City of Hope ("COH")
AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION (PHI)
Release # (Staff Use):

Patient Name: (Last) (First) (Middle)
Address: City/State/Zip Code:
Date of Birth: Preferred Telephone: ( ) [ 1 Mobile [] Home [] Work [] Other

Email Address:

Purpose - I would like to:[ ] Request a copy of my medical records for my healthcare provider
(Please check all that apply): [ ] Request my medical records for personal use
[] Authorize COH to release my medical records / health information to the
specified individual(s) listed on page 2*
[] Other, Specify:

Information To Be Released
Specify where you received services: (Site Location, e.g. California, Illinois, Arizona, Georgia)

[] Inpatient [] Outpatient ~ Dates of Treatment:

[ ] Pertinent Documents (H&P, Consult, Clinic Notes, Operative Report, Discharge Summary, Radiation
Oncology, Chemotherapy & Test Results)

[ 1Laboratory [] Pathology [] Pathology Slides [] Radiology [] Radiology Images [] Cardiology
[] Genetic Testing Information
[ ] Other, Specify:

Please provide requested information in the following format(s):
| ] Paper Copy [/ CD []USBDrive [|FFPEBlocks [] H&E Slides
Delivery method: [ | Pickup [ |Mail []Fax [] Secure Email  Date Needed By:

MY HIGHLY CONFIDENTIAL INFORMATION: By checking the box(es) and placing my initials next
to a category of highly confidential information listed below, I specifically authorize the use and/or disclosure
of the type of highly confidential information indicated next to my initials, if any such information will be
used or disclosed pursuant to this Authorization:

[] HIV/AIDS Testing or Treatment 0 Mental Illness or Developmental
(including fact that an HIV test was Disability Treatment
ordered, performed or reported, |:| Substance Abuse Treatment
regardless if whether the results of (i.e. alcohol or drug)
such tests were positive or negative) |:| Genetic Testing and Information
If in IL or GA:
[] Infertility/[VF/Artificial Insemination  [] Sexual Assault
[] Child Abuse and Neglect [] Abuse of an adult with disability

City of Hope

Authorization to Use and Disclose Protected
Health Information
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City of Hope ("COH")
AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION (PHI)

*PLEASE OBTAIN INFORMATION FROM, OR RELEASE MY INFORMATION TO:

D, Name of Hospital/Clinic/Person:

Obtain

FTODmI Address/City/Zip Code:

Release |Phone Number: Fax Number: Email Address:
To:
D, Name of Hospital/Clinic/Person:

Obtain

FTODmI Address/City/Zip Code:

Release |Phone Number: Fax Number: Email Address:
To:
D, Name of Hospital/Clinic/Person:

Obtain

FTODmI Address/City/Zip Code:

Release |Phone Number: Fax Number: Email Address:

From:
D, Name of Hospital/Clinic/Person:

Obtain

FTODmI Address/City/Zip Code:

Release |Phone Number: Fax Number: Email Address:
To:
D, Name of Hospital/Clinic/Person:

Obtain

FTODmI Address/City/Zip Code:

Release |Phone Number: Fax Number: Email Address:
To:
D, Name of Hospital/Clinic/Person:

Obtain

FTODmI Address/City/Zip Code:

Release |Phone Number: Fax Number: Email Address:
To:

City of Hope

Authorization to Use and Disclose Protected
Health Information
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City of Hope ("COH")
AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION (PHI)

This authorization is valid for release of information for the dates listed on the request.
* I understand that COH may not condition treatment, payment, enrollment or eligibility for benefits on

whether or not I sign this authorization.
* [ understand that the use or disclosure of my health information is voluntary except in accordance with

federal or state law and any mandatory reporting requirements.

* [ understand that once my health information is disclosed it may be re-disclosed by the recipient and the
information may not be protected by federal or state privacy laws or regulations.

* I understand that I have the right to inspect and copy the disclosed information.

* I understand that this authorization will expire twelve (12) months from the date signed on this form.
This authorization may be revoked at any time by submitting a request in writing to the Health
Information Management department; the revocation will not apply to any information already released.

* I understand that I may request a copy of this authorization form.

Please direct your request to:

COH - California

Email: himsroi@coh.org
Fax: (626) 218-8443, Attention: Health Information Management Services (ROI)
Mail: Health Information Management Services (ROI)

City of Hope

1500 East Duarte Road

Duarte, CA 91010

COH - Chicago, Atlanta, Phoenix, Hospitals and Outpatient Care Centers

Email: himsroi2@coh.org
Fax: (847) 746-6791, Attention: Health Information Management Services (ROI)
Mail: Health Information Management Services (ROI)

City of Hope

2520 Elisha Ave

Zion, IL 60099

City of Hope

Authorization to Use and Disclose Protected
Health Information
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City of Hope ("COH")
AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION (PHI)

TERM: This Authorization shall remain in effect for a maximum of twelve (12) months from the date of
signature.

I have read and understand the terms of this Authorization and I have had an opportunity to ask questions
about the use and disclosure of my health information. By my signature below I hereby, knowingly and
voluntarily, authorize COH to use or disclose my health information in the manner described above.

Printed Name of Patient (or Personal Representative) Signature of Patient (or Personal Representative) Date Time
If the patient is a minor or is otherwise unable to sign this Authorization, please indicate the

relationship of the Personal Representative to the Patient: [ ] Parent [ ] Guardian [] Conservator
[ ] Agent [] Other, specify:

Identity of Personal Representative verified via [ ] Photo ID [ ] Matching Signature
[] Other, specify:

City of Hope

Authorization to Use and Disclose Protected
Health Information
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LANGUAGE ASSISTANCE SERVICES ARE AVAILABLE

Ambharic POF@ei- A7ICE 299,915 NPT ARCODL 2917 1% $R1% 006 hihdet kPt (1626-256-4674
LE@i BANETNT 62282

Arabic e Gaadh Alld e ) Aitaall & galll Sae Linal) ciland e grnal) oli€ad cdy gl Eaa s e 43 14
62282 Jalb A8 1 c4674-256-626

Armenian OrTURCNRE3NPL. Bph ununud tp huytipkt, wyw 2tq win]&wp Jupng Ga
npuiwnty (kguljub wewljgnipyui Supwm pmititkp: Quiquhwpk p 626-256-4673,

ext. 62282

Chinese EE REEAERTCS A LR ERSESERIRG - 55 626-256-4673 » ik
62282

French ATTENTION : si vous parlez frangais, des services d’aide linguistique gratuits sont a votre

disposition. Appelez au 626-256-4674, poste 62282

French Creole | ATANSYON: Si w pale Fransé Kreyol (Kreyol Ayisyen), w ap jwenn sévis asistans
lengwistik gratis. Rele nan 626-256-4674, ekst. 62282

German Achtung: Wenn Sie Deutsch sprechen, stehen Thnen kostenlose Sprachassistenzdienste zur
Verfiigung. Rufen Sie 626-256-4674, Durchw. 62282 an.
Greek [MPOZOXH: av pidte EAinvika, £xete otn 6140201 Gug Smpedy VaNpecies YAOOOIKNS
Bonfsiac, Koléote 1o 626-256-4674, scot. ypauun 62282
Gujarati | tallol UL %L Al RAcll elletl 6l ol e Hie bl:ges eunt ustaldl Aol

GUEtotl 8. slol 530 $25-2US-¥59%, WSUSoAol, §22¢R

Hindi ST & < afe 3 e dierd g df UIST TeridT HaT $ud fod gud H Sudasy g
T & AT 626-256-4673, TAWIR 62282 U I &

Hmong LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau
koj. Hurau 626-256-4673, ext. 62282

Italian ATTENZIONE: se parli italiano, hai a tua disposizione servizi di assistenza linguistica
gratuiti. Chiama 1l 626-256-4674, int. 62282

Japanese EEEIE AFREAEINSBE. BHOEBIEZCAAWVWERETET (626-256-
4673, MR . 62282)

Korean = BI=0E ALESIAlE 2, 20 K& HHIAE 22 025t == ASLICH 626-
256-4673, ext. 62282 HO 2 Halol FAHAL
Mon- ey S thgMSUnNmFnanizl, S guigrmmanith S sSeiy S8 P 0IYSaEniig™y i
Khmer, — rsmusiuns 626-256-4673, ext. 62282
Cambodian
Navajo Da’ iisinolts’a3”: Diné Bizaad bee yanlti’go, t°a4ji k’ch nika’ adoolwoligii holg. Kwiji’

hwidiilnih, 626-256-4674, ext. 62282

Panjabi fires fe6. 7 3AT U 5o J, 37 393 2F% ©J'6 3J2 38 HES < 3 Asidgt Agfes
AT SuUsHD J) 8 9 626-256-4673, WAACHS 62282

Persian roslad Gl 3 a8 ol st e B AU ALl cladd (i€ e e B L4 Sl g
62282 : Aah dl (626-256-4673

City of Hope

LANGUAGE ASSISTANCE SERVICES
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LANGUAGE ASSISTANCE SERVICES ARE AVAILABLE

Polish UWAGA: Jesli postugujesz sie jezykiem polskim, mozesz skorzystaé z bezplatnego
wsparcia jezykowego. Prosimy o kontakt pod numerem 626-256-4674, wew. 62282
Portuguese ATENCAOQ: se vocé fala portuguds, ha servicos gratuitos de assisténcia linguistica 4 sua
disposicdo. Ligue para 626-256-4674, ramal 62282

Russian BHUMAHHE: Ecii BB rOBOPHTE Ha PYCCKOM SI2BIKE, TO BaM JOCTYIHEL OSCIIATHRIC YCITYTH
nepeBoga. 3soHuTe 626-256-4673, ext. 62282

Serbo-Croatian | POZOR: ako govorite hrvatski, na raspolaganju su vam besplatne usluge jezi¢ne podrske.
Nazovite 626-256-4674, int. 62282

Spanish ATENCION: s1 habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
Llame al 626-256-4674, ext. 62282
Syriac ~ahonho ool Kiahos Chumial halln ..__93'\."{ frdaioaw U\culc.ld: v, ar626-256-
4674 =inlas «62282.
Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 626-256-4673, ext. 62282
Thai Fou: snaene InenamunsalFEmsiamaonann 16 Tns 626-256-4673 a0 62282
Urdu o i Cabe iledd (S iglaa (S (L Sy g € o S o e s b S ol

626-256-4674¢ (S JE 162282 (phiEs
Vietnamese CHU Y: Néu quy vi noi Tiéng Viét, ¢é cac dich vu hé tro ngdn ngi mién phi danh cho quy vi. Goi
$0 626-256-4673, may I 62282

City of Hope
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