. CentegraHealthSystem

BEHAVIORAL HEALTH AUTHORIZATION TO DISCLOSE AND/OR OBTAIN HEALTH INFORMATION

Patient Name: )L

Last Firsl M.

Date of Birth: X ss.# X ‘ Telephone: X

The undersigned hereby authorizes and requests:

Horizons Behavioral Health To disclose \(
Individual/Institution/Agency wor  Individual
527 W. South St. obialn s
Address fror: nstil gency
S\fvr?::dstofk IL 60098 RECORD COPY SERVICES
i Zip Cod Streel Address
“y State ploce 30 N. LA SALLE ST. S-1800 CHICAGO, IL 60602
Cl? State Zip Code
VEheck the following: 312)726-6650
Phone Fax
_____ All Medical Records Phone Conversation Pre-Surgery Evaluation School

Letter needed, specify the following: applying for disability return to work utility comnpany

Ofther:

Type of healthcare sncounter: Behavioral Health Date(s) From: 1** Visit To: X *
"Release anly these records from the dates spacified above

This information about me may be transmitted verbally, in writing, and via facsimile lo the receiving
individual/institution/agency.

! fully undersiand the followlng: My medical record and/or informalion in connection with the hospitalizationfireatment date(s)
stated above may contain mental heatth and developmental disabilities, andfor alcohol and drug abuse, andlor Acquired
Immune Deficiency Syndrome (AIDS)HIV test resulls, The medical records and/or healthcare information authorized 1o be
disclosed hersunder are privileged and confidential and may be disclosed only on my authorization, excepl as required or
permitied by law. | understand that information disclosed pursuant to this authorization may be re-disclosed by the recipient
and may not be covered by law. Centegra Heallh System is not responsible for any re~disciosures of heglth information or
medical records. | may inspect and arrange for pholocoples of the records/healthcare information that are to be disclosed. |
understand | may be responsible for costs associated with obtaining a copy of my records.

THIS AUTHORIZATION EXPIRES ONE (1) YEAR FROM THE DATE OF SIGNATURE.

| may revoke this autharizstion at any time (except to the exlent that action has already been taken in good faith reliance on
this authorization} by submitting & written revocation request ta the CHS facility where 1 signed my authorization. If | refuse
to sign this autharization, my medical records/health information will not be released. | undersiand that If this autharization is
for the purposes of third party payment fo Centegra Health System that diagnostic and therapeulic information as may be
necessary to process benefils will be disciosed to my insurance company and/or the insurance company's review agency,
and that refusal lo authorize informatien for thls purpose will result in the assignment of financia! responsibifity to me for
these services. No other adverse consequences 10 me will result if | refuse to sign this authorization. After skgnature by
myself and a witness, | may take a copy of this Authorization for my personal records.

PATIENT/AUTHORIZED SIGNATURE X DATE X
(it other than patient, state relationship)

WITNESS SIGNATURE X DATE x

CO-SIGNATURE _ X DATEX

(Relallonship o Patient) Ages 12-17: Patient, perent (legsl guardlan), and withess musi sign and date.

Motles 1o racabving agenzy: Undar e proylaions. of tho ilirors Mente Huath ana Devetepmonial Disabilis Cartfidenilafity Act, you miy mol re-dlsclass any of 1hls Informption wikes
\he: parson who conzonted 16 Wis disclusura spadfically consents lo re-discksurs,

This information has bean dlseionad o pou from reconds pratecied by Federal confidenisty nios (42 CFRpan 2). Tha Foderal rules proRibt you from making amy furthor dieclosyre of
shis Informaton unkese {urthee disconvre is Sxpreesly pemMitoo by the writen consert of the: pamon by whoent it pettaing or as atherwse penmilted by 42 CFR pam 2, A genedal
uthorlzbon for the ist=ase of madieal of afiver kformaton & MOT zufficlent for Lha purpase. The Fedem! rulas msiicy any use of the infsemanion 1o criminally lnvestigets or prosecvie
any sicohol or deuy abuse palich,
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