MARY RUTAN HOSPITAL
205 PALMER AVE - BELLEFONTAINE, OH 43311-2298
PHONE: 937/592-4015

AUTHORIZATION FOR USES AND DISCLOSURES OF PATIENT INFORMATION

PATIENT NAME TODAY’S DATE

ADDRESS PHONE NUMBER

DATE OF BIRTH or SOCIAL SECURITY NUMBER

NAME OF PERSONAL REPRESENTATIVE (if applicable))

RELATIONSHIP OF PERSONAL REPRESENTATIVE TO PATIENT or STATEMENT OF AUTHORITY

| hereby authorize the use or disclosure of the above named individual’'s personal health information as
described below:

Information Requested — Please Describe Fully:

SELECT ONE:

1. Mary Rutan Organized Healthcare Arrangement may release the above described personal health
information to the following person(s) or group of persons:

2. The following person(s) or group of persons employed by or working for Mary RutanOrganized Healthcare
Arrangement may use the above described personal health information:

The purpose of the authorized use or disclosure of the information described above is as follows:

- At the request of the patient
- Other (please describe)

- If for marketing, indicate whether Mary Rutan Organized Healthcare Arrangement will receive any remuneration or
payment from a third party as a result of the marketing:




| understand that if the person or entity that receives the above information is not a health care provider or health plan
covered by federal privacy regulations, the information described above may be redisclosed by such person or entity
and will likely no longer be protected by the federal privacy regulations.

As described in the Notice of Privacy Practices of Mary Rutan Organized Healthcare Arrangement, | understand that |
may revoke this authorization in writing at any time, except to the extent that action has been taken by Mary Rutan
Organized Healthcare Arrangement in reliance on this authorization, by sending a written revocation to: Director of
Medical Records, Mary Rutan Hospital, 205 Palmer Ave., Bellefontaine, OH 43311.

This authorization will expire (insert date or event- end of research study, if
applicable)

| understand that | am not required to sign this authorization form and that Mary Rutan Organized Healthcare
Arrangement will not condition the provision of treatment or payment to me on the signing of this authorization, except
that Mary Rutan Organized Healthcare Arrangement may condition the provision of research-related treatment to me
on the signing of this authorization for the use or disclosure of my personal health information for such research. Mary
Rutan Organized Healthcare Arrangement may also condition the provision of health care to me that is solely for the
purpose of creating protected health information for disclosure to a third party on the signing of this authorization.

| understand that the information in my health record may include information relating to sexually transmitted disease,
acquired immunodeficiency syndrome (AIDS) or human immunodeficiency virus (HIV). It may also include information
about behavioral or mental health services and treatment for alcohol and drug abuse.

SIGNATURE OF PATIENT OR PATIENT REPRESENTATIVE (specify) DATE

If you are the representative of a patient, describe the scope of your authority to act on the patient’s behalf:

SIGNATURE OF MARY RUTAN ORGANIZED HEALTHCARE
ARRANGEMENT REPRESENTATIVE DATE

BRING OR SEND THIS COMPLETED FORM TO THE MEDICAL RECORDS DEPARTMENT
MARY RUTAN HOSPITAL 205 PALMER AVE., BELLEFONTAINE, OH 43311
OR FAX TO 937/592-1097

FOR HOSPITAL USE ONLY

PROVIDE A COPY OF THIS SIGNED FORM TO THE PATIENT

Record components authorized for use or disclosure:

___History & Physical __Discharge Summary _Consultation Report ___Operative Report
___Radiology Report ___Laboratory Reports __Pathology Report _ Progress Notes
__Emergency Room Report ~_ Entire Chart __ Other (Specity)

3/06



	AUTHORIZATION FOR USES AND DISCLOSURES OF PATIENT INFORMATION
	Information Requested – Please Describe Fully:
	SIGNATURE OF PATIENT   OR   PATIENT REPRESENTATIVE  (specify)		DATE
	PROVIDE A COPY OF THIS SIGNED FORM TO THE PATIENT


