Fax Server

10/20/2021 10:54:15 AM PAGE 2/004 Fax Server

MARSHFIELD CUNIC HEALTH SYSTEM

Pabient nome

MEN

D0B

Age Gencer

Release of

Information Auvthorizalion Poge 1 of 2

Patient

Pravious lest aame (if any) Daviime phone number

Address

City State Zlp

[ arshfisid Ciric Health System, Inc. /Family Healt Carter, 1000 N, Ock Ave, Marshfiod, 1 Thor 1-800782-8581, ext, 75657

Who has the
information thatis  |L_J
# be released Address
City State 7Ip
Phone Fex
Name Phong number
To whom the Y —
information shoudd |7 ’
be releosed Address
Cily Site 7P

Medical records or
other records

to be disclosed
Check (v} box(es)
of the records fo be
released per this
request [if minor

is tigning this
authorization,

see section titled

L I Consulis
i Dental

{__ Prescripfions

Medical records: L] ¥eray reports Sbien £
- [ HI/AIDS test resylts
L Hosomi records  [_] Forms/Opinion repor

] Third-porty recond:

t Correspondenca
[ Medicci history and notes .| Surgical raports
[ laboratory/Pathology reports
_CJ Billing/Financia! records L Immunizations ] School records

8y specific doctor, for a specific dicgnosis or a specific date ronge
D Cther, specify
Menial heaifh/cicohoi & other drug sbuse/neuropsychology records:

Specify facility: L_ Marshfield Clinic Health System | Family Health Center

:::;Z“ii::f;m; U Mental healih anp/or L] Aleohet & other drug chuse  arp/or [ Neuronsychology
by mincr) L] By specific doctor, for u specific diagnosis or a specific date range
] Other, specify
Chack [v] boxes balow for the films, slides or phciocrapqa 1o be released per ihis request:
Rutéf:;ogy ﬁfﬁs' [ Original xray of I Moiled date {m/d/y) / 7/
z: qu?f;’r;;his;a (] Phojographs [return locned films /siides within 30 days)
be disclosed (define type ;L Pick up date (m/d/y] / /
[] Pothology slides of By
: . Email (use of encryption required]  Email address
Method of relense [ Paper L 10ther, spacify
Note: Information supplied electronically is in PDF formet and is encrypled.
S84ZAT 0N @ 2007 Marehlield Clinle Hagh Systerm Additonal copy s pati
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Release of information Auvthorization (Continued) Page 2 of 3
Pakeat nome MHR DoGs Age Gendar

l'em & minor and | have received medical care that requires or allows me 1o consent 1o the release of
Special medicol medical records of this care fo my parents or any one else.
record release

b i Check [#} boxes of medica! recerds ko be disclosed:
y minor

(] Outpatient alcohol or other drug dependency care [12 years or cider}
fparant may ciso be required fo sign below)

O inpotient alcohol or other drug dependency care — detoxification only {12 years or older]
(parent may aisc be required to sign below)

] Rape or sexual ossauli/abuse (12 yeurs or older] parent may afso be required to sign helow)

(] Outpctient mantal hedlth care {14 yeors or oider!

] Inpatient menta] heolth care (14 veors or older}

] teuropsychology notes {14 years or cider] {parent may ofsc be required to sign beiow)

] HIY/AIDS test results {14 vears or cider}

] Sexuaily fronsmitted disease {17 years or younger}

L] Pregnancy test {17 years or younger] {parent moy olso be reguired to sign belov)

U 8irth controf pils or devices {17 years or younger} [porent may afso be required 1o sign beleve]

O] Pregnancy-related care or care of newborn {17 years or younger]

] Physician at Marshfield Clinic Health System {e.g. my spouse, porent, child) con access my eleclronic medizal
record (EMR} including but rot fimited fo information abeve fporenf may also be required io sign below]

Patient signature Dete (m/d/y) / /
Check (v} box below fo indicate the renson for the relecse per this request:
5}1&:::;;::; L] Centinving health care needs L] Preempioyment or medical evaluation
L] Disability (] Billing, collection or payment of claims
[ JTranster of core [ Poskempioyment tesfing or medizal
(] Core coordination or case menagement L] Employment determination {norwork-related
() second opinion/referral iiiness or injury)
[ Ipersonal ] Lifigafions
[ ) Financial assistance [ ] oter, specily

This guthorization will remain in efecs

Expiration [ From the deie this authorizafien is sighed undil the day of .
Check i} box
to indicate the ,
expiration per L] Untif the following event accurs, spacify avent

this request L] Other, specity

N
[}

L] Ui you cancel this authorization in writing.

P-ha54T 1019 & D007 Maorshlield Clinle Heald: Syotam Adeliional copy to patient
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Release of Information Autherization {Continved) Page 3 of 3
Paliest nume MH Do3 Age Gender

By signing this, you specificolly autherize the use and disdosure

of the information you selected abeve. You acknowledge that

you have reviewed and understand this authorization form, induding the notices below.

Potient signeture [Pofienl’s legal representativel

Four: 715-221-6992

For any other cuthorizations, incuding but not limited o disabil
eic., send tompleled authorization to: Health information Mane

1000 North Ook Avenus, Marshfield, Wi 54449

Relofonship o soiend]
Py ]

¥ authorizing release of Marshfield Clinic Heolth System medicol
authorization fo: Release of Information, Marshfield Clinic Hedf

Fax: 715-221-5347

Signakire dele [m/dfyl Phone sumber

records 1o an oubside orgenization/person, send completed
th System, 1000 N. Oak Ave., Marshfield, W1 5444%
£-muail: medicolrecords@marshfielddinic.org

ity/FRALA forms 1o be sent fo insurance companies, employers,

gement, HM2, Marshfield Clinic Health System,
E-meil: disability @ marshfielddinic.org

Redisclosure netice to patient: i the person|s] and/
or arganization(s) listed on the front side are not health
care providers, health care dearinghouses, or heulth
plans, the healih information disclosed as a result of your
authorizetion may no longer be protecied by the Federa!
privacy stundards if such person(s) and/or organizations]
recisclose your heaith information.

Distlosure nofice o recipient of patient heaith
gare records: Unless otherwise authorized by Saction
146.82 of the Wisconsin Statutes, you are prohibited from
making any further disclosure of patient health care records
without the specific written cuthorizafion of the person who
is the subject of such records.

Disclosure notice fo recipient of mental health,
aicohol and/or drug treatment records: This
information has been disclosed to you From records

whose confideniiailty is protecied by federal law. Federca!
regulations {42 CFR Part 2} prohibit you from meking any
further disclosure of it without the specific wriften consent
of the persen who is the subject of such informetion or

us otherwise permitted by such regulations. A general
authorization for the relenss of medical or other information
is NOT sufficient for this purposs.

Your rights with respect o this authorization

* Right fo receive copy of this quthorization - You have
the right fo recelve a copy of this authorization.

@ Right to refuse fo sign this cuthorization — You hava
the right to refuse to sign this authorization. The
personis) and/or organization(s) listed above may not
zendifion treatment, pavment, enrcilment in o health
plan or eligibility for health care benefits on your
decision fo sign His cuthorization except regarding:

-~ ressarchreluisd reatment

~ health plan enroliment or eligibility

- the provisien of health care thot is solely for the
purpose of creating protected heglih information for
disclosure fo o third porty

® Right fo withdrew this authorization - You understand
that if yeu want to cancel this authorizetion, you
raust do 5o in writing. To obtain a form to concel this
quthorization, you moy contact the Hedith information
Management [medical racords] depariment. You
understand that your cancellation will not be effective

s fo uses and/or disclosures of your hedith informa-

ton that the person(s) and/or organization/s) fisted
above have made prior fo the receipt of your cancel-
lation form. Yeu understand that if the authorization.
was oblained ¢s a condifion of obtaining insurance
coverage, other law provides the insurer with the right
fo contest o claim under policy or the policy itself.

* Right fo inspect a copy of the healih information
to e used or disclosed ~ You understand that you
have the right fo inspect or copy [may be provided
at o reasonubie fee} the health information you have
authorized to be used or disclosed by this autherization
form. You may arenge fo inspsct your health
information or obtain coples of your health information
by contocting the Health Information Management
{reedical recerds) depanment.

® IV fest results — Your HIV test results may be relecsed
without your authorization fo persons/organizafions
that have cecess undef Wisconsin low and a list of
those persens/organizations is available upon regusst.

o Mental health rectiment records ~ You have the right
fe inspect and receive a copy of your menial health
ireatment records fo the extent required by HFS 92.05
ond 92.06 of the Wisconsin Administrative Code.

PLEAZA (10/19] € 2007 Marshfed Clinic Heollh Systam
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