Saint Luke’s Health System

H“lm ‘l |‘ Hl‘ " I‘" "; “l Information Request — Patient Authorization

ROI Med Fecords Bequest
|AH sections of this autherization form MUST he completed to be valid i accordance with 42 CFR Parts 160 and 164

Patient Name: Date of Birth: / /

Name at Time of Treatment (if different from above):

Address: City: State: Zip Code:
E-mail Address: Phone:
[Lrequest my recordsfrom: 0 ]
[ Andersen County Hospital [0 Samt Luke™s Cushing Hospital [1 Samf Luke™s North Hospital - Smithville
[ Bishop Spencer Place [ Saint Luke’s Fast Hospital [1 Saint Luke’s Regional Lab
[ Crittenton Children’s Center O Saint Luke’s Home Care & Hespice O Saint Luke’s South Hospital
[ Hedrick Medical Center [J Saint T.uke’s TTospital of KC [ Wright Memaorial Hospital
O Sant Luke’s Commumty Hospilal O Samt Luke’s North Hospital - Bary Road
0 Chmie: O Other:
[L request my records fo-besentto: ]
Name: Records Deposition Service F-mail Address:  requests@recdep.com
Address: 29100 Northwestern Hwy., Ste. 300 Phone: (248) 357-3330
City/State: Southfield Zip Code: 48034 Fax # (healthcare provider only:
What records do yowwantz - |
[ Emergency Room Record [J Laboratory Report(s) [ Pathology Slides
O Complete Medical Record (all pages) [0 Radiology Report(s) [ Detaled Billing
O Abstract/Fospital Summary (trauscribed reportsfiab/radiology) O Radiology film/Aracing/media
O Other:
|C'(Weirih'g31hé period ol hiealth éave Froms 1o 0 |
[ Specific Date(s); to OR [ All past, present and luture encounters/visils
[Purpose for requesting infermation (optional): - | [How would you like your records delivered? - ]
Xl Legal [71 Insurance [ Paper ({1 Home Delivery  or [ [n Persen Pickup}
1 Personal O Centinuation of Care Electronic {Secure Email, Fax to Clinician, CD, Portal, ather)
Please Specify:_requests@recdep.com
[By signing this authorization form, 1 understand that: . . = . |
. Requests for copies of medieal records and/or non-documens material may be subject to copyving fees.
. PHI may include records relating fo mental heatth care, communicable discases, HIV/AIDS, and/or treatment of aleohol/drug abuse.
. [ have the right to revoke this authorization at any time. Revocation must be made in writing and presented to the Health Information
Management Department. Revocation will not apply to information that has already been released in response to this authorization.
. Unless otherwise revoked. this authorization will expire on the following date/event/condition: . If T fail
to specify an expiration date/event/condition, this authorization wilt expire one vear from the date signed.
. Trealment, paviment, enroliment or eligibility for benefits may not be conditioned on whether I sign this authorization.
. Any disclosure of information carries with it the polential {or unautherized redisclosure. and the information may net be prolected by

federal confidentiality rules.

Patient/Authorized Representative Signature: Date: Time:
Printed name of authonized representative: Relationslup to patient:
Witness Signature: Date: Time:

Il.f. signed by a palient’s anthorized repiresentative, supporiing Jegal documentation st accompany thisy authorization fo rml
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