
THE UNIVERSITY OF CHICAGO ORGANIZED HEALTH CARE ARRANGEMENT

REQUEST AND AUTHORIZATION TO COPY HEALTH INFORMATION
PHONE: 773-702-1637 FAX: 773-702-7591

Forthepurposesofreleaseofhealthinformation,recordsareavailableatthe UCOrganizedHealthCareArrangement
(orUCOHCA)whichconsistsoftheUniversityofChicagoMedicalCenter(UCMC),certainactivitiesoftheUniversity
ofChicagoincludingphysicians,andthe UCMCRegionalDoctorsOffices.Eachoftheseiscalleda UCOrganization.

Section I: PATIENTINFORMATION
PatientName(last,first,middleinitial):

Birthdate: Social Security Number: Medical Record Number:

Address

City: State: Zip: Phone:

Section I1: INFORMATIONREQUESTED

I authorize the UC Organization to use or disclose the following health information during the term of this Authorization: Checkall that apply

I1 Clinicvisitnotes

I1 EmergencyRoomReport
I1 Surgical(operativereport,pathreport)
I1 Hospitalization(H&P, Consult,Tests,Surgical,DischSummary)

I1 X-rayFilms(PleasecontactRadiologyat 773-702-1788)
I1 Testresults(Specify:Lab,X-ray,EKG,etc.)

I1 CompleteMedicalRecord
[] Billingrecords

[] TherapyNotes(Specify:PT,Speech,Radiation,Chemo,etc.)
[] Recordsrelatedto a specificinjurywith thefollowingdate(e.g.
workers'compensationinjury):
IXI Other: SEEATTACHEDFORRECORDSWANTED.

For the following dates of treatment: (for example:specificdate1125103;rangeof datesJan-July2001;all datesof service)

Fromthe following facilities:
I_1The Universityof ChicagoMedicalCenter(includes TheCenterforAdvancedMedicine)

[] ThefollowingUCMCRegionalDoctorsOffice:
[] The Universityof ChicagoPhysiciansGroup

[] ThefollowingUniversityof ChicagoPhysicians:

Section II1:RECIPIENTANDPURPOSE:

If this information is not being delivered to me, then deliver my health information to: (for example: insurance company, school,
attorney)
Name of Person: Phone Number:

P: 248-357-3330 F: 248-357-3337

Nameof Organization:

RECORDS DEPOSITION SERVICE, INC.

StreetAddress:

PO BOX 5054

City,State, Zip:

SOUTHFIELD, MI 48086-5054

The purpose of the disclosure is: (forexample:worker'scompensationclaimreview;schoolrequiresimmunizationrecords;at the

requestof the patient) FOR DISCOVERY BEFORE TRIAL
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Section IV: SPECIFICCONSENT
By checkingany of the boxes below, I am specificallyauthorizingthe UC Organization(s)to use and/or disclose the category of
confidentialinformationindicatednextto the box,if applicableto thisauthorization.
[] Informationabouta MentalIllnessor DevelopmentalDisability**
[] PsychotherapyNotes(whicharenot partof the officialmedicalrecord)
[] InformationaboutHIV/AIDSTestingor Treatment(includingthe fact thatan HIVtestwasordered,performedor reported,regardless
of whetherthe resultsof suchtestswerepositiveor negative)
[] InformationaboutCommunicableDiseases

[] InformationaboutVenerealDisease(s)
[] InformationaboutSubstance(i.e.,alcoholor drug)Abuse
[] InformationaboutAbuseof anAdultwitha Disability
[] InformationaboutSexualAssault

[] InformationaboutChildAbuseand Neglect
[] InformationaboutGeneticTesting

Section V: EFFECTIVE DATE OF AUTHORIZATION

This authorization will remain in effect under the following conditions: (check one preference)

[] From the date of this Authorization untilthe following date:

[] Until the purpose is fulfilled.

[] Until the following event occurs:

[] Other (e.g. no expiration):

,200

Note: The term for mental health records must be stated--you may not use "no expiration."

If no termination event is filled in, then this Authorization will expire 90 days after the date signed below.

I understand that I may change my mind and revoke this Authorization in writingat any time by notifying the HIPAA Program Office. I
understand that changing my mind will not affect my treatment. The revocation will not apply to the extent that any UC Organization has

already taken action where it relied on my permission. Send revocationsto: HIPAAProgramOffice,Universityof Chicago,IVlC1000,5841S.
MlarylandAve., Chicago,IL 60637.I understand that I have the right to inspect or copy any information used/disclosed under this

authorization. I understand that once my health information is disclosed to the recipient, no UC Organization can guarantee that the
recipient will not redisclose the health information to a third party or as required by law. The third party may not be required to comply

with this Authorization or privacy laws.

I understandthat I may refuse to sign this Authorization, and if I do refuse, my ability to obtain treatment will not be effected unless (a)
the only purpose of treatment is to create health information for the disclosure listed above, or (b) if my treatment is related to my

participation in a research study.

I have read and understand this Authorization and had a chance to ask questions about the disclosure of the health information. I
authorize each UC Organization to use/disclose my health information in the manner described above.

Signature of Patient or Personal Representative* Date

Name of Personal Representative* (if applicable) Relationship to Patient

'_The Personal Representative is the patient's decision maker. It can be the parent if the patient is a minor, legal guardian, health care

surrogate, or other person.

**A witness signature is required for the release of information about a mental illness or developmental disability.

Signature of Witness: Date

Name of Witness:
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