcine, LLP to use or disclose the
following PHL: ' '

Plaase chack which Information Is being disclosed and Include descriptions where necessary.

Mame 88N Address *__ Date of Biith Talephone Numbars Acoount NUmber/CGharl Number

—__Data{s) of service

Dlagnosis ‘ ' Codes . )

———

_ Medical info summary disclosure

Purpose of PHI Disclostire

Requesting Records/PHI From

Name:
Addrass: ' :Clty: _ . Stata: Zip:

Porson/Entity and Address for Records/PHI To Be Sent L

Parson/Enfity Name

Contact Person

Address A . - .
City ' ‘ - ' State Zin .

Phone N umbér Fax Number -

| understand that wher my PHI is disclosed pursuarit to s authorizatlon, It may be subject 1o re-disclosura by the reciplent and may no longer be pratectad
by the Federal HIPAA Privacy Rula. | have {ha right to teveks this authorization in wiiting, gxoapt {i) fo the extent that The Madical Genter of Elberfon, LLP
and/or Elbert Industrial Medizine, LG has acted in rellance upon thls authotization: or (I o the extent that the authorlzation was ohtained as a condltien of
obtaining Insurance goverags, thera is no other faw that grants the Insurar the right to contest & clafm under the policy, | undarstand that my revoceatlon must
be submlited In writihg to the Practlce's Privacy Official at 108 Collsge Avanus, Elberion, GA 20625, by sending a weitfen request stating that [ wish ta
revoka this authorzation to the atlention of Chief Privacy Offlolal, | undarstand that The Medical Center of Eherton, LR and/or Elbert Industrial Medlcine.
ELC may not condition ireatment, payment, and any nacessary healtheare operations on whether | sfgn this authorlzation,

Signed by: ' Print Name:
(Signaturo of paflent or parsonal representative)

If not signed by patient, pieése state authorlty o act on behalf of the Individuaf: _ _

Unless otherwlsa noted, this authorization will explre In 180 days , : .

For Office Usa Cnly: |

Signahire of parson making disclosura: Date:
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