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| hereby authorize the release or disclosure of my individually identifiable health information as described below. |
understand that this authorization is voluntary. By signing this Authorization, | understand that | am giving my authorization
to CarolinaEast Physicians, an entity that is part of CarolinaEast Health System, to disclose my protected health information
(“PHI”) as specified in this Authorization. | further understand that if the person or organization | authorize to receive the
information is not a health care provider or health plan, the released information may no longer be protected by federal or
state privacy regulations.

| authorize CarolinaEast Physicians to disclose the following information from medical records of:

Patient Name Date of Birth
Address
Telephone Patient Medical Record Number

Patient Provider Name(s)
Covering the period(s) of health care:

From to ;. From to

Information to be disclosed:
O Complete health record(s)*, including all images (X-rays, CT Scan, MRI, Ultrasound, Nuclear Medicine,
Mammograms, Photographs, etc.)

| I Complete health record(s)*, excluding all images
I I Include records from providers other than the practice (contained in the practice’s records)
I I Do not include records from providers other than the practice (contained in the practice’s records)
* Includes any communicable disease, drug and alcohol records and mental health records,
except Psychology Notes, for which a separate authorization must be signed.

OR

Select from the following (Check as many as apply):

O Discharge Summary O Progress Notes

O History and Physical Examination O Laboratory Tests

O Consultation Reports O X-Ray/Imaging Reports

O Treatment for alcohol and/or drug abuse O Billing Records

O Mental health care or services (does not include Psychotherapy Notes for which a separate authorization

must be signed)
Photographs, videotapes, X-Rays, CT Scan, MRI, Ultrasound, Nuclear Medicine, Mammograms, digital or other
images.

O Other (please specify):

|
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The purpose of the disclosure is:
O Claim or suit for personal injury. The practice reserves its rights to a provider lien under N.C.G.S. § 44-49.
O Other (please specify):

This information is to be disclosed to the following individual or entity:

Name Relationship
Address
Telephone Facsimile

The patient or the patient’s representative must read and initial the following statements:

A. | understand that unless earlier revoked, that this authorization will expire within six months of signing or on the
happening of:

Initials:

B. | understand that | may revoke this authorization at any time by notifying the practice in writing, but if | do it will
not have any effect on any actions the practice took before it received the revocation.

Initials:

C. I understand that the practice cannot make me sign this authorization as a condition to receive treatment form
the practice except:
(i)  when the practice provides me with research-related treatment in which | have agreed to participate; or
(i) when I have asked the practice to provide me with health care solely for the purpose of creating protected
health information for disclosure to someone else such as my employer.

Initials:

The practice as part of CarolinaEast Physicians, an entity that is part of CarolinaEast Health System, and its and their
respective employees, officers, and physicians who are or may be involved in my care are hereby released from any legal
responsibility or liability for disclosure of the above information to the extent indicated and authorized herein.

(Form MUST be completed before signing)

Signature of Patient or Representative Date

Print Name Relationship of Representative to Patient

Please describe the Representative’s authority to act on behalf of the Patient:

*YOU MAY REFUSE TO SIGN THIS AUTHORIZATION *
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CarolinaEast Physicians complies with applicable federal civil rights laws and does not discriminate on the basis of

race, color, national origin, age, disability, or sex.

ATTENTION: If you speak any language other than
English, language assistance services, free of charge,
are available to you. Call 910-938-3099.

ATENCION: si habla espafiol, tiene a su disposicién
servicios gratuitos de asistencia lingtiistica. Llame al
910-938-3099.

AR WREERAERIX  BAUURBEESESEY
BR#%. FEHE 910-938-3099.

CHU Y: Néu ban noi Tiéng Viét, c6 cac dich vu h6 trg
ngdn ng mién phi danh cho ban. Goi s6 910-938-

Fol: #2018 ALRSHAIE B, o] x| MHIAE
F=22 0[83tA = U&LICE 910-938-3099 He 2
Hatal FAAIL.

ATTENTION : Si vous parlez frangais, des services
d’aide linguistique vous sont proposés gratuitement.
Appelez le 910-938-3099.

252-752-5227 - la 5lai: 13 S5 Hiaacs 13 Wade 8l Al
Masde 5 1l o 5 3, 3l lex

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab
txog lus, muaj kev pab dawb rau koj. Hu rau 910-938-
3099.

BHVMAHWE: Ecnu Bbl roBOpUTE Ha PyCCKOM SA3blke, TO
BaM JOCTYMNHbl 6ecnnaTtHble ycnyru nepesoga. 3BOHUTE
910-938-3099.

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 910-938-3099.

YAAL: A AL dRAcll oliddl S, cl (:2les GUNL A1 AL dHIRL HIR
Gudoy 8, sl $21 910-938-3099.

M WSS AN
G1n gi giad) 910-938-3099,

IGe0 SthE[ S Uty maniag,
2 i

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 910-938-3099

W[ ¢: Ife 3 f &t dierd T di 31muds feie gora # WIS Feradr
Jare 3uered T1 910-938-3099 R BidT B

IUO%"]‘U ‘E]"]O“] ‘lﬂ“’]ﬂJCO"]‘lU"]s‘%l"] 819,

mwvamwaoscmamwwﬂm Ims‘ucagm
cUuTLeL2N . WS 910-938-3099.

EEEE  BABEF TN 5E. BHOSEXEE
CRAWEZEFERT 910-938-3099
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