Authonza’aon for Release of Informaﬂon '

,Iauthenze : S L AU
- (NAME OF PHYSICIAN OR ILEALTH CARE PROVIDER AUTHORIZED TO USE OR DISCLOSE ]NFORMATION)

S The below mgned paﬁent parent and/or the patzent S personal or legal representamfe
=hereby requests ahd directs you by the authonty of the confidenfiality of the Medlcal
~ Information Act, Welfare and Institution Code Sections 5328 and 42 CFR 2.3, et seq.,
Health Insurance Portabﬂrry and Accountabﬂlty Act 0f 1996 (HIPAA) 45 CFF 164,
“to release the information described below to a representative of Gemini Duphcahon,
'~ Inc. Gemini Duplication, Inc. is authorized by the patient and/or the patient’s o
representatlve a:nd the patlent’ S attomey to recelve the mformatlon pertamg to:

- Patlent/ Employee
AKA:' I :
-.SOClal Secunty No ": ' o Date ofBu'th
:lRepresentmg Attomey R L :

-' For the purpose of: aiding the patlent or patlent s attomey in determmmg the namre
and extent of a claim for injuries and disabilities and to establish the Hability for

beneﬁts expenses eompensaﬁon and damages.

~ This mformaﬁon is Timited to the foHowmg type and amount of mformaﬁon
(Any and All Informaﬁon unless otherWlse specz:ﬁed by ‘Lype and dates Where

' approprlate)

E] Any and all Medjcal Reoords - E] For the last ' years

[ ] Consultation Reports. - : “[ ] Patient Billing Infonnatlon
[ ] Progress Notes ' [] Immunization Records -
] Laboratory, Pathology Reports - From =~ . . To
[ ] Radiology / Imaging Reports From To-
] Actual X-Rays, MRP’s, CT Scans From To_ =
[ ] Personne] & Wage Records '
1] Other
Initials/Consent

This atthorization conforms !o C‘aﬁfomra Civil Code Section 56.11 and 164,508 — Pg. 82811 of the Federsl Regisier, Dec, 28, 20007 Cali fornfa Welfare and
!nsﬁ!ufions Code Sections 5328, 42 CFR 2.31, and aff Hea!th Information Portability 2nd Accountabitity Act of 1956 (HIPAA) 45 C.F.F 164 reqm.femenf&

GEMINI DUPLICATION




DISCLOSURE REQUIRING SPECIAL CONSENT

- My 31gnature below specLﬁcaIly authorlzes the release of heaitheare mformatlon - ‘.- DeLirhy
' ".relatmg to the testmg, ‘ : T S

Dlagnosm or treatment for; (znzﬁal appro_pnaz‘e areas)

HIV/AIDS vitus. - 2 o

* . Mental Health/Psychiatric Dlsorders

_ _,Sexuaﬂy Transmitted Diseases . . ) . ‘
‘Drug, AlcohoI Abuse/Treaﬁnent Lo _' ' E R

nght to- Revoke I understand that Thave a nght to revoke thls authomzaﬁon at
any time. Tunderstand that my revocation must bé i in writinig and present to the - -
Health Information Management Depar’rment 1 understand that the revocation’ Wﬂl .
. not apply to information that has already been released.in résponse to this o
" authorization.. T uniderstand that the revocation will not apply to my insurance .
company when the Iaw provides my insurer with the nght to contest a claim under my C
policy. Unless othermse revoked, this authonzatlon W}Jl explre on the followmg date. "

. event or condmon s

Explratlon Ifa spemﬁo expz;ratlon or event 18 not prowded, thls authonzatlon
shall remain valid for a petiod of one year from the date signed and a copy of this
authorization is as Vahd as the orlgmal ‘An orlgmal authorizatlon is not required to

" be shown

‘Neither treatment, payment enro]lment or ehglbj_hty for beneﬁts will be
conditioned on my providing or refusing to provide this authorization, I understand
that I may inspect or copy the information to be used or disclosed as provided in- CER --
'164.524. Tunderstand that any disclosure of information carries with it the potential
~ fot'an unauthorized re-disclosure by the rec1p1ent and the information may not be’ . -
-protected by federal conﬁdentlahty rules. If L have questions about disclosure of my
health information; I can contact the Director of Health Informahon I understand T

have a nght to receive a copy of ’dns authorlza’tlon

(Signature of pati\ent,. parent and/or legal guardian) Date

~(If signed by ofher than patient, indicate relaﬁqns_hip) ~ Date © !

Thfs authorization conforms fo California Chvil Codé Section 56.11 and 164, 508 -~ pg. 82811 of the Fede.ral Reg.ster Dec, 28, 2000: Caliiomia Welfare and -
Insﬁ?u#ons Code Secbons 5328, 42.CFR 2.31, and all Health Information Portabiify and Accountabilfy Adt of 1956 (H!PAA) 45 C.F.F 164 requirements. :
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