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i , Date of Birth

RIVER QAKS CONSENT AND AUTHORIZATION TO RELEASE
HOSPITAL ; INFORMATION

EH’INEH OAKS HOSPITAL

request and suthorize  River Oaks Hospital
1525 River Oaks Aoad West
Hew Drieans, LA 70123-2199
(504) 734-1740

1o release and obtaln my medical records or information conceming my medical records o and from.

Narma of ParsoniCrganostion

Gtrewl Ackiress
Gty Stain/Tip Coda
Phiore Numibsr Fax Musmizer rlationehip (o patient

SPECIFIC EXTENT OF INFORMATION:
Dates of Hospitalization St
[} Admissicn Record 1 Physical [ Alcohel/Drug Usage Info
[ Consuliation Repona [ Physician Ordars 2 HIVAIDS Info
[ Diagnosis {7 Prograss Notes
[ Discharge Summary [ Psychiatric Evaluation 3 Other {Specify)
(1 Educational Evaluaticns [ Psychaological Tests
[ History [ Social History

Iunﬁ!rltm:lﬂlllllwuﬂllllﬂlllurﬂunﬁdm HIV iesi resulis. (7] | DO NOT AUTHORIZE relsasa of HIV test resulia,
FIEASQH FDH RELEASE OF INFORMATION:

Iunuarmandmmlmyrﬂmammrm-zm at any fime axcept 10 the exant that action has been taken by praviding &
specific request to revoke In writing io the River Oaks Privacy Officer. | further understand that this authonization will be

effactive on the date signed and will expire on {mot to exceed 12 months) and cannot be renewad
without my written autharization. (Date)

| understand that this authorization s voluntary and my refusal o sign will not affect my ability 1o obtain treatrment, |
understand thal | may inspect or copy information to be used or disclosed as provided for by law. | understand that any
disclosure of information carries wilh | the potential for A re-disciosure and that the information may no longer ba pmtimd
by fedaral confidentiaiity kaws. i | have questions about disclosure of my health information., | can refor to the program’s
Natice of Privacy Practices for Protected Healih Information or contact the River Oaks Privacy Officer.

To the Party Receiving this Informatian: This information bas been disclesed to you from the records whose confidentiaity
is protected by federal law. Federal regulations (42 CFR Part 2) prohibit you from making any furiher disclosure of it without
the specific wiitten congent of the person to whom it pertains, or as otherwise permitted by such regulations. A general
autharization for the releass of medical or other infoemation is not sulficlent for this purpose.

For patient records applicable Under Fedaral Law 42 CFR Part 2 and all other patients.
Signed __
Date
Witnass
Witnesa

If the above name person If either undar age 16 or has a legally appainied guardian.
Signed
Date

Please be adwsed that under the Healih Information Portability and Accountability Act of 1906 this Consent and
Authorization to Releass Infarmation may be denied by your licensed health care professional. However, in the instance of
denial, you the patient, possess the right fo have the denial reviewed,

FORM A (12111}




