T NEITHRIPE

HOSPITAL

NH8010 English - Spanish - Korean
Patient Name (print first and last name): Date of Birth:
2tXt O|E (0| S 2t A HXtA|) A
Previous Name, if applicable: Preferred Phone #:
OlF 0|5 (sEEE E2) olefg Mz
Street Address: City: State: Zip:
CE2H A EA = (?)

1. WHO CAN RELEASE MY HEALTH INFORMATION: / #5t2| 712t HEE ZIHE 4 U= 9| = A[M:
I hereby authorize the facilities listed below* to disclose my health information to the person/entities listed in Section 2 (check one or
more): / 2212 O|2M Otz EA|E! CtS A|H0| 2Qlo| 1 HEE 2H ol HA|E! AR/ A S7HE 4= Y= SQIRILICE (StLt EE= O o] &0
M2 EAISHAIR):

NORTHSIDE AFFILIATED FACILITIES / NORTHSIDE A€ A|4:

[J Northside Hospital Atlanta [ Northside Hospital Forsyth

[ Northside Hospital Cherokee [J Northside Hospital Gwinnett

[J Northside Hospital Duluth ] All Northside Hospitals (does not include Behavioral Health) /
[J Northside Hospital Behavioral Health Services 2= Northside S (dE 21 A|E2 ZSE(X| 942)

[ Northside Affiliated Facility/Practice (specify name) / Northside ZIZ A|Al/ZI 2 A (FA|ZQ1 HA 7|xH):
*| understand that my medical record may also include health information from other healthcare providers involved in my care / 2212
2019 X|20]| #SH= CHE 2| & MSX7L Mot g HEIF 2219 9|7 7|50 ZetE =+ ASE OfsHLICt.
[J OTHER FACILITY - Not affiliated with Northside (Specify name, address and phone number of facility) / 7|Et A|A — Northside@t &2
E|X| t2 A (Ao BE, FA 9 MHS E J|THSHIAR):
2. WHO CAN RECEIVE MY HEALTH INFORMATION / #5I2| 71Z HHE W82 4 U= AR E= AA:
I authorize the person or facility listed below to receive the health information described in Section 3 / Of2ff EA|El A|M f£= Aj2HO] 384
ool AR AT HEE HSHe  JLE SolgfL|ch
Name of Person or Facility / A2} 0|2 = A|M HEL

Street Address / T2H F4: City / £Al:
State / F: Zip/ (R):
Telephone / M3 S: FAX / TA:
3. WHAT HEALTH INFORMATION CAN BE DISCLOSED / 27 7tsst 71 HH&:
DATES OF SERVICE / 2| 2 A{H|A 2T} From / A|Z} &t To/ZE &N}
Please check one option below / Of2ff ME{ALSE & StLIO| M3 EA|SH FHAIL Please specify below if the

following records are also needed
/TS 7|50 st Hadt AL X2
HAIS] FHAR

[] Complete medical record / FH| 2|2 7|2 O Billing Records / &7 7|12

[ Abstract/Continuity of Care Summary / 7|12 2%/ 2H&4M

29 [0 Radiology Images / 2t At 1t A

o
(1 Partial medical record (Please specify requested records by checking below) / 252 9|2 7|2
(2Hst= 7152 ofeoll XM= EAlS] FHAR)

[ Physician Office Notes / 2/At 124 LE [] History & Physical / 2 3! AMA|Z At

[] Consultations / A& [] Discharge Summary / E[& 22F

[] Operative/Procedure Reports / 32 /A|& 211X [] Cardiology/EKG Reports / A& 1H/EKG E1LAM
(] Lab Results / &&&! Zn} (] Radiology Reports / 2 AR TF 2 1A

] Emergency Room Dept. Reports / S24 21X []Radiology Images / @At 1} G A

[] Progress Notes / 21} 7|18 E [J Pathology Reports / 2|31t 211X
(] Other / 7|EL:

4. HOW INFORMATION SHOULD BE RELEASED / B & Z7H dAl:
(] Pick up by / ZI¢l($&)8l= AI2t [ patient or / 2X} == []name of person picking up / Z&isH= Al2te| 0| E:
[J US Mail via the address listed in Section 2 / 2t $H0i| HA|El FAZ 0|2 QW AMH|A,
[J Email to email address / C}2 O|HY FAZ O|HY WS
(] Fax to my healthcare provider (listed in Section 2) for continuity of care requests / ZEH&M4 Q
M SXIof|AH| HA ML,
Need records certified / 7|15 213 E2: [(JYES/0| (JNO/OILE

5. THE REASON | WANT TO DISCLOSE MY HEALTH INFORMATION / £9010| 20I9| Z M= ZIHE |ldtE 0|R:
(] Personal Use / 7{2l 8= [] Attorney / Legal /S At /HE [ Continuity of Care (Medical Treatment) / L E2HLH(Q & X&)
[ Insurance / 2% [ Disability / 20§ [] Other (describe) / 7|EH(THH O Z HA|):
SR 7|15 W HE I S9N
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10.

11.

OF MEDICAL RECORDS AND INFORMATION

HOW LONG IS THIS AUTHORIZATION VALID? / 0| £212 0t S0t R 5357127 This authorization will expire 6 months from the date it is signed

unless | write another date here / 0| 5212 A dMZ2E 671 20| Tt EILICE CHE 7|2+ HSHAIH Bt E HWE of2l 7| JSHUA L.

HOW DO | REVOKE THIS AUTHORIZATION? / 0| £ {7 Ma|stLIR? 2012 ANEX| 0] SQUME MHOE Hald At JASS

O|sHBfLICE T, o] SN0 27{3t0] 0]O] Z=X|7t FiEl H 2= ol LICt 2210] NorthsideOll 2|3t 7| £ SIHE &Qlst= 2, 0] 5212 i £A
(Health Information Services Department of Northside Hospital)ofl 2™ Z=2(1000 Johnson Ferry Road, Atlanta, Georgia, 30342)2 MH
QHEME HESIH H|g 4= USLICL 2210] Northside 20| Ot ALZf EE= A|MO] 7|22 SHStEE &0lst= 2, ofiet 7HQlo|Lt A|&d| 2210]
H2isto] ME st oL E Hrotof gL Ch,

WHAT ARE THE FEES FOR RELEASING RECORDS? / 7| £ 3710l Chst 427t QULER? A4t 8l = Hoj| e}, 2tXt 7| 29| SAF % M3 0| cHal
gre|=o| otof 7|gtet 2 E 2atel 4 QUSLICE 2219 @F| +E7 BiutE= 22, 22 3y 48 E K= M0| JUSLICH

WILL MY RECORDS REMAIN CONFIDENTIAL AFTER DISCLOSURE? / 371l & H| 7| 20| H|ZZ X =[LtR? &2 521 M0 9| Hsto] 74!
O|R 7|2 gl MEE £AXtof| Ofsf FIHE ZIHE £~ QJOH, I O|A A JHQIME H ¥ 8l FHO| H5 CHAMO| OFEIL|CH MXF HEfO| 2ol A HEJt
US| AL HUHS 2 HSEX| QS o JYSLICH 2QI2 HO|E ESE I 2Lt oM S 236t ohMst MO Z H|0|HE HAE 0|
UESLICE 2212 0|24 Northside A|H0| ER%H |F 7|8 3 HEH| I, 8 /L= MHS7H2 2utE SEUE U= ZE MF, Ml 2o gl
HIAZEE Northside?t 1 CHz|Q! W =S HA[LIC

CAN | REFUSE TO AUTHORIZE DISCLOSURE? / 37 £212 HEE £ JLIR? A7 HEO| A8 &= 37 5212
Etet ol N3 At= 0] £9M MBS ZZAOZ 8t0] X 20| &S 0]E £ &L

SI8EE E2, £ (2) M3X SHE fItt AL HE MMHo| X[z ot ZXQ
WAIVER / #2| ZL7|: 2210| @8t #1Z HE S7Hof| Al A4, 22 28, 2gEe| AAY/XIZ(HIV/AIDS HIY HH &Y
olofl Bt X| 43) = Y AAtet 2 E HEHI IHE0 Q= 22, 222N

ol S2lstH, 2 ghofl HA|El AL2H EE= AJMOA BEE S7H5t= 55 f
CHAISHO] O Q1IN0 MESH= M2l A2, 0|8 E X2 7|50 MM 71, 22 U8, ZdEEe| AAY/X|Z(HIV/AIDS HIY HH,
ZoStE| 0|0 =otE|X| 42) B ST ZAtet 2HHE 2019 izttt HY HEIL XatE £ S S QNsiH, 2012 =2olof 7l
=2olol 0| ME Xt 9| 7|50 S7H== Ol S2I5HH, 28 Zofl BAIE Atz EE= A|H0A BEE SISt SH2 2ld s FEQt
ZIgLCt.
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3 0] Yol MHE 9lm, of2f BE SE|E B2 TSI, 0] SolMo] MHTORK FBHE () £OI0| BXIY, EE (i) ERLO| 0|2
7150 Mg = A= HHY HH0| ASS HAAUHoZ FYHLICL F7 TY MRE MSSI=E 2¥LS = ASUC

Signature of Patient or Legal Representative Date/Time

2R EE HE 2 MY /A2

Relationship to Patient If Not the Patient
2t 2210] ofl AL 2hXtetol A

Reason Patient Unable to Sign
X7 M 5= Ql= Ol

Interpreter’s Signature Date/Time
QAL MY EHW/AIZE
Note: If remote interpretation used (phone/iPad), record interpreter name and ID#

&

[ B |

2 82 MEdts FR(FUE/OOIE), SHA O|F, ID H= 7|=

Interpreter Comments (optional) / S A} Q| A (MEHALE):

NOTICE TO PARTY RECEIVING SUBSTANCE ABUSE RECORDS: 42 CFR Part 2 prohibits unauthorized use or disclosure of these records.
records. /| 23 J8 A J|15S Y sts YAKIE AT SKIALE: 42 CFR ITE 200 2| A0 sliE 7|52 SQ1HX| 42 AHS = S7HE SXIELICL

OFAlS

Please return completed form via email to roirequest@northside.com or via fax to 404-250-8248 / Zf 4 £l QA2 0|H|Y F4(roirequest@
northside.com) == M A H5(404-250-8248) 2 ELH M AL



