| Reset Form

Complete and print.

pt wy A & (W sl sy Grale aa i Jsiall Jas) A
(lj\ﬁ?gl% w uutf&' C); Cm‘gt-,‘ dﬁﬂ‘ (complete fields or place patient label here)
W 2 “ Y das 1 ISV i yall s
W Qlu (-] )h UJ! 4-..\-4“ ( Patient Name )(First, Middle,f:st)
Authorization to Release Protected Health Information
to a Third Party (Arabic) (csal o) A8 all 48 (R Jeip ) D2kall G )
R Number (if applicabl Birth D -dd-
TO BE Form content retained in medical record. oom Numoer (fzppiozble i Dete (mm-dd-yy)
SCANNED| Route to HIMS Scanning.

) (Mayo Clinic) ¢lnl< gla = ald) a8
‘;U.Ml\ Jiadll ) UA.UAX\ J8 e G'J}a.ﬂ\ Jaa e\d&lw\ PR W S | Mayo Clinic Number
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Ml )5S 8 sai1 138 IS JLeS) can

Staff Use Only / | dla 1 shacs sy a5l
[J ROI'to Send Records [ Scan to Chart

O Information Released by Date (mm-dd-yyyy)
LAN ID

Instructions: This form is to be used by a patient or legal representative to authorize the release of
information to a third party (other than a family member or friend) such as an insurance company,
employer, or for legal purposes, etc. Print clearly; each section needs to be completed to be valid.

Additional Patient Information / 0.4.4.,)“3\ oe 41.‘91-*.4‘ ‘;'L‘Jh-ﬂ 2

3 as O Dbl JOA Z Ul el (LAY asl/ 529 o 31 (V1) (239 O) @Il S8 ansY)

\s) K )AS\ Daytime Phone Previous or Maiden Name (if applies) (First, Middle, Last)
ué-uj oS
e

Check this box () el Y S diad) g Jlall) (ian el ) s

if patient Patient Address (Street, City, State, ZIP Code)
is deceased.

Release Purpose / Cb«ééy\ (e gl 3

Insurance / O:“m‘ O

Check appropriate box or write in other purpose. / .,)'J L*A,)“— ‘.—‘35‘ }i ‘.—NUAJ\ @_)43‘ g_é e @4
Forms completion / 55\A3J\ ol O
Workers’ compensation / Jleadl Cilicay g23 [

Disability / =) O Continuing care / 3_wiuall Aol J)) O

Legal / 4 533 ué\)‘;y O

Other, specify / 22 oAl O

A jall [lgie puadal) cila glaal) Al 4ga .5

Release/Send Information TO

Cila glaall (e Lol dga 4

Release Information FROM

Check one box and complete if applicable. / d-tLu\ Q} ‘JASB \3;\} \z-L)A Qaa
Mayo Clinic &Ll ol [

Dept. / .pnedll

Attn. / . Aliad

Fax /| (Sl

(sbal Ll JS JaST) 1358 5 e ol dadaie 23a (g AT O

Other, specify organization, department, or individual (complete each line below)

Street / & oL

City / Aual)

ZIP Code / 52 ) e )l State / 2% o)

Phone / —aila

Check one box and complete if applicable. / Ca-\j:-\-“ ol ‘dﬂSi} \3;\; \’U‘)A A
Mayo Clinic []
sla eLLj é\y; (Mayo Clinic) NN sla cj\}a e Jeiis
>l (Mayo Clinic) <lils
Mayo Clinic Includes all Mayo Clinic and Mayo Clinic Health System locations
(sbal haws JS JaSH) 13,8 o Lasd ol dadaia 23a (g AT O

Other, specify organization, department, or individual (complete each line below)

Street / & Bl
City / Aal)

Fax / SW

2P Code / g2 ) el State / 42Y ol

Phone / —aila

Fax / (SW

ENTERPRISE: Applies to Mayo Clinic locations in Arizona, Florida, Rochester and Mayo Clinic Health System.
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Authorization to Release Protected Health Information
to a Third Party (Arabic) (continued)

(R e 52) 2Dl 2y )
Birth Date (mm-dd-yyyy)

(Mayo Clinic) <lulS gila & alall o3,

Mayo Clinic Number

1 OAT Zo b s b ol Lo adde @l gil) G )l (e Bas) g A saal Jo sl 138 (5 yeu
This authorization will expire in 1 year from date of signature unless another date is specified:
AR ) ey peail) 138 AaSla slell in oMef 5 sSA) Gl HlaY (g il slaall jaiisal) Jalilly mand g pall 138 LSRG O
By checking this box | allow the ongoing exchange of information between the above parties until this authorization expires or is revoked.
138 dadla elgil Jin o2 68 el aay kel 8 ClBY) s Addiaal <l 3 cBlad) e ZladYl Wyl and g pal) 138 Uil O
RGN [ RO

By checking this box | also authorize the release of records for future visits or stays after the date of my signature until this authorization expires or is revoked.

Delivery of Information / ‘:’L‘JM‘ d,-.“‘JS .6
(b 52 seh) o slaall ) Anlal) 5 505 Preferred Method / 4lasall 48y Hal)
Date Information Needed by (mm-dd-yyyy)|  \ritten copy (may include completed forms) / (l'daf&d\ E'JI.A:J\ Jais .\§) LSedds O
Verbal only / Jagé dygal [
Written information will be mailed unless an alternate method is checked. / AL 48 yla aaad %y &l Le g jully Zodadl) il slaal) Jlas ) Al
Patient Portal — Mayo Clinic Patient Online Services / <3 yiiy) ye aa yall (Mayo Clinic) &l gile chlead — 4055 yiSIY) ia el 4l 0 O
Fax (number listed above in section 5) / (5 awedll (4 oSlel <Al Al oSl O
Email address / (59 5SIY) 2 0l o)) i O
Pick-up at a Mayo Clinic location, specify / cﬁ}d\ 22a ¢(Mayo Clinic) <ulS sila cﬁ\y\ aa e e Jaasll O
CO/DVD / daad ) gaad i) glanad Jadia ol Ja grcadll (a jall 33 5k e O
USB flash/thumb drive / J sasa USB a8l &l e [
Other, specify / s c&)ii O

Records or Reports to Be Released / 4= CL‘AQ\J‘ &‘5“'“ BTl Ji Sl 7
Timeframe to Be Released / Cila glzall (o CLA‘M a3 Uyl

or Year(s) / (<) siual) ji) ad) Dates) / () 53l) j) g oull

() / (4im) (mm-dd-yyyy) / (& - 252 - Je)

Document/Note(s) (check all that apply) / (3 La JS a3 s ) (LaoWER) 33) clBadiall/ 33 )

Behavioral health/Mental/Psychological notes / dwdill fAdall fAusiall € gLl ) ol 4, gi<al)l sl O

Emergency department/Urgent care notes / ddalell dile JlI /(s ) shall aud (0 5 ) S A €l cllaadall O

Operative/Procedure notes / ddall Cule) A sl /sl jad) colilaally ddlaial) ) f 44 gi€al) ciaadall O

Provider notes / dile ) adia y )l o) laadle O

Therapy notes (physical, occupational, speech) / (LLI;AJ\ 5 skl e s s gl fgqua_\\) GM ol }i A oKl alaaddl O

Other, specify / 2aaill o 5 sd)';i 0
L pdal) Asliall Lol ug b IR ity (Apadil) fAleal) daal) dile 5 i/ g & laadly (3la il glaa Jadii 88 W jlaa) aly Al Sl glaal) ¢ & ol

| understand the information to be released may include behavior and/or mental health care, and HIV test results.
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L

Authorization to Release Protected Health Information
to a Third Party (Arabic) (continued)

(L G pall iy 23 Baale qua sl sl s
(complete fields or place patient label here)
(‘)g&§“ &.Lu.a}‘y‘ ‘J)\}!\) UA:I)AS\ (u.n\
Patient Name (First, Middle, Last)

(R e 52) 2Dl 2y )
Birth Date (mm-dd-yyyy)

(Mayo Clinic) <lulS gila & alall o3,

Mayo Clinic Number

Additional Records (check all that apply) / (3t e JS 2aa3 s 30) Al M
Allergy list / (ssnil) laad Aadld [
Laboratory results / 43 idall 33l O
Pathology report(s) / (Z\MY\J Glual) jasd ) u'a\_);‘y\ ale (Lates ji) 8 O

Radiology image(s), specify exam(s)/body part(s) / (N.n;l\ (;\J'.J) sy /OWAY) aas dai) Clia gad (_)J.».a j) 3y ga O

Immunizations / Calalalll/ciliv asill/cilan il [
HIV Iab test results / (5 i) deliall (ali (g yé HLSA) Aals [

EKG(s)/Cardio/Echo / (sS3Y) Qldll (saia (and/ ) o jlad g 3 seaall (and/ sl Ay 5eS Jaylads [

Medication list / :gja‘\ﬂ 06 O

Genetic testing / 41y sll/Aanall ol HliAY) O

Radiology report(s) / 4 e Slia g (L las }\) O
Billing information for records checked / 3aasall CiMad) il 68 CWlly O

Substance Abuse and Addiction Treatment Records (check all that apply) / ((3akaiy Le JS i3s3 oo ) Gladyl s <l jadiall g Jgasl) 3 Blaa z3le <o

Family participation invitation / 41ilal) 4S jLia 3 gca [J
History and physical exam / gﬁﬂ‘/@ﬁéﬂ andll g @L&\ dadl O
Other, specify / 33«5 )';i 0
Treatment/Discharge summary / (s&udall 3 )alea /GM\ usadke O

Assessment/Evaluation / eﬁéﬂ\ 0

Treatment plans / CM\ Lli O

Questionnaires / Olaiu! [

Multidisciplinary notes / <ilawadill saaaia Lyl f 4 gi<all cilla salall [

OSal O canill oa s g A

Other, specify if applicable

8. Signature and Date
The patient or legal representative must sign and date
this authorization.

@Jlﬂp@ﬁjﬂ\ 8

e This authorization may be revoked at any time by providing
a written notice of revocation to the Health Information
Management Services (HIMS) Release of Information (ROI)
department at the facility releasing the information, except
to the extent that the Providers have already taken action in
reliance on it.

Information used or disclosed pursuant to this authorization
may be subject to re-disclosure by the recipient and may no
longer be protected by the Federal Privacy Law (42 CFR Part 2)
(HIPAA).

| understand that Mayo Clinic will not condition treatment on
whether

| sign this authorization.

I may request a copy of the signed authorization.

I may be charged for copies in accordance with state law.

| have a right to inspect and receive a copy of the material to
be disclosed.

and Y WYL ad lad) ai A (e 5 sl A el 138 o) Sy
238 (Al A gall (8 (HIMS) Zosall Sl slaall 3 ) aldaiy e slaal) e ~Liady)
2l 153330 38 Aol s (56 A VA el (il sleall e ~LadYly
el 13 e sl Jadlly

0o gluadyl Bale Y auadi 8 gy jeail) 1] 85 lgie maddll §f daddiual Cilaglaall o
42 53y | 2l dpa peadll () 58 Can gay Adane (L Y 38 5 ¢ Al Al
(Aelsall 5 Jaall AN ol Gaalil) () 5318) (S L) Gl ol 00 5l () 58 (pe

il oy poaill 138 e agill Ja il o)) 5l (Mayo Clinic) <lilS gle of & ol
ol

& sall o peaill (e da (allaf 8 e

AN Sl s G il e Jgaanll pulan e Jilie gda e calla 8 e

Lo Zlad I/ aiSl a0 o) gall (e Adis Gl jrial 5 alul A Gall gal e

Note: A patient (18 years or older) must authorize the release

of their own information unless patient is incapacitated or
deceased. If signing for a minor patient, | hereby state that my
parental rights have not been revoked by a court of law. Specific
situation(s) may require minor’s authorization.

TladVls o puail) (ST 1 Lo 18) Jaall o @y (3 Gy sall o any 14k gala
s el s 3 Gsie sl Dale G pall (5 ol Lo ddiy 43 Lalal) adlesles o
Lalal) 4l 5l s b L 58 = el 5 A1 @ sil) 138 o gy Ul ¢ puald (o 50 00
(8l 5o/ ga ) YIa/ANS 3 bty 38 A A8 T 5) ASne Al Leali W
).-.am\ dﬂ);ﬂ [ RREY
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(L G pall iy 23 Baale qua sl sl s
(complete fields or place patient label here)
(‘)g&§“ &.Lu.a}‘y‘ ‘J)\}!\) UA:I)AS\ (u.n\
Patient Name (First, Middle, Last)

“ . . p4
daaa clily o rlatils Jieadll
Authorization to Release Protected Health Information

to a Third Party (Arabic) (continued)

(R e 52) 2Dl 2y )
Birth Date (mm-dd-yyyy)

(Mayo Clinic) <lulS gila & alall o3,

Mayo Clinic Number

(Rsmpses) (Fstlae) o) (Ssthe) g5l
Date (required) (mm-dd-yyyy) Signature (required)
Signature Required <

(/AL s/ a1 oY1 eI V) (O pal) g ol a g Jla B) Jalslly @ gal) andl

Printed Name of Person Signing (if not patient) (rirst, middle, Last)

(st oo sily o) 3 ) 8 Com gmm sl G 3l ) o 1) GBS 51 55 8) gl 05 ) a2 Al ) AL
Relationship if Not Patient (legal documentation of the right of access by the signing individual may be required)

Legal guardian / 5 8l asll (O Stepparent / <Y 3;5)’/@‘\1\ zs> O Parent /33 g/all 5 O

Other / ,A) I Health care power of attorney/agent / JxS ¢l fAasall d3le J)) JS o8 O

Foster parent / L;uﬂ\_a sl /Al 6l O

HIMS* Release of Information Contact Informationlw\ ‘:'LAJM\ SJ‘JE ?LE-.&' ‘QLAJ&-AS‘ s CM‘}“ P"‘&* JMY‘ QLQA.

480-301-7282 - .Sl

904-053-2242 - S\

507-284-0161 - _uSlé

507-594-2621: ikl
507-422-0902 :.S\é

Lig &y y ol SAuwdigy| Mayo Clinic il gila aUi|  Mayo Clinic clidS gila aUss

(o Sl Bala 13400 | ¢ suslan ¢ 5L (s 32 51 4500 sl ) s a8 200 U grasina [ ual) (i St § ¢ Al
85259 L5 )l i S 32224 1 ) 5 55905 U suasisa ¢ jiusadis (S ¢ e g L2 1025 il g L2 1400
480-301-4211 sl 904-953-2022 ;! 507-284-4595 :iilgll 56001 i seusie | 54703-5211 (et iS5 « K

715-838-6395 :ailll
715-838-3058 :Slé

Arizona

13400 East Shea Boulevard

Scottsdale, AZ 85259
Phone 480-301-4211
Fax  480-301-7282

Florida

4500 San Pablo Road

Jacksonville, FL 32224
Phone 904-953-2022
Fax  904-953-2242

Rochester
200 First Street SW
Rochester, MN 55905

Phol
Fax

ne 507-284-4594
507-284-0161

MCHS MN

1025 Marsh Street

Mankato, MN 56001
Phone 507-594-2621
Fax  507-422-0902

MCHS Wi

1400 Bellinger Street

Eau Claire, Wl 54703-5211
Phone 715-838-6395
Fax  715-838-3058

«(Mayo Clinic) lilS gle ) SOl Jlus ) Al 8 14005
T dasall Lo Do ) b e sall GSW Q85 e Bl Jlu ) iy

Reminder: If sending records TO Mayo Clinic, fax records to number indicated in section 5 on page 1.
donall ila sleall 3 5la) Calaad*

*Health Information Managment Services

P
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