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ADMIN - CONSENT TO RELEASE OF INFORMATION AND RIGHT OF ACCESS REQUEST
University of lowa Health Care (UIHC)
HesthInformatin Managemant Depariment, Rlease o nformation Offc, 200 Hawkin D owa Gy, 1A 52242
Telophone: 316.385-1713;Fax. 318.356.3070 r 310.353.7044; Emai: him-consenifom(@uions eds

Patient logal name: Birth dato:

Complete mailng address:

Listany previous names (maiden, married, legal changes):

‘Sond UIHC Information to: __ Myself at the address above unless noted below
Name andior facilty:

Complete mailng address:

Format of nformation to be released:
_Electionic (cicle): CD/USB diive /MyChart _Verbal ___Tofleonly __Paper

Fax. __Emai:

et ot e s S e
Information to be rloased (wilbe from the previous two years unless specied below):

__ Summary ofrecord. __ immunization record __Pathology sides
" Biling nformation " Laboratory results " Psychotherapy notes.

" Discharge notes. offce visit notes. " Radiology images

" Emergency notes " Operative/Procedure reports __ Radiology reports

" History and physical " Pathology reports " Testresults (EKG, PFT, EMG, otc)
oter.

Date(s): . andlor DepartmentProvidor:

Reason for release:

__Rehabldsabilty __Insurance __Legal __Personal __Medical __Other:

“Tnis consent s voluntary. If | cancel tis consent at a ater date, | must send witen notfication o the Director of Health
Information Managemen at the above addess. Ifthi consent s cancelled, | undersiand that inormaton may have been
released pior 10 the cancellaion, and that action would not be considered a breach of confidentiaty. | aiso acknowledge
that. 1) recipients o this informatlon may possiby re-release the Informaton wihout proper authorizaton, and 2) once
Information s discosed It may no longer be protected by federal privacy regulations. | undersiand that | may review the
disciosed informaton or ask questns by contacting the Director of Health Information Management a the above address. |
have been ofered a copy of his authorizaton. | understand there may be a charge fo ths information.

UIHC does notrequire completon of this form as  condition of evaluation or eatment. However, when the requested
evaluaton or treatment s solely for the purpose of creating a medical report fora thid party. f authorzation o release the
Information t that tird paty Is notprovided, It may result nthe cancelltion of those services. | undersiand that the
Information may be released electrnically, and may include information in the following categories unless | specifically deny
the elease (ghack any catogory ol to bo roloased).

__Substance abuser” __ Mental heaith __HiV-reated informaion __Genetic testsfinfo"”

ot has b coclos 1 you 3 ot ekt by s confGElalty e (6 CFR Part2 o unauharSa dsoseeof s
o) R 13 gorete e e Scree o Possis S e 50, o0 ekt 1 s 0 453105 o Heat ot Condre

This agreement allows release of past and fure UIHC information and wil expire 2 years from the date of signature, or s
Indicated (specity number of days or months) unless cancelld by the patienlguardian.
UIC will espon o tis request within 30 da7s of receipl. f addiionl ime 1 required, you wil be nolifed of the extension.

signaturo: Date:
e o persn ety e ot o )

[ e ) ety o gy S P,

Ve S, oo oW atert o prs gy S & sty s 57
Intornal uso only: ___iialfform has been processed and scanned no Epic under the HIM RO Authoizaon document ype.




