NA A Northside Network Provider

English - Spanish

Name of Patient: Phone #: DOB:

Address:

Physician Practice Name:

The Northside Hospital Office Practice identified above is hereby authorized to (Please mark appropriate box):
[J Release to OR [] Receive from the following person(s) or entity(ies) or class of person(s) or entity(ies) (Please identify by name or general
description and provide address, if known):

The following protected health information regarding the patient (Please mark appropriate box(es)): [ Complete Medical Record
[J Abstract of Medical Record (physician dictated reports & diagnostic reports) [ Labs only  []Radiology only  []EKG only
] Other (Please specify clearly)

For the following dates of service: Start Date: End Date:
In the following format: []Paper [] Electronic Need records certified: [] Yes []No

I understand that in some instances my medical record may also include my health information from other healthcare facilities owned and/or operated by
Northside Hospital.

Unless you state otherwise, this authorization includes the release and disclosure of all medical records and information, including but not limited to,
paper and electronic records, x-rays, films, and other documents, except as otherwise noted below. This authorization includes the release of any information
regarding treatment or referral for substance abuse, including drugs and alcohol, except for patients treated for substance abuse at the Northside Hospital
Behavioral Health Recovery Program. (See Page 2 for additional information). If you have received genetic testing, for example for the breast cancer gene,
a different consent form is required.

Unless you state otherwise by marking one or both boxes below, this authorization includes the release and disclosure of records and information which
may include (i) HIV/AIDS confidential information and/or (ii) privileged mental health communications between the patient and a mental healthcare
provider, and you affirmatively waive any protections from disclosure that might otherwise apply. HIV/AIDS confidential information is defined by
Georgia law to include the fact that a patient has had an HIV test or been counseled about HIV, even if the test is negative. NOTE: Unless otherwise permitted
by law, the release of HIV/AIDS confidential information and/or privileged mental health communications can be authorized only by the patient or an
individual who is legally authorized to make a living patient’s healthcare decisions, including a legal guardian, health care agent, or parent of a minor.

[] T object to the release of HIV/AIDS confidential information.
[J T object to the release of any privileged mental health communications under Georgia law.

The purpose of the requested disclosure is:
I understand that my/ the patient’s treatment at a Northside Hospital Physician Practice Office and/or Northside Hospital will not be affected if I refuse to
sign this authorization. I also understand my right to revoke this authorization in writing at any time except to the extent that action has already been taken
in reliance on it or if the authorization was provided as a condition of obtaining insurance coverage. Note: This authorization can be revoked by submitting
a written request to the Practice Coordinator at the Northside Hospital Physician Practice Office identified above.

This authorization for the release of protected health information shall remain in effect until the earlier of any of the following dates:

(a) (in this blank, you may include a specific expiration date or event, such as conclusion of a lawsuit);
(b) the date I revoke this authorization in writing; or (c) three (3) years from the date on which I signed this authorization. If I signed this authorization on
behalf of a minor, it will expire when the minor turns 18, marries or becomes emancipated under Georgia law.

Note: Please read BOTH SIDES of this form and complete all applicable lines below, with your signature, date and time. By signing this authorization,
you affirmatively represent that (i) you are the patient OR (ii) the patient is alive and you are legally authorized to make his or her healthcare
decisions, including the release of medical records.

Witness Date/Time Signature of Patient or Legal Representative Date/Time

Relationship to Patient If Not the Patient

Interpreter Signature Date/Time
Note: If phone/video interpretation used, record interpreter ID# Reason Patient Unable to Sign

Interpreter comments (optional):

Reorder #22204  PP0038 AUTHORIZATION FOR RELEASE OF

Page 1 of 2 White - Medical Records

Piedmont Graphics Rev. 08/31/2022 MEDICAL RECORDS AND INFORMATION Yellow - Patient



quaned Isnge nap 10 [oyod[e Lue 3Jnd3soad .10 jesnsaAul
A[[BUTWLID 0) UOIJBULIOJUI 3} JO ISN AUE JOLIISAI SI[NI [BIIPI] Y [, *dsodand s1y) 10J Judndyyns L ,ON SI UOIBULIOJUT IIY)O IO [BIIPIW JO
9SBI[AI ) 10J UONRZLIOYINE [BIUIS Y 7 Jed "q'A°D TF Aq panIuiad 3sIMIdY)0 sk 10 sure)rad 31 woym 0) uosaad 3Y) Jo JUISU0D UILIM
Y} £q poprurrdd A[Ssa.adxd SI INSO[ISIP JIYJIMNY SSI[UN UONIBULIOJUI SIY) JO SINSO[ISIP JIY)INJ Aue unjewr wotj nok Jiquyoad sapna
[e13Pa] YL (T 3ed “q'A°D TP) SANI AN[BNUIPYUOD [BIIPI] Aq PIJIdjoad SPI0ddI wio) NoK 0) PISOPISIP U SeY UOHBULIOJUT SIY T,

Ajdde os[e [eys 3dn0u SUIMO[[0] Y} ‘(T 3ed W' A°D ) SINI AJ[BHUIPYUOD [BIIPI ] AQ P33d3joad SI yorym Isnqe due)sqns
J0J JUIUIBII) J0J [BLIIJII IO JUIWIEII) 0} SIIB[A.I UONBULIOJUI PISO[ISIP 3Y) JO AUE J] "UOHBULIOJUI Y} JO IINSO[ISIP-dI IZLIOYINE JOU S0P pue
UONBULIOJUI 3} 03 J23dSax IIm AJ[BHUIPHUOD JO JYSLI 10 IFI[IALId AUB IAOWAL JOU SIOP IA0QE PIZLIOYINE UOIJBULIOUI ) JO }dI3I31 10 3INSO[ISI(|

TVAAIAIANI O ADNHDV DONIATIDHTY OL HOLLON

*9A0QE PIZLIOYINE dABY | UOT)BULIOJUT PUB SPIOJAI [EIIPAW I} JO AINSO[OSIP-o1 Jo/pue d1adar aseayar oy
WO} ASLIB JYSIW YOIy SWIe[d pue ‘sagewep ‘soniiqisuodsar ‘sonifiqer] [[e pue Aue woij saokoidwo pue sjuage 119y} pue “ouf ‘[eitdsoH opISYMON ‘@onoeld
AOYJO urIISAYJ [BIdSOH OPISYMON Y} 9sed[al £qaIay [ “0S Sulop JO YSLI 9y} 1deooe pue 93pa[mou|de | ‘A[[BOIUOIII[O UOHBULIOUL YI[BAY AW JATIIAI 0}
3uIsooyo Ag "IouueW AINIIS € UI J1I JULI0)S pue elep aY) 109101d 03 suonnedard FJunye) 10J a[qisuodsar we | pue pajodjoid promssed 10 paydLious oq jou Aewr
QATOOQI [ By} UOTJRWLIOJUL Y)[BAY AW JO JBULIOJ OIUOMNIJ[A AUR JeY) pueIsIopun Iaylnj | ‘suone[ndal pue sme[ Aoeatid [e1opaj ay3 Jopun suonoddjoid o3 30alqns
9q Jo3uo] ou Aewr pue JudrdIoal oY) AQ 2INSO[ISIP-a1 0) 193[qns 9q Aewr (SAALIP ysey pue ‘swiy ‘s ‘sordoo 1oded ‘uoissrusuer) d1U0II9[ ‘0) pAIIWI[ JOU Inq
‘urpnpour) papiaoid sueow J0/pue WLIOJ JOASJRYM UT UOT)BZLIOYINE SIY) 0} Juensind pasO[oSIP UOTJEULIOUT PUE SPIOOAT [BIIPAW Jey) [enudjod o) puejsiopun |

"pareduwiod 9q 0] pasu [[IM SPL0IAY JUdUDJ aSNQY SN pUD 10Y0I]Y fo aSDa]aY L0f UOYDZLIOYINY
POPIUQ WLIOJ [euOnIppE oY) ‘Weidold A10A000y YI[eoH [eloireyog [eildSOH opISYMON oy} wolj spiodal jusned Jo 9Inso[dsIp oy} dzLoyine o], ‘paro[dwod
9q 0} padu [[IM S20N Kdp.1ay10yafsq Jo asvajay 10f uoynz1i0yINy PI[NUL WI0J [euonIppe Yy} ‘sojou AderoyjoyoAsd Jo 2InsoosIp oY) 9ZLIOYINE O], :3J0N

NOILVINHOZNI ANV SAH0D34d TvIId3an Ce0G/LE/B0 MO soldeID oL R
40 3SVIT3H HOd NOILVZIHOHLNY 8800dd  v6zETk opioey



