CHINESE Patient Name:]}ia Atz

HOSPITAL Date of Brith 1} 4 p Hp
& CLINICS Address ¥ x+
AUTHORIZATION FOR RELEASE | ¢ 537
AND/OR DISCLOSURE OF PATIENT | state Zip Code £8 % §Lf5

HEALTH INFORMATION Phone Number T 22

:J% H ?’ % ?‘( 7';.-'-;1% ﬁ Medical Record Number ¥ 7 ;& & 5.7 -

Chinese Hospital will not condition treatment, payment, enrollment or eligibility for
benefits on providing, or refusing to provide this authorization.

REFIdT ¢ 55 R ESEGRBFRTHROERT > A a2 iF
51»’5 A S T el 1/(%‘3 S E 5 E L

| hereby Chinese Hospital

authorize: Name of Disclosing Party #% i 7L 2 @ e & 4

A JE 845 Jackson St, San Francisco, CA 94133

*é . Address ¥ h+ City 35 7 State “"  Zip Code #R ¥ 545

to disclose t0: Name of Recipient f2 1% 4 7 4L

BET

Address ¥ k- City 3% 7 State ‘' Zip Code % F 575

records and information pertaining to: ’ﬁ i ;‘aﬁy’z——fr?‘ L -
[ ] Medical/Hospital Records %5:)}3‘:/ ~ faztdk dated from p 3 o to %
[ ] Billing Records & ¥ Zc4% dated from p #j o to 3

[ ] Other (records specially limited to) H i (7| £ #8242 354k )

[] Online Patient Portal Access Only/ Email &FE#

The recipient may use the health information authorized on this form for the
following purpose: Jc it A JE{F 3@ @ * gL f}%ﬁ:}% FH T H AT A
[ ] at the request of the individual 1 %] 3~

[ ] other (use specifically limited to) 2 & (5 2 §*34]2_ * %)

DURATION: This authorization is effective for one year unless a different date
#p R is specified here R S g adp E-
N R SR °
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REVOCATION:  You or your representative can revoke this authorization upon
Ei ) written request. If you revoke, it will not affect information
disclosed before the receipt of the written request.

BRGNS AT T F 5 ¢ o) PR o R feTliE

Fof s e HBPFRTART ERLBP

REDISCLOSURE: Once this health information is disclosed, how the recipient further

13 % = discloses it may no longer be protected under state or federal law.
x . —.‘%.”“l;i“ﬁ’g‘fiftl——w’#&fi ToHLA Fhew g HF LR
P FEPrig T AL S ”K&é%gf%fkm%é
PERSONAL USE: | understand that | may be charged a per page fee for copies

B AR produced for my personal use. 2 P! v A ¥ 5 & £ {4 4]F F B

Aeng L B AR R FTE o

If a health plan or healthcare provider requested this authorization, will it receive
financial or in-kind compensation in exchange for using/disclosing such information?
[ ]No [ ] Yes (if Yes, please describe)

A copy of this authorization is as valid as an original. | understand that | have the
right to receive a copy of this authorization. | understand that this authorization

is voluntary. p* #2432 57\?:']21\‘&?.1_ A-RF AL o AAFEREFILED DR
A oo AABESLIET HP BRI -

X

Signature & % Date P #f
If signed by other than member/patient, indicate relationship:

dekd 6 R R /2p A B S SRR M G

ADDITIONAL SIGNATURE 1S REQUIRED IF REQUESTING ANY OF THE FOLLOWING:
ek KR TAITHR LT R LR

[ ] Mental Health ~~ 72 i & & ;2 dated from p #) o to I
[_] Alcohol/Drug iFyit / % 4 dated from B ¥ d to &
[ HIV Test & j% 5 4 A ipl3#  dated from p 4 o to X
Signature & Z: Date p ¥y :
Delivery Preference = Jc = ;V:5 # Media Type AZBHEEY Official Use Only
Pickup B~ ¢ Mail £ Electronic Date
% c 'Ip %g 1 1k # |:| TR Processed
mai (Eecure) R+ 2R O Paper Date
[ JFax @ 2 4 Picked-up
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