Patient’s Name: History #:

Date(s) of Service:

) : (. )
DAYTIME EVENING
| autharize:
to refease or disclose the following information to:
inova Rheumatology 703-259-9040
NAME OF PERSON, PHYSICIAN OR AGENCY T REGEIVE IHFORMATION {FAX NUMBER FOR PHYSICIAN QFFICE ONLY}
8501 Arlington Blvd, Suite 340 Fairfax VA 22031
STREET ADDRESS, oITY STATE ZIP CODE.

Information to be Released / Disclosed:

-} Emergency Record ) X-ray Report O Billing information
L4 Face Shest O Progress-Notes J-Substance Abuse Records
1 Discharge Summary U tab / EKG Tt Plari of Care (HH)

2 Psychiatric Admit Note U Operative Report Q Complete Health Record
O Peychialric Evalugtion 21 Physicians Orders 2 Medical Abstract

3 'Consuliation 2 Other 4 X:ray Films/CD

Purpose: _

2 Medical Follow-Up ) Individual use O Insurance

0 Atforney 01 Disability L Other

Patient advised of charges: JYes UiNo OTINA
QY prefer to pick up records 111} wish 1o review records (by sppointment only}

{ understand that if the person or agency that receives my information is not a health care provider or health plan covered by the
HIPAA privacy regulations, the information described above may be redisclosed and is no longer pratected by these requiations.

}understand written notification is necessary to cancel this authorization and can be.addresséd to the department fisted at thes fop of
this form, | am aware that my cancellation will not he effective: as to disclosures already made in reference to this suthorization.

! understand that | am under no abligation to sign this form. Inova Health System ray, however, condition the provision of
research-related treatment on my signature of this authorization for the use or disclosure of protected heaith information
for such research, in accordance with the Health Insurance Portability and Accountability Act (HIPAA), Standards for
Privacy of Individually ldentifiable Health Information (Privacy Standards), 45 CFR Parts 166 and 164, §164.508(b){4). Inova
Health System may also condition the provision of health care that is solely for the purpose of creating protected heaith
information for disclosure to a third party on my-signature of this authorization.

Funderstand. that this discliosure may inciude information regarding drug abuse, alcoholism, or_-arcoh_ol abuse, psychiatric or mental
iiness, Acguired Immunodeficiency Syridrome (AIDS) or infection with. HIV regulated by Federat Statute (42 CFR Part 2),

DATE (This authorization will expire 6 months.after-date signed}

SIGNATURE GF PATIENT OR REPRESENTATIVE

NAME OF PERSONAL REPRESENTATIVE (IF APPLICABLE) RELAFIONSHIP TO PATIENT

PATIENT IDENTIFCATION :INO'VA HEALTH SYSTEM | |
INGVA INITIATED AUTHORIZATION TO
RELEASE / DISCLOSE PROTECTED

HEALTH INFORMATION
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