W MAYO CLINIC

Authorization to Disclose Protected
Health Information by Mayo Clinic

Patient Name ; ' Date of Birth

Address . : .
Mayo Clinic Medical RecordNumber : Daytime Telephone Number

I hereby authorize Mayo Clinic Arizona (“Mayo Clinic”) ta disclose the following Protected Health Information
pertaining to the above-referenced patient. S o '

Q Abstract* o .

*Abstract includes: For hospital records - History & Physical, Discharge Summary, Operative/Frocedure Reports,
Gmergency Departmunt Report, Consnltatinn Report and all test resuits. For dinic records - General Medical Exams,
Subsequent Visit Notes, Consultation Reports, Operative/Procedure Reports and all test results. Abstracts are pre-

pared for the two mast recent years.
Specity physidanfprovider names and dates/date ranges, when known:

B THacharge Summary O Clinic Visit Notus O Radivlogy Imaging Films
Q T« & Dhywical . O X.rayfimaging Ropoetn O Parhology Slidas

0 Daily Progress Notes " LU Laboratory Repo U Bithng Statement

Q Physician Orders U Pathology Keports 0 Other:

O Consultation Reports - :

0 Emorgengy Dapt. Report

1 underoiand thio suthorization covers rucurdoe zulutlang éu venmanuasioabla dissaces, avwwived i defss

syndrome (“AIDS”), human immunodeficiency virus (“HIV”), behavioral and/or mental health care, alcohol and/or
drug abuse treatment, and genetic testing, if any such informatior exists. ,

Such records shall be disclosed to:
Name of Person or Entity
Address

City, State, Zip Code

Thio informetion will be dicclozed for the following purposei{c):

1 understand that Meys Clime with nod condifinn trratmont an wharher I aigin this outhorizanorn.

T cerduambosnd thaat 1 b o Llie wicliut bo weveley fhic ambbmrsnnb mre ad s bHsca Y en tha : AL LAY Ll e MRS
already raken action an rellance on it T understand thal Lo vrder W tevule this aulli izativig L asal Qv ov i weiling
and procoat my written revecation tor Maye Clinic, Attontion: Madical Records Deparbment, 19400 Rast Shaa
Boulevard, Scottsdale, Arizona 85259, I understand that the revocation will not apply to information that has already
been released in response to this authorization,

' understand that this authorization will expire one year from the date of signing unless otherwise
specified:

I understand that, if this mfo:mahon is disclosed to a third party, the information may no Jonger be protected by -
federal privacy regulations and may be redisclosed by the person or entity that receives the information.

Signature Date

_ Print Name _ _ Relationship to Patient (if notpatient) |
P NED 0 O

Any questions related to.the release of information may be directed to the
Mayo Clinic Medical Records Department at 480-301-8500. MCS 7602/R0604




