PaspelueHne Ha npegocTaBreHne UNKU packpbiTyue

MHTEerpMpoBaHHOW MH(OpMaLUM O 3[00POBLE

Health Centers (Authorization to Release or Disclose Integrated
Health Information:Russian)

MRN:
Office Use Only
NHdopmauumsa o naumeHTte (Patient Information)
Uwmsa, dammnnusa (Patient Name):
Hata poxageHusa (DOB): (mecau/uncno/ron)
Appec (Address):
lopog (City): LraT (State): Zip kopg (Zip Code):

TenedoH (Tel. No.):

Email Address:

3aperucTtpupoBaHbl N1 Bbl Ha MNopTtane nauueHTa? (obseaute): OA / HET

(Are you registered for the Patient Portal) (Circle)  (YES/NO)

Mony4yaTtenb nHcopmaumm o 3gopoBbe (Recipient of Health Information)

Hacroswmm s paspeluato coTpyaHuKam 1 noctaBliukam meauumHckux yenyr Elica Health Centers:
(I hereby authorize Elica Health Centers, its staff and providers, to)

[J Coo6wuThb: (Disclose to)
[0 3anpocutb: (Request from)

MepcoHa/Opranusaums (Person/Organization):

Appec (Address):
lopog (City): LraT (State): Zip kog (Zip Code):
TenedoH (Tel. No.): dakc (Fax Number):

Email Address:
Cnoco6 goctaBku: [] Mouta [ ®akc [l U3 pyk B pyku [ 3awmweHHbin Email
(Delivery Method) (Mail) (Fax) (Pick Up) (Secure Email)

Lenb packpbitna nigopmaumum (Purpose of Disclosure)

Llenb packpbITvsi MHGOPMaLMM O MOEM 300POBLE:
(The purpose of the disclosure of my health information is)

[0 KoopanHaums yxopa (Care Coordination) [ HOpuaundeckoe/meamuuHckoe paccnenosaHue (Legal/Medical Investigation)

O Cuyeta/nnatexu (Billing/Payment Activities) [1 JlnuHoe ncnons3oBaHue (Personal Use)

O Opyroe (Mosicnume)(Other):
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PaspelueHne Ha npegocTaBreHMe UNKU packpbiTue

MHTEerpMpoBaHHOW MH(OpMaLUn O 300POBbLE

Health Centers (Authorization to Release or Disclose Integrated
Health Information:Russian)

UHcbopmaumnsa, nognexawasa packpbITUIO (Information to be Disclosed)

A paspeLuato packpbiTb CreayoLLyo MHdopMaLmIo:
(I authorize the following information to be disclosed)

[0 Bcsa megmumHcKas MHOPMaLNS 1 3anvucun, B TOM Y1cne MegULMHCKas U CTOMAaTonormyeckas AOKyMeHTaums, pesynsrarhl
nabopaTopHbIX NCCNefoBaHWN, PEHTIEHOB, ANarHo3bl, KOHCYNsTauMK, nevyeHve, peuenThbl.
(All of my health information and records, including, my medical records, lab results, radiology results, diagnoses, consult
notes, dental records, treatment, and prescriptions.)

Oatbl (Date Range):

UMK (OR)

[0 Tonbko cnegytowas uHdopmauus (MosicHnte) (Only the following information (Specify)):

UHdopmauums, nognexawasa packpbITUio (Information to be Disclosed)

A paspeluato packpbiTve cnegyrLe MegMuuHCKon nHpopmMauun, noanexawen ocobon sawmre (42 C.F.R. §§ 2.34 n 2.35;
Kopekc 3gpaBooxpaHeHus n 6esonacHocTu wrata KanudopHua §§ 120980 n 124800) [oTMeTETE M NOCTaBbTE MHULMATbI PSAOM
CO BCEMU NOAXOASALLMUMN BapuaHTamu]:

| 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]

[0 JleyeHne noBegeHYeCKOro 340pOBbS (HE BKIIHOYAsA NCUXOTepaneBTUYECKMe 3aMeTKM) WHnumane :
(Behavioral Health Treatment (not including psychotherapy notes)) (Initials)

[ Pesynbratbl TectoB HIV/AIDS WHuumansl:
(HIV/AIDS Test Results) (Initials)

[0 PesynbraTbl reHETUYECKOrO TECTUPOBaHMS NHuumansi:
(Genetic Testing Results) (Initials)

0 CekcyanbHO-TpaHCMUCCUBHBIE UNWN ApYrne HAEKUMOHHbIE 3aboneBaHns WHunumansi:
(Sexually Transmitted or Other Communicable Diseases) (Initials)

[0 3anwucu o neyeHW ankorornbHOW/HapKOTUYECKOW 3aBUCUMOCTH NHuumansi:
(Alcohol/Drug Treatment Records) (Initials)

O MNnaTtexHble 4OKYMEHTbI WHnumansl:
(Billing Records) (Initials)

UcteueHune cpoka aencteus n OT3bIB pa3pelueHus (Expiration and Revocation)

HacTosiwee Pa3pelleHue uctekaet / / (ecnu pgata He ykasaHa, To AaHHoe PaspellueHne AelCTBUTENBHO
Yyepes oauH (1) rog co AHA MOeln NOANUCU HUXE.
(This Authorization will expire(If no date noted, this Authorization is valid one (1) year from the date of my signature below.))

£ mory oTkasaTtb B nognucaHun gaHHoro PaspelueHnsi, 4To He NOBNUSET Ha MOE NeYeHne Unm onnarty MeauLMHCKOro
obcnyxunBaHus.
(I may refuse to sign this authorization, which will not affect my treatment or payment for healthcare.)

A mory otossaTtk AaHHoe PaspelueHue B nioboe Bpems 40 TOro, Kak MHpopmMaumsi, KOTOPYHO s 3anpocun, byaet nepeaaxa,
HanpasuB NMMCbMEHHOE yBeaoMIeHe 00 0T3bIBe, Kak yKa3aHo B YBEAOMIIEHNM O NpaBunnax KoHuaeHLmansHoCTH

(I may revoke this authorization at any time before the information | have requested is released by providing written notice of
revocation as specified in the Notice of Privacy Practices.)

Authorization to Release or Disclose Integrated Health Information - Russian | Last Revised: July 2026



PaspelueHue Ha npegocTaBrieHMe UK packpbiTue

MHTEerpMpoBaHHOW MH(OpMaLUn O 300POBbLE

Health Centers (Authorization to Release or Disclose Integrated
Health Information:Russian)

Moanuce (Signature)

A noHumato, 4To : (I understand that)

e  [MoanuckiBasi AaHHy0 hOpMY, S pa3peLLato NCMonb3oBaTh/packpbiBaTbh MEANLIMHCKYI0 MH(OPMaLMIO, KaK yKa3aHo BbilUe.
(By signing this form, | am authorizing the use or disclosure of protected health information as indicated above)

e 7 noHumato, 4TO MOSi KOMMIEKCHas MeanLMHCKas MHopMaLms SBNSETCA KOHMMAEHUMaNbHON N He MOXeT ObITb packpbiTa 6e3 moero
NMUCbMEHHOTO COrnacus, ecnu TOMNbKO MHOE He pa3peLLleHO Uu He TpebyeTcs MO 3aKOHY.
(I understand that my integrated health information is confidential and cannot be disclosed without my written consent unless other
authorized or required by law.)

e  Ecnu Ha nonyyeHHyto YacTb He pacnpoCcTpaHAeTCs AeiCTBUE 3aKOHOB O KOH(pUAEHUManbHOCTU MEAAOKYMEHTaLMK, NonyYaTesb MOXeT
3aHOBO PacKpbITb MHOPMALMIO, 1 OHa BorbLUe He NOANEXUT 3aluTe B COOTBETCTBUM 3akoHopaTenbcTBoM. MeamumHckue ueHTpel Elica
He HecyT OTBETCTBEHHOCTM 3a NOCNenCTBUS NMOBTOPHOMO PacKpbITHS.
(If the receiving part is not subject to medical records privacy laws, the information may be re-disclosed by the recipient, and may no
longer be protected by federal or state law. Elica Health Centers shall not be held liable for any consequences resulting from
re-disclosure.)

] Elica Health Centers He 6yayT ncnonb3oBatb/nepegaBatb MO MeQULMHCKYH MHopMmaLuio 6e3 Moero Begoma.
(Elica Health Centers will not use or share my health information for marketing or payment without letting me know.)

° MHe GygeT npegocTaBneHa Konus 3Tol NoanucaHHon opmbl.
(A copy of this signed form will be provided to me.)

e  Elica Health Centers MoryT B3umaTb agMUHUCTPaTUBHBI COOp ANs NOKPLITUS pacXodoB Ha onnaTy TpyAa, KONMpoBaHWE U NOYTOBbIE
pacxogbl. OTAen MeamumMHCKow nHgopmMaummn nponHdpopMupyeT MeHs o Nobbix cbopax 1 opraHu3yet onnary.
(Elica Health Centers may charge an administrative fee to cover the cost of labor, copying, and postage. Health Information office will
inform me of any charges and arrange for payment.)

e  OO6GpaboTka 3TOro 3anpoca MOXeT 3aHATb A0 15 AHel unu B COOTBETCTBUM C TpeboBaHUSMM 3aKoHa.
(Processing this request may take up to 15 days or as required by law.)

e [laHHas dopma cooTBeTcTBYeT TpeboBaHuam 45 C.F.R. 164.508(c), CA HSC 123111(a), & Civil CA Code §56.11.
(This form complies with requirements of 45 C.F.R. 164.508(c), CA HSC 123111(a), & Civil CA Code §56.11.)

e Y MeHs Bbina BO3MOXHOCTb 03HAKOMUTLCS U MOHATb codepkaHue hopMbl aBTopu3auum. MNognuceiBast aTo Pa3pelueHne, s nogTeepxaato,
YTO OHO TOYHO OTpaXaeT MOU MOXenaHusl.
(I have had an opportunity to review and understand the content of the authorization form. By signing this authorization, | am confirming
that it accurately reflects my wishes.)

Mopgnucb nauneHTa/npeacTaBuTeNs Data
(Patient / Representative Signature) (Date)

Ecnu naumeHT ABnsieTca HecoBepLUEHHONETHNUM/HE MOXET NoANMcaTh, a Bbl SBMSETECH POAUTENEM, ONEKYHOM UMK
npeacTaBmTenieM, NOAMNMCHIBAOLLMM JOKYMEHT OT MMEHM NaumeHTa, noxanyncTa 3anonHute crneaytolme nons:

(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)

MUmsa neyaTHbIMM OyKBamMm OTHOLUEHMe K NaLUeHTy
(Print Name) (Relationship to Patient)
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