~ Manet Gommunily Health Center
Ikt dbudvablil o Bicknel S!reet§
Qumcy MA 02169'

“Secumd Fax Ltnes 31?-454-8573
B  317-454-8567

" Authorization to Release and/or Obtain Protected Health Information

e B e e B
Address: Gity: ‘State: Zip:
Emai . APhomes(Hy B 1 DN ST

| hereby authorization Manet Community Health Center, Inc. to (please check one box only) [J Send my health information to

Name {of facility):

Address: City:__ i State:__ Zip:

Phone: 7 = Fax#. Email:

Format of information to be released: {please check box) [] Paper [} Fax ] Encrypted CD

|[3 1'wish to pick up my records: (medical records will contact you when ready for pick-up)

Please specify infofméﬁon to ge rél“éased or gbtained: cheék all that apply: only checked items will be released

D Comp!ete Records D Partla! Records {Iast two years} [I] Lab Results D Immumzations Cl Medncatwn List
E:I Imaglng Repor{s D PrenatalIGYN Records D Eye Records E] Problem List D BehaworaIIMenta! Health
O HlVIAEDS ResultsITreatment D Domesttc V:otence D Abortion D Genetlc Testmg D Sexua!ly Transmmed Dtsease

EI A!ccholiDrug Ai:use D Rapa Sexual Assauit El Chiid!EIderiDlsabled Abuse

Purpose for requested Information: [7 Legal [ Insurance [ SpecialistProcedure [ Transferring out of Manet [ Other

By signing this authorization, | understand that:

« This authorization will remain in affect for 90 days after the above date or as specifiad:

+ Requests for copies of medical records are subject to reproduction fees in accordance with federal/state regulatians

= | have the right to revoke this authorizaticn at any time. Revocation must be made in writing 1o the Medical Records Depanment. Revocation will apply to
information that has afready been disciosed in response to the authorization.

» Treatment, payment, enroliment or eligibility for benefits may not be conditioned on whether | sign this authorization

e | also understand that this information may be re-disclosed by the recipient if the recipient is not required to follow the privacy regulations or statules.

‘I have read and understand the terms of this authorization.

Pationt/Parent/Legal Guardian Signature - Dt




