LEMUEL SHATTUCK HOSPITAL

170 Morton Street Jamaics Plain, MA 02180 (517) §22:8110

, with Date of Birth _ __» authorize the Lemuel Shattuck

I,
Hospital to release the following mformation (Please check all that apply):

ry Results, Special Tests, Operative Report)

[ ] Abstract (Diseharge Sunimary, History & Physical, Laborato
[ ] Discharge Summary : [ ] Inpatient Record
[ 1X Ray, Special Studies [ ]} Laboratory Results

[ ) Outpatietit Clinic Visits [ ] Psychiatric Treatment(s)
[ ] Rape-vietim counseling dnd treatinent of sexuslly transmiitted diseases
{ ] Specific Treatment (describe and give dates)

[ 1Completeregord - . , ‘ ,
Peimission about Specific Health Information (Please put your initials if you are choosing to

shiire any of the following information.): '

I specifically: give permission, as required by M.G.L. c. 111, § 70F, to share information in my record
about HIV antibody and antigen testing, and HIV/AIDS diagnosis or HIV/AIDS treatment.

I specifically give permission, as required by MiG.L. ¢. 111, §70G, to shate inforriation in my recotd
about my genetic information.

—_Ispecifically give permission to share informatipn in my record dbout alcohol or'drug treatment, if
this information is shared, 1 understand that a specifi¢ hotice required by 42 CFR, Pt 2 shall be included
prohibiting the redisclosure of this confidential information,

Send To: Agency, Facility, Person:_Prisoners’ Legal Services
- Address 50 Federal Street, 4th floor

Name:

Telephotie (if kinown); 617-482-2773

City/State/Zip; Boston, MA 02110

The purpose of iliis infonnation is: o
[ ) medical care or mentl héalth care [ 1to obtain insurance and/or. governnient benefits

[ ] other, if so.deseribe:

Legal assistance

This consent is valid for sixty (60) days. from the.date I sign this authorization, and may be revaked at any time by providing
& written notice to the Dire¢tor of Health Information Management, unless action on it lias already begim.
1 understand that if the persan or entity that receives the information is not a health care provider or hicalth plan covered by
federal privacy regulations, the information described above may be re-disclésed and no lnger pratécted by ihiese
regulations. ’

refusal to sign will riof affect my ability to obtain treatmient or

T understand that 1 may refuse to signi this authorization and my ‘
paymeht or miy eligibility for benefits. I'may inspect or copy any infofination ysed/disclosed iinder this authiotization.

This information has been disclosed to you fom records protected under Federal Law 42 CFR Part 2 and cannot.be disclosed
without my: written consent. The Fedeéral risles restrict any use of the information to criminally investigate or prosecute any

alecho] or drug abuse patieiit, .
I1release the. Lemue] Shattuck Hospital, its employees, and attending physicians fram legal responsibility or fiabil ity.to the
extent indicated and authiorized herein.

Date:

Signed: (Patient’s full name),
Relationship to Patient:

Authorized Representstive :
Date: 11103

Witness:




