! Authorization to Release Information Status: B Adult O Juvenile
_ Massachusetts Department of Correcti Ith Services . | B
{ Patient Name - Patierit Ni * "Bookirig Number “Date of Bith | Today's Date:
: | Authorize / Autorizo:™ |:To Release information To / A divulgar Informacién a:
‘|- Narme of arganization or individual / Nombre Name of organization or Individual / Nombre -
[ Aiorass T Direodion =\ Address / Dirsccién
50 Federal St. 4th floor, Boston, MA 02110
"1 This authorization includes records reléilng to the followfﬁa _(ple'ése check) / La presente autorizacion comprende los reglstros
relacionados con lo que se detalla a continuacion (por favor, marque la opcién cormrecta):
2 All remaining records / Ofros registros restantes 01 Specify / Especificar
&2 Mental health freatment / Tratamiento de salud mental
2 Chemical dependency treatment / Tratamiento de drogadiccién o alcoholismo
HIV or AIDS related tests and treatment / Tratamiento o pruebas de SIDA o VIH

2 Pumpose for disclosure (this fine must be completed) / Propésito de la divulgacion (se debe completar este renglén):;

3. Indicate dates of interest/ Indique las fechas mportantes AN ARID A |
If no date-range is provided, release will cover the previous year only / Si no sé indica el periodo de diviilgacibn, la misma tendrd lugar
sélo por el término del afio anterior.:

4. | understand that | may revoke this authorization at any time 4, Comprendo que puedo revocar la presente autorizacién en
by providing written notice, except to the extent that release of cualquier momento slempre que notifiquse mi decisién por
information has already occurred In refiance upon it. escrito, salvo que la divulgacion de mi informacién se haya

efectuado dependiendo de dicha autorizacién.
6. Comprendo que conforme a la Ley Federal (42CFR - Cédigo

5. | understand that under Federal Law (42CFR Part 2) records
relating to treatment for chemical dependency cannot be de Nﬁﬂ::ﬂt:a iFet%eml = ':?ml zg‘ 'ﬂ: registros '°':i°‘°“ad°‘
released without my specific authorization as indicated under con © miento para el alcoholismo o drogadiccion no
“pw pueden divulgarse sin ml previa autorizacién especifica tal

como indica el punto “1.”

6. | understand that Information used or disclosed pursuant to 6. Entiendo que la informacién utilizada o revelada conforme a
this authorization may be disclosed by the recipient and may esta autorizacion puede ser divuigada por el destinatario y ya
no longer be protected by federal or state law. no estar protegida bajo ley federal o estatal

7. | understand that | will receive treatment even if | refuse to 7. Comprendo que recibiré tratamiento incluso si me niego a
provide approval, but also understand that refusing to otorgar mi aprobacién; pero, asimisme comprendo que
authorize information may affect the nature of the treatment rehusarme a autorizar la divulgacion de mi informacién puede
provided. afectar la naturaleza del tratamiento que se me proporcione.

8. | agree to hold harmless all persons acting upon this 8. Acepto eximir de responsabilidad a todas las personas que
authorization in good faith, actiien con buena fe bajo la presente autorizacién.

9. It is my intention that a photocopy will be as valid as this 9. Manifissto que una fotocopla tendré el mismo valor que su
original. copia original.

10. This authorization shall be valid for one year from the date 10. La presente autorizacion tendra validez por e! plazo de un
of my signature. afio a partir de la fecha de mi ﬂrma

| Patient or authorized sigriatufal Finma del paciente o persbna aulorizada Date 7 Fecha
I other than patient signature, relationship to patient / Si no es la fima del paciente, indicar relacién con el : Date / Fecha
paciente
3 [ Witness signature / Firma del testigo Date/Feches
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Attachment A

COMMONWEALTH OF MASSACHUSEITS
DEPARTMENT OF CORRECTION
HEALTE SERVICES DIVISION

&PMIM’S NAME : ss#

X ot e p—

«-— INSTITUTION:

NE

To provide me with a complete copy/abstract of my medical record for my personal
use. I agree to accept responsibility for payment of any fees charged for this
service. Provide dates of service.

DATE OF. TREATMENT
INFORMATION REQUESTED

X wo allow Prisoners' Legal Services who is legal counsel
' {(Name of authorized pearson) i {(relationship, i.e., physician,

attorney)
to be furnished a complete copy/abstract of my medical record.
Provide dates of service ANYANDALL

(Specify scope of procedures or N/A)

This information has been disclosed to you £from records whose confidentiality is
protected by Federal law. Federal regulations (42 CFR Part 2) prohibit you from
making any further disclosure of it without the specific written consent of the person
to whom it pertains, or as otherwise permitted by such regulations.

I hereby acknowledge that I have read, or have had read to me, and fully understand
the above statements as they apply to me and do herein expressly and voluntarily
consent to disclosure for the purpose or need and to the extent or nature as stated.
I further understand that I may revoke this consent at any time. Except where
disclosure has already been made or upon occurrence of the event: the purpose for
which this disclosure is hereby authorized. . Deletions may be made as required by the

privacy laws of Massachusetts.

This Authorization for Release of information (unless expressly revoked earlier)
from the date last signed by the patient or authorized agent.

expires
Patient’s signature Date
Witness signature Date
Copied pages @ Total Paid §
# pages Price per page

Date
Additional Signature & Relationship to inmate, if required

Date

Witness

If inmate is deceased, please provide proof of executor or administratix,

May 2019



Attachment B

COMMONWEALTH OF MASSACHUSETITS
DEPARTMENT OF CORRECTION
HEALTH SERVICES DIVISION

AUTHORIZATION TO RELEASE SENSITIVE MEDICAL INFORMATION

J NRME & ADDRESS OF INMATE - DATE
¥ ID #
ss #

* Date of Birth Institution

NAME & ADDRESS OF PERSON REQUESTING MEDICAL RECORD (OTHER THAN INMATE)

Pri ' | Servi
50 Federal Street, 4th fl
Boston, MA 02110

Purpose of disclosure:legal assistance

Information to be released:
Any and all medical records and information

I hereby authorize the release of the information stated above, including any
information regarding mental health conditions, drugs or alcohol abuse, HIV test
results and/or any AIDS related informaticm. Any other use or disclosnre of this

information is forbidden. This consent will expire on ONE YEAR
after today’'s date. This consent is subject to revocation at any time except to the

extent that action has been taken in reliance there on.

* Signature of inmate

.5 Date

Witness

Additional Signature & Relationship to inmate, if required. Date

If inmate is deceased, please provide proof of executor or administratix.

May 2019



