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CEDARS-SINAI MEDICAL CENTER.
AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION
1% F Sl 35 2 IR SR IR AR B
Completion of this document authorizes the disclosure and/or use of individually identifiable health

information, as set forth below, consistent with California and Federal law concerning the privacy of
such information. Failure to provide all information requested may invalidate this Authorization.

IS MESCAF RIS 3 S B S B (S AR BB, 45 S M AT 53X SR BB AL ALK
IR RAESEHEPT R K AY £ B 53T AT BEfE AR IRAN B AL
USE AND DISCLOSURE OF HEALTH INFORMATION

fE R ZZ RV F AN 58
| hereby authorize the use or disclosure of my health information as follows
JRAE AR BLAL IS 51 7 1A FH g i 3 A0 B B 4
Patient Name / Jp5 ANtk 44«

MRN / i 7515
Date of Birth / H4E H #:
Persons/Organizations authorized to use or disclose the information
WARRBUE LRI NI L

Persons/Organizations authorized to receive the information (must include name, address, phone number,
fax number) / $BZRGRAFIZ R NI CnBiais 4k, ik, dig 5, AESm)

This Authorization applies to the following information (select only one of the following) /
AREAPEH T TR AE T HEEFE T 2
A. Q All health information pertaining to any medical history, mental or physical condition and
treatment received. [Optional] Except:
FATATHT S OBRECE AR LK FE 2 BT I BT Bl [T L] EAEE:
O Only the following records or types of health information (including any dates)
KA T HME R ot id e (AHEmHID -
B. | specifically authorize release of the following information (check as appropriate)
PHFATACEI S HIE S (A& gD . 23
O Mental Health treatment information / ¥ VG T il
Q HIV test results / HIV iR 45
Q AlcohollDrug treatment information / FX i | I #1697 %5 iRl
A separate authorization is required to authorize the disclosure or use of psychotherapy notes.
T it AT (O BEYR T 2B 10 75 R AL
Purpose of requested use or disclosure/22 R H B Z 1 H i: 4 Q Patient request / Ji5s N 223K
O OR Other / 3# HAth:

EXPIRATION / Z#H
This Authorization expires (not to exceed 24 months) / A FEIHIH 2 (AT 24 1~ H): 5

(Insert Date or Event / 35 H #lsZi1f)




NOTICE OF RIGHTS AND OTHER INFORMATION

RFFE e B &
| may refuse to sign this Authorization. / & 7] AR 4625 B X 3 52 AL
+ | may revoke this authorization at any time. My revocation must be in writing, signed by me or
on my behalf, and delivered to the following address

AT AT AT I e B 1 3 3 A S o SRR e 2R TS, JF Hii RECE RN A, IF

HAZH| T Fstbdt .

+ My revocation will be effective upon receipt, but will not be effective to the extent that the
Requestor or others have acted in reliance upon this Authorization.
AR AR BN AR, BAXS T3 K3 B FoAth N C @B BUA R AT HRE IR A RO .

« | have a right to receive a copy of this authorization. / I B R ) — 4 A 424 ©

* Neither treatment, payment, enroliment nor eligibility for benefits will be conditioned on my
providing or refusing to provide this authorization. / 6797+ At ITIABE W& A BAG A2 LR
SRt B AR 4R X A AL AL N %A 7

+ Information disclosed pursuant to this authorization could be re-disclosed by the recipient and
might no longer be protected by federal confidentiality law (HIPAA). However, California law
prohibits the person receiving my health information from making further disclosure of it unless
another authorization for such disclosure is obtained from me or unless such disclosure is
specifically required or permitted by law. / HRIEZIZA T T HI 7, B2 E ] LE Bk, I
HATZBABREVEE (HIPAA) LRI SRTT, INMIEARAE 1R 3 32 (1 e B2 TR A ik — 2B HEAT 4
P, BRARIRTG 7 RO IX AR 0 ) — TRA S, B BR AR B R 1 R

* | may inspect or obtain a copy of the health information that | am being asked to use or disclose.
If this box O is checked, the Requestor will receive compensation for the use or disclosure of

my information. / $& AT Uk 25 5 SRH—r Fpk EoR Al A mli B8 i B B . SR a)ik 1 AE Q,
T SR 2 DRI FH Bl 40 3 1) 0% THORE SR A A M
SIGNATURE / 4%

Date / H #: Time / i [a]: am./ 4 p.m/ R

Signature / %4
(Patient / Representative / Spouse / Financially Responsible Party)
RN 1 ARER 1 LAl [ &5 53R T7)
If signed by someone other than the patient, state your legal relationship to the patient

IMRZBEANAEN, HHIRERAR R R 8

Witness / iF A :
Hospital Representative Processing Request/ &b Hi# R i 2 fi /L2 «
Date/ H#H:

(Signature/ %:4%)
1 If the Authorization is being requested by the entity holding the information, this entity is the
Requestor. U1 R iZZ A& AT TR A SSARTE KR IF,  WHZ SRR TR E

2 This form may not be used to release both psychotherapy notes and other types of health
information (see 45 CFR"164.508 (b)(3)(ii). If this form is being used to authorize the release of
psychiatric health information, a separate form must be used to authorize release of any other
health information. An authorization for use or disclosure of HIV test results must specifically
state that it authorizes the use or disclosure of HIV test results and must be signed by a witness.
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ARRIEAFH T RO BE T D A SR R @ B 50 (S5 (L) 26 45 528
164.508 (b)(3)(ii)7k) - WIS AFRANG H TR RO BE A B2 D5, T A 204 FH — P9 ML ST ) R Rk
ESURE U Ar] oA g B 95 o 5 FH Bl 5 HIV IR Sh SR A 32 A5 00 250 BH A 156 BH e F52 A FH B0k 5%
HIV RS R, HaA 2 — 2 IENE 4.

If mental health information covered by Lanterman-Petris-Short Act is requested to be released
to a third party by the patient, the physician, licensed psychologist, social worker with a master's
degree in social work or marriage and family therapist, who is in charge of the patient must
approve the release. If the release is not approved, the reasons there- fore should be
documented. The patient could most likely legally obtain a copy of the record himself or herself
and then provide the records to the third party. / w1595 N Z K4 Lanterman-Petris-Short 7 £
O EE RSB S 25 =77, A MTTim AL RO, A L Tt A Y
FE T BRI S R BEVR YT b A R T . U SRAZ R TBOR A AT AL, WU BAZAC SR VA i e B
H. WABA A REE CaikkI—mics, RETIlsRREsHE=77.

The statement "at the request of the individual" is a sufficient description of the purpose when
the individual initiates the authorization and does not, or elects not to, provide a statement of the

purpose. / GIRAMN NELEAIA AT 1B ST BE IR FEA G H A, A MR AR ME 2
HI7e 0 A

If authorization is for the use or disclosure of protected health information for research, including
the creation and maintenance of a research database or repository, the statement "end of

research study", "None", or similar language is sufficient. / W1 SEFZAIE A T Wk 70 1 18 FH 2l 3% % 2
RSP TR, LSRGV MYES O SRR EE e, AR ISR R G B
R AL T .

Under HIPAA, the individual must be provided with a copy of the authorization when it has been
requested by a covered entity for its own uses and disclosures (see 45 CFR"164.508 (d)(1), (e)
(2)). / 1RYE HIPAA, =49 5 B SEARTE SK— A A LUME B O Bl g iy, At iz A N3t —
AL (B3 (BRE) 55 45 545 164.508 (d)(1), (e) ()7 -

If any of the exceptions to this statement, as recognized by HIPAA apply, then this statement
must be changed to describe the consequences to the individual of a refusal to sign the
authorization when that covered entity can condition treatment, health plan enrollment, or
benefit eligibility on the failure to obtain such authorization. A covered entity is permitted to
condition treatment, health plan enrollment or benefit eligibility on the provision of an
authorization as follows: (i) to conduct research-related treatment, (ii) to obtain information in
connection with a health plan's eligibility or enrollment determinations relating to the individual or
for its underwriting or risk rating determinations. Under no circumstances, however, may an
individual be required to authorize the disclosure of psychotherapy notes.

AN HIPAA AR BRI B AR A& T, 9 24008 o A SR AT DAE VA U IX R R AU E
TBIT ~ INARAEE VTR BAR ) BEA% IR S5 AR IR, IS A X TS W AT AR B, DU RiR 1 4625 B %%
BCRXZA NBIJG R R 55 W STARLE 905 T AEVFEYE ST I CRAE TR BIE R 55 b DASR 42 AL
FudkAr: () BATHE A SRHIGYT . (if) FRBOS T2 N EREETH R BE A& BN PR 5 FH 5K ) 55 7
B B E AR PR EORS PR R B . EZ, EARATIE O T AFZRA NI E ORI 10

The requestor is to complete this section of the form. / AR LT HiE R EHEHS .

Reference: Welfare and Institutions Code Section 5328.7 / £%. (iEF SHLHE) 2 5328.7 &%
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