
llllllllllllllllllllllllllllll ?teasa {*r ?e6uc$ .to,0oo5s6-D,as
3009

AM FOR DISOOSIIRE Otr PRCIECTBD HEALTH INFORMAIION
Print in ink I Failure to provide all information may invalidate this autho rization.*Substance Abuse Records and Psychiatric Records require a separate authorization.

Fnou WHovr Specify clinic, specialry or physician below.
L-J Loma Linda [Jniversiry Medical Cenrer (LLtjMC)
E Loma Linda [-tniversiry Health Care (LLUHC)
X Loma Linda ljniversiw (LLD
To WHou/Ixspncr

I Send records
Please choose one of the following.

FACILITY USE ONLY

Requested records have been sent

Date Sent:

by,

[o:
Individual/Agency Name

Address
I Make records available for review. Confirm
INnonurATroN To BE RELEASED
Specify where services were rendered (Clinic

City State
appointment prior to review.

Zip Code

Name)
I Inpatient Dates of Tieatment

I Discharge Summary E Standard clinical Pertinenr Documenrs
L-J Other, Specify

Dates of Theatment-
I Test Results, rype of test-

L--J I specifically authorize release of HIV test results.
D Billing Summary Dates of Tieatmenr
PunposB Reason records are ro be disclosed.

f Continued Care f Personal Use (fee applies) [-l Other, Specify

f Outp atient
E Clinical Notes
E Other, Specify

rTy^lt:i: o_therwise revoked, this au.tho.rizatiot]. will expire o! the following date, evenr orcondition . This authorization shall remain in effeci u"iiiln" ino""'a"scrib"duvJvrtuvu

{**,"*n,'"',:-':*:,'^",.P:::l+'1.::l:I'9ig P".li ipq ;;v' ilF1fi-a'Ie ;i 'is;;il".Signing this.form ls volunrary. I understanA I frarie it* ,ient ;6;""oli" tni, u"tf,ori
the flsht to lnsnect or pet a conv of rhe n-rqteriol t.r h- fio^l^.ol Soo -o-,o-oo -i
dE[r.rr$ Lrrrs.rorm lS Voluntary. r understand I have the rlght to revoke this authLrrization and
Ili^ttqhrto rnspect or get a copv of the.material to Qe_ d-isclosed. See reverse side for de-rne rlgnt to lnspect or get a copv of the material to be disclosed. See reverse side for de-talls on dtsclosure ol inlbrmation an$ ryV rights. I have read.both paggs of this form and
voluntarilv luthorize ald request the disclos.urE.aborr".l u-"lir;;i;;-;$ .-ir "tpiii""f;di;;facsimile)-of this forrn: for disblosure as described above.

Patient Name (Last, First MI) SSN
Birth Date Phone Number ( )

Signature, Patient or Legal Representative
Relationship to Patient (if signed by Legal Representative)

Lo nt,s Lt tv nt U rrt ry n n s ny
Lonrn Ltnnt Ur,tryBnstry Maotctt CtNrnn

Lorua LtNna UNrynnsny CnunnoN's Hosnrnr
Loa,s LtNnA, Utwvnnsny Corutuuunv Mnnrcnr Cturnn

Lbtnl UNrunnsrcy BEHAVTIRAL Mnnrctyn Cn
Lomt Ltynt Ur,trutnstry Hnttrn C,qnn

Date
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