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State of Connecticut
Department of Public Safety
Division of State Police S ,i .

a""'

| |
Authorization To Disclose Health Information

Name of Patient f\l ﬁi"tﬂ e H@mmm CJ Date of Birth: -

I, the undersigned patlent or legal representative, horeby authorize mp}em% Ve .Axl ESCen Q_ﬁﬂt Cto release all
medical information with respect {o the treatment of the above referenced patient, including information relating to the
diagnosis or treatment of mental iliness, drug or alcohal abuse and / or confidential HIV refated information.

The Name or Specific Identification of Persons to Whom Disclosure may be Made:

Name: Dedechue (ison ferars Phone Number: 3100 Q2i-72:94

Addre

City:

Description of the Purpose of the Requested Disclosure:

[ Legal ] Medical [JPersonat [ Insurance [[] Worker's Compensation -
] Primary Care Physician ] New Physician [Clother: _ Crimninaudl TEnuc s jr’\Cj e

Description of the Information to be Used or Disclosed;

Speciflc Date(s) of Treatment(s): _]Jl-19-19 Date of Discharge: _{5-15 13

[QAbstract (Face Sheet, History & Physical, Operative Report, D|scharge Summary, Consultation)
[WH8urgical (Operative Report, Pathology Report)
[ }Test Results {Laboratory, Radiclogy, Cardiology, Neurology, Respiratory)
herapy Notes (Physical Occupational, Speech, Chemo, Radiahon)
kT other; _Pha toqraons

This authorization will be valid for a period of one year from the date below. 1 understand that | may revoke this authorization
at any time by notifying Patient Relations at any time, but if 1 do it will not have any effect on actions that the hospital took
before it received the revocation.

| understand that under applicable law the information disclosed under this authorization may be subject to further disclosure
by the recipient and thus, may no longer be protected by federal privacy regulations.

I understand that my freatment or continued treatment at the herein stated medical facility is in no way conditioned on whether
or not | sign this authorization and that | may refuse to sign it.

| understand that | may inspect or cbpy the infbrmation to be used or disclosed.

| understand that if the protected health information that is disclosed under this authorization is confidential HIY / AIDS related
information or alcohol or drug abuse related information, the medical faclllly referenced herein may not re-disclose that
information under Connecticut State Law,

e i i - f
}"] A7 i rrff—fzu,‘m A LAy f;__,{__,,.. o I _
Signature of Patient of Legal Reprasentative Date NP S
Dt Gl Wf-——;-—-—\
Withess -

If signed b v a Legal Representative, indicete your relationship fo the patient below and provide appropriate documentation fo
verify your authority:

[ JParent [JLegal Guardian [JConservator [ JExecutor of Estate DPoWerofAttorney [Oother;
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