Little Conpany of Mary - San Pedro Hospital
1300 W Seventh Street, San Pedro, CA 90732 (310) 514-5260

AUTHORI ZATI ON FOR USE OR DI SCLOSURE OF HEALTH | NFORVATI ON

Patient Nane: Bi rt hdat e: MR#:

Addr ess: Home Tel ephone:

Date(s) of Treatment:

Purpose of Release: _ Physician ___ Attorney  Insurance ___ Qher:

Information to be released from Little Conpany of Mary - San Pedro Hospital
Information to be released to:

Nane:

Addr ess:

Information to be released (please check all that apply):

[JDi scharge Summary [ Operative Report(s) [ Lab/ Car di ol ogy report(s)
[JH story & Physi cal [ Pat hol ogy Report(s) [ X-ray and imaging report(s)
[ Consul tation report(s) O Chemi cal Dependency [IDates of Hospitalization
Ol Ener gency Dept. Records [ Psychiatric Records 1 & her

Conpl etion of this document authorizes the disclosure and/or use of individually
identifiable health information as set forth, consistent with California and Federal |aws
concerning the privacy of such information.

Failure to provide all information requested may invalidate this Authorization.

California | aw prohibits the Requestor from nmaking further disclosure of ny health
i nformati on unl ess the Requestor obtains another authorization fromnme or unless such
disclosure is specifically required or pernmtted by | aw

| may inspect or obtain a copy of the health information that | am being asked to use or
di scl ose.

I may revoke this authorization at any tinme. My revocation nust be in witing, signed
by me or on ny behalf and delivered to this facility. nmy 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. (Released information before

revokati on received).

Thi s authorization expires on: (or in six months if not specified).

Neither treatnent, payment, enrollment, or eligibility for benefits will be conditioned on
my providing or refusing to provide this authorization.

Nane of Requestor: Dat e:

Patient Signature (or Responsible Party) X

Tel ephone Number of Requestor:

Rel ationship if other than patient: [ Spouse [ Par ent Ochild Sibling
Authorized Agent:

Knox Attorney Service, Inc./ Knox Services LLC. CGuardi an [ her (speci fy)
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