AUTHORIZATION FOR DISCLOSURE OF MEDICAL OR DENTAL INFORMATION

PRIVACY ACT STATEMENT

In necordance with the Pnvacy Act of 1974 (Public Law 93-578), the notice informs you of the purpose of the form and haw
it will be used. Plewse read it carefully.

ALYTHORITY: Public Law 104-1391; F.Q. 9397 (GSAN); DoD 6025.18 R.

PRINCIPAL FURPOSLE(S): This form is to provide the Military Treatment Facility/Denal Treaiment Facility/TRICARE Health Plan
with a means to requust the usc ond/for disclosure of an individual's protected boahlth information.

ROUTINE USE{S}: To any third party ur the individual upon authgrizatinn for the disclosure from the inividual {or: parsonal
uue, insurance; continued medical care; school; legol; retirement/separation: or other reasons.

DISCLOSURE: Voluntary. Failure to sign the rutharnzation torm will result in the non-release of the protected health
inforrmation.

This furm will not be used tor the authorization to disclose alconol or drug ahuse patient inforrmation trom medical records or
tar sutharnzetion to disclose information from records of un alcohal or drug obuse treatmont program. [n addition, ony use as
an @uthorization lo use ar disclose psychotheropy notes may not he combined with annther authorizatlion except one 1o use or
disclose psychotherapy notes,

SECTION | - PATIENT DATA

1. NAME (1 asz, First, Midcic Ioniel] Z. DATE OF BIRTH (YYYYMMOD) | 3. SOCIAL SECURITY NUMBER
4. PLAIOD OF TREATMENT. FROM - TO (YYYYAIMOD} __}i TYPE OF TREATMENT (X one) o
loutraTient_ | TiNRATIENT i |uoTm

SECTION Il - DISCLOSURE

6. 1 AUTHORIZE e 5 o TO RILEASE MY FATIENT INFORMATION TO-
iNamea of Faviliy/TRICARE Health Flan)

a. NAME QF PHYSICIAN, FACILITY, DA TRICARE HEALTH PLAN [ b. ADDRESS (Srenet, City, State and ZIP Codel

6. TELEPHONE ffnciuds Areg Codfe) d. FAX {Iinclude Area Cade)

7. REASON FOR REQVEST/USE OF MEDICAL INFORMATION 1 as applicable)

PCASONAL USE l:' CONTINUED MEDICAL CARE ! | SCHUOL ] | OTHEA rSpecity)

INSUAANCF ) RETIREMENT/SEPAFATION LEGAL
8. INFORMATION TQ DE HELEASED

9. AUTHORIZATION START DATE (YYYYAMMOO] L10.”7&‘0 THORIZATION EXPIRATION
| DATE (YYYYMMOD, [ ] acmON cCOMPLETED
SECTION Hli - RELEASF AUTHORIZATION

| understand that;
2. | have the right to revoke this authorization at any time. My revocation must be in writing and provided to the facility
where my medical records are kept or ta the TMA Privacy Officer if this is an autheorization for inlarmation possessed by the
TRICARE Hualth Plan rather than an MTF or OTF. | am aware that i | later revoke thes suthorization, the porgoni(s) | hersin
name will have used and/or disclosed my protected infarmation on the basis of this authorization.

b. It | authorize my protectad health information to he disclosurd to someona whao is not required te comply with federal
privacy protection regulations, then such information may be re-disctosed and would no longer be protected.

¢ lhave aright {o inspcct and receive a ¢opy of my own protected health information 1o be uscd or disclosed, In accordance
with the requirements of the {oderal privacy pratectiun regulations tound i the Privacy Act and 45 CFR §164,.524.

d. The Miltary Health System (which includes the TRICARE Heulth Flan) may not condition treatment in MTFs/DTFs, payment
by the TRICARE Health Plan, enrollment in the TRICARC Heslth Plan ur cligibikty for TRICARE MHealth Plar banefits on failure tn
obtain this authorization. ]

i raquest and authorize the nammod providerftreatment faciliny/TRICARE Health Plan ta release the intormation descenbed vbove
toc the named individual/organization indicated.

11. SIGNATURE OF PATIENT/PARENT/LEGAL REPRLGENTATIVE 12. RELATIONSHIP YO PATIENT 13. DATE (YYYYMMDD)

i apphCabing

i
SECTION IV - FOR STAFF USE ONLY (7o &2 campiatet onty ugod receigt of willlen iovaepiion)
14. X IF APPLICABLE: 14. REVOCATION COMPLETED BY 16. DATE (YYYYMAMODD)

AUTHORIZATION
REVOKED i

T - z 3 N L ABL
17. IMPRINT QI CFATIENT IDENTIFICATION PLATE WHEN AVA E | CPONSOR NAME:

SPONSOR RANK:
FMP/SPONSOR SSN:
BRANCH OF STRVICE:
PHONE NUMBENR:

DD FORM 2870, DEC 2003




