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BRIDGEPORT BRIDGEPORT HOSPITAL

HosPITAL
‘m.l.s Now me

PATIENT NAME.

ADDRESS:
PAY PHON
| hqreby authorlze Bridgeport Hospltal and related entities to:

Eﬂf'easg infnrmatlon from my medical racord to: 4 obtain information from:
NAME; Detecbve (lisen ?@P—f:bi PHONEIFAX: 0D - A1 - 2N |
ADDBE5$“-D-UUP A -Qo Lﬂlﬁuaid Deomv_ Southlogarat  stare T ze O XS
{ODhmMC- C‘it}#«_; P
Flease al‘tach a separate shee dditlonal recipients.

$__@pc_j any gb,tainecl information to: _ .
NamE . WA PHONE/FAX; 1A
ADDRESS: ____ BULA CITY: pA STATE: zP;

[NFORMATIQN TC BE RELEASED OR OBTAINED (IN EITHER VERBAL OR WRITTEN FORM) as follows:
Dates of Service:

D !nspegtlon Only

[__:[ Imagas Dnly (Please specify):

L~Copy ¢ of Standard Report (includes, as appropriate, discharge summaries, 5 _ .
[E_l oparatwe notes, results of X-ray and lab tests and history and physical.} . ?-.//4 A% /‘3 o2

E}/'Copy of other Medical or Billing Information as specified:

m\() beoc e ;,)hS

Pug ;SE DF DISCLOSURE'

i Changmg phystctans ' ' [0 Consuliation/second opinion [ Social Security;
[ Sehool [ Insurance (other than payment) (O Continuing Gare
ther (please specify): - [ Legal {please specify} O At Patlent's Request

lﬁ'\'. anf muw;ﬁ mu’w 7

‘} l u_r]_deratand that this authorization will expire one year after | have signed the form, or other time frame as specified:

2. lunderstand that | may revoke this authorization at any time by notifying the providing organization in writing, and It will
- be effegtive on the date notified except to the extent action has already bean taken in reliance upon I,

3. lunderstand that information used or disclosed pursuant to this authorization may be subject to redisclosure by the
rgcipient end may no longer be protected by privacy regulations.

4, [”gndérstand that I am not required to sign this form in order to receive treatment or payment for my care.
| understand that there may be a fee for a copy of my medical record. '

| undergtand that information fo be released or obtained may include mental health information in accordances with CGS
b2- 148{;:1) substance abuse trealment information in accordance with 42 CFR 2 1-2.87, andior HW/AIDS-related
~ information, except as indicated bslow:

eatment information [ No HIV/AIDS
FOR OFFIGE USE ONLY

ParenULegaI Guardlaanuthonzed Person Date
; AL

R'g_;-!g;lr;@hlp iop _l_|ent
BETQ191 1003 PATIENT MAY RECEIVE A EPY OF THIS FORM AFTER SIGNING
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