sw SONS OF
% NORWAY

AUTHORIZATION FOR HEALTH INFORMATION DISCLOSURE

® THIS FORM COMPLIES WITH THE HIPAA PRIVACY RULE *

PATIENT INFORMATION
(PLEASE PRINT)
PATIENT NAME: DATE OF BIRTH:
ADDRESS:
Cirv: STATE: Zip/PostaL Cobe:

| HEREBY AUTHORIZE:

NAME OF PHYSICIAN'S OFFICE/MEDICAL PRACTICE DISCLOSING INFORMATION

REQUESTOR/RECIPIENT INFORMATION

PLEASE DISCLOSE THE FOLLOWING PROTECTED HEALTH INFORMATION TO:

ADDRESS: PO. Box:

Ciry: STATE: Zip/PostaL Cobe:

INFORMATION OR TYPES OF INFORMATION TO BE DISCLOSED:  ALL MEDICAL REcorps, EKG TraciNGs AND Test/LAB ResuLts FROM THE PAsT

FIvE YEARS

SPECIFY DATES (OR DATE RANGES) IF APPLICABLE:

THIS REQUEST IS FOR THE PURPOSE OF:

| UNDERSTAND THAT | HAVE THE RIGHT TO REVOKE THIS AUTHORIZATION AT ANY TIME. | UNDERSTAND THAT MY REVOCATION MAY BE IN WRITING AND ADDRESSED
TO THE PRIVACY OFFICER AT SONS OF NORWAY, 1455 WEsT Lake STREeT, MINNEAPOLIS, MN 55408 or | maAY caLL 1-800-945-8851. | UNDER-
STAND THAT THE REVOCATION DOES NOT APPLY TO INFORMATION THAT HAS ALREADY BEEN RELEASED IN RESPONSE TO THIS AUTHORIZATION.

UNLESS OTHERWISE REVOKED, THIS AUTHORIZATION WILL EXPIRE IN SIX MONTHS OR THE FOLLOWING DATE:

| UNDERSTAND THAT ANY DISCLOSURE OF INFORMATION MAY BE SUBJECT TO RE-DISCLOSURE BY THE RECIPIENT AND MAY NO LONGER BE PROTECTED BY FEDERAL
OR STATE LAW. | UNDERSTAND THAT | NEED NOT SIGN THIS AUTHORIZATION TO ASSURE TREATMENT. | UNDERSTAND THAT | MAY INSPECT AND/OR COPY THE
INFORMATION TO BE DISCLOSED. | UNDERSTAND THAT AUTHORIZING THIS DISCLOSURE IS VOLUNTARY. | UNDERSTAND THAT IF | HAVE QUESTIONS ABOUT DISCLO-
SURE OF MY HEALTH INFORMATION, | MAY CONTACT THE PRIVACY OFFICER AT THE FACILITY LISTED ABOVE THAT IS AUTHORIZED TO DISCLOSE THIS INFORMATION
AND REQUEST A COPY OF THIS AUTHORIZATION.

| UNDERSTAND THAT MY HEALTH RECORD MAY INCLUDE INFORMATION PERTAINING TO THE TREATMENT OF DRUGS AND ALCOHOL ABUSE, MENTAL ILLNESS, AC-
QUIRED IMMUNODEFICIENCY SYNDROME (AIDS), OR HUMAN IMMUNODEFICIENCY VIRUS (HIV), SEXUALLY TRANSMITTED DISEASE, TUBERCULOSIS OR GENETICS.
IF YOU DO NOT WISH THIS INFORMATION TO BE RELEASED, PLEASE INITIAL; DO NOT RELEASE

SIGNATURE OF PATIENT OR AUTHORIZED REPRESENTATIVE DATE

DESCRIPTION OF REPRESENTATIVE'S AUTHORITY (WITNESS SIGNATURE REQUIRED) SIGNATURE OF WITNESS
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