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Authorization for Kaiser Permanente to
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HEALTHRECORD NG,
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T authorize Kaiser Permaneateé 1 réléase the following information for the purpose of

Déééripﬁéﬂ.:bf infonmation o be used/disclosed (Beag _Speéiﬁi:: 28 possible):

G All records related 16 (describe):

0 Xerayfilms (describe)

0 Other (deseribe): -
Please send my protected health information 1o

NANE OF PERSON TO RECEVE INFORMATION

TRTLE PRV GICIAN, ATTORNEY, ETC) FHONE NUWBER
STREET ADDRESS
LY STATE AP CONE

i the information 1o be vsed/disclosed contains by of the fypes of records ot information lisred beltw, addiional laws relaiing io

the use and téisciosu_rs_'ef the information may apply I understand and zgrée thar this information will be used'or disclosed if T

placemy jaitials in the applicable space dext o the type of infoimation
e Drog/Aleohiol diagnesis; treztiment g referral information

- Mental Heglth informyation ~ incliding provider ntes

e HAIDS ifonmation
o Genetic testing inforination

s

Timderstand that the information used or disciosed pursuant o this snthorization may be subject 16 redisciosure and no longer be
protected under federal Iaw  However, I'also undersiand that federal &r state Jaw may restrict redisclosure of drug; aleohol diag-
‘nosis, treatment or referral information, mentaf health-information and genetic testing information
You do not need 1o sign this avthorization. Refusal o sign the authérization will not adversely affect your 4bility to recefie health
care. services or refmbursement for services  The only circumstance wheh refusal to sign means you will not receive health care
service is if the health care services are solely for the purpose of providing hedlih informaion to someone eise and the authoriza-

tion 1s necessary 1o make that disclosure

You may revoke this authorization in wesifing at any e For Drug and Alcohol records. yon may revoke this authorization orally
Or in waiting atany tme X you revoke your authorization, the information: described above may no longer bé used or disciosed

undone: To revoke this authorization, p ]
at 16220 SE Sunnyside Rd , Clackamas, Oregon 97015

for the purposes described in this writen authorization Any use or disclosure already made with your peimission cannot be
lease send a wrillen staternent 1o Kaiser Permanerite, Release of Mformation Depanuens

- and state that you are reveking this authorization To revoke this authoriza-

tion orafly, please call Rélease of Information at 5033713051 and state that you az¢ orally revoking this authorization
revoked, this authorizanon expives withinl 12 months i Oregon and 90

1 have read this authorization and T understand it Unless
days in Washingion:

TIGIATURE OF INDIVIDUAT OR PERSONAL REPRESENTATIVE

DESCRIFTION OF PERSONAL REPRESENT ETIVES AUTHOARY

R
Iy signa
exceed the balance of my account.

X

SIGRATHRE OF INDIVIDUAL OR PERSONAL REPRESENTATIVE
OTD2-1758 &/23/0% Medicat Reporis/PC

X

DAIE:

0 identity/Authority verified
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below anthorizes payinent by my insurer to the yﬁy;sicxanfhs;}ifai ou benefits due to-me but not 16
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