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Health Centers AUTHORIZATION TO RELEASE OR DISCLOSE
INTEGRATED HEALTH INFORMATION

MRN:

Office Use Only

Patient Information Jlas Sila glaa

: Patient Name _tex ol

DOB (JwlSglola) 1l g gl

: Address gu i

:Zip Code (e 248 :State <l : City s

: Phone Number ¢l o jladi

: Email Address dsasl

Are you registered for the Patient Portal? (Circle): YES / NO  _saS [ (b 1(2ed8s o ah) Saled S aU <l jlaw JU e so U

Recipient of Health Information (& il glaa pAliS ﬂél,,ud

| hereby authorize Elica Health Centers, its staff and providers, to
(G a3 e 05 O e cladd BN ) g ¢ylata S () a8 e A Adbsagnh

4y AiS 4] ) |y cila gl — Disclose to O
J) AL Gl g3 53 | e glea — Request from O

s1oba s/ paddi Person/Organization

;o Address

Zip Code State: City
s 3 S sl g
108l o jladi Fax Number: S o jlad Phone Number

:Email Address
deagl gl

) s, / Delivery Method:

Osas duadl / Secure Email o gogas <dlya/Pickupo os&d/Faxo </ Mail o
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Health Centers AUTHORIZATION TO RELEASE OR DISCLOSE
INTEGRATED HEALTH INFORMATION

Purpose of Disclosure la glea 4d) ) ) haa

:The purpose of the disclosure of my health information is
1) Gl Gl (e e laglaa 4l ) ) Ciaa

Care Coordination sl p Kl []

Legal/Medical Investigation el A $E lidad

Billing/Payment Activities Gl g di ol O
Personal Use addsaldiul O

:Other (Specify) (&S padda) b [J

Information to be Disclosed g 4d))) &L 48 Jla plaa

!l authorize the following information to be disclosed a9 4310 ) Cilaglaa ad3 4 03lal (e
¢l (3o sun coy g slaclilanly (laandld 455}3}3&\) @\:u ‘\.AUIQLA‘)I @L\.\ 4‘51.1:: O s Jali (R (a &) g g Ailaslas (.\Laﬁ O
_\}J LSLAM 9 \Au\AJJ

All of my health information and records, including, my medical records, lab results, radiology results, diagnoses, consult notes,
dental records, treatment, and prescriptions.

:Date Range gl 04 gaaa

OR G

:Only the following information ( Specify ) (&S yaidu) ) cilaslra ki []

Information to be Disclosed 2 94 o4 5312 O 41 o el 4s (Hila glaa

| authorize the disclosure of the following specially protected health information (42 C.F.R. 2.34 & 2.35; CA HSC 120980 &
124800) [check and initial all that apply]:

(124800 s CA HSC 120980 ¢2.35 5 C.F.R. 2.34 42) 23 41} ccal Jlajgi g o culiblaa ) AS ) e Slagles aby 05l (e
s sl 1) 258 Galdd g ali Jg) g LT Jilda ja g 0a) cuade 1) dagapa 3 ) ga alad]

HETVECIPINC RS PR PRTN HIV/AIDS (il )l =i
HET\SIPIRCI P PR S5 sl ile )l i
ioalsd el sl aga ok slag Jlan piba b (S lae sl Jlen O
ioaldd 5 el gl aga 03 35 by IS e Bl s O

HETVECIPINCNE PR PREN Sab s GO
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Health Centers AUTHORIZATION TO RELEASE OR DISCLOSE
INTEGRATED HEALTH INFORMATION

Expiration and Revocation 4abio jla) gl 5 jLie) e

(ol 00 e slamal )5 3l alio Jlal gl cadly sadi (S5 (A5 K1) aaa e s 311 258 el / / a5 4 4o Jla)
(20 Jbiel Js (V) <SG sl
This Authorization will expire / / (If no date noted, this Authorization is valid one (1) year from the date of

.my signature below
il e A5 (6l e o Gleod gladiy ja Al b gl pd n JS Gl 5 23S (6l A dalis Yl b (slaal Sl ) i (e
| may refuse to sign this authorization, which will not affect my treatment or payment for healthcare

c&ywh&;ﬂc)}a\ Jéa.\.ﬁnJS.A JJ\}AL}@LLAMU@)\;\)ﬂd\ﬁwﬁ&u\ﬁ)dﬁ\)\\.} Gé&\ﬁ)ﬂ&u}h“_‘\‘)‘ )\uj&} (Pl A JJ@\}SGAOA
| may revoke this authorization at any time before the information | have requested is released by providing .o sl 1) 4slio jal ¢yl
.written notice of revocation as specified in the Notice of Privacy Practices

Signature L«

1AS alS S0 g alld e e

PR sl odd adidia YL ja4aS J}Luw dy sddichlailaa > Ol slea 44l ) b saldiud o jlal ‘?Jﬁé O sbad L @

80 il el 31 L s o el | o 058 A8 S (s 431 ) W8 (e (S Gl ) s 5 ol Alle yae (e oaaa Clasles i aS Gild e @

e glaa b ey gea o a9 A A o Hlga |y sl 53 Cila glaa Gl (San ‘ﬁmw@\}u@y&w@@mmmgﬁﬁ\ °
a8 50 el 3 sa g 4 il slaa o 5l 53 451 ) Ani 5 4S (saly 43 Kt Jsiese BN 381 5e 2,80 18 (AL L J1a 0l 8 Culea i Ko
S

abi el 535 (S b b saliiul iala y b (b)) b Sl 61 1 e oaa Gilasbaa e gl G0 Gl aa S0 @

L2520 6 0313 (e 4y 0 Liaal ad ) ) (JKSG @

e o Clasbe iy 2 il 50 (a8 ¢ Jla)) 5 (S QS alaa D) el ladiy ja (adis ) Gl (Saa Bl aua S0 @
1)) ) al a5 03 S allae 43 38 43K

IS s el 03 € (a5 48 il jaa by 555 )0 U sl (Sae Gl A (il p (S @

2l cilas Civil CA Code §56.11 5 (C.F.R. 164.508(c) CA HSC 123111(a 45 <kl Laysd ol @

I e sladinl A d\)ﬁuﬁﬁssn%ut dalis Jlal ) sliaal L _e.’\Sd)J}bJ)SJ})A 1y 4alis jlal (:‘)}ﬁo_..\\ Lgbﬁ;nue\mh&\sﬁa.aﬁw )
A3 oe QLA (S My

& Date Patient / Representative Signature
oaiilad [ Jlaw Lzl

If patient listed above is a minor or unable to sign and you are a parent, legal guardian, or personal representative

signing on behalf of this patient, please sign above your name and complete the following:

Liaal ey ol Gyl ) oadii oailai Uy 35018 Cana g yas ¢ ale ¢y O sicdy a5 G Liaal 4y 5al8 L ol 508 (s 303 YU ja 00 583 Jlan KU
€ JeeS ) Claglaa 503 S Limad 353 4l L o lalal o€ s

Print Name JaSw ol Relationship to Patient ey b 4dal
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