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ALANT. KAWAGUGHI, M.D. Authorization for Alpine Orthopaedic Medical Group, Inc. ADMINISTRATOR

Vireaam .t Release Copies of Medical Records (Protected Health Information)

As reguired by the Health Information Portability and Accountability Act of 1996 (HIPAA) and California law, this practice may not use or
disclose your individually identifiable health information except as provided in our Notice of Privacy Practices without pour authorization, We
will evaluate your request and ywijt either grant if or explain the reason Why the request will not be granted,

1 hereby authorize Alpine Orthopaedic Medical Group, Inc., 2488 N. California Street, Stackton, CA 95204 — (209) 948-3333
to disclose health information concerning :

(Patient name & address): m )
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Date of Birth: ¥ ),.)-/4 7() - This authorization is effective now & will remain effective until  / 0 - FO- 0] )

Heglth informatien to be used or disclosed (check box):
Any and all health information may be released, including, but not limited to, medical health records protected by the Lanterman-
Petris-Short Act¥, drug and aleohol abuse records®, and HIV test results*, if any, except as specifically described below
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(Name & address of person ta tise or receive fhe health information)

The information may be used only for the folioyving purposes:
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I understand that I may revoke this authorization at any time notifying this medical practice in writing. [ understand that although-federal law does
not protect health information which is disclosed to someone other than another health care provider, health plan or health care clearinghouse, under
California Jaw all recipients of health care information arc prohibited from re-disclosing it except as specifically required or permitted by law. I

underst. at I have the right to receive a copy of this authorization,
p;
Signed;aﬁ-‘%&\ Print Name: ”’T%Au )Z‘c‘,‘n @ﬂc/-é«ﬂn\
/ { :

Date: __ iD’ (G'Q(JD‘T ——

*Signed by Treating Physician: Date: : /

If not signed by the patient, please indicate relationship: (ﬁ '
O parent or guardian of minor patient (to the extent minor could not have consented to the care) Voo
2 guardian or conservator of an incompetent patient Nz
O beneficiary or personal representative of deceased patient "
a

Spouse or person financially responsible (where information solely for purpose of processing application fg; ﬁéﬁgndem health
care coverage)

*For the release of records (1) protected by the Lanterman-Petris-Short A ¢t (LPS)or (2) containing HIV test resuits, q separate authorization is
required for each separate disclosure, Further, the LPS Act oflen requires that both the patient’s treating physician and the patient sign the
authorization form before information may be refeased, Under HIPAA, an authorization Jor release of psychotherapy noes may not be combined
with an authorization involving any other type of health information (except other psychotherapy notes).
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