AUTHORIZATION FOR RELEASE OF INFORMATION

CHART #
PATIENT INFORMATICMN:
NAME OF PATIENT - DATE OOF BIRTH _
ATIDRESS

CITY, STATE, ZIF

MAME & ADDRESE OF COVERED EMTITY AUTHORIZED TO EELEASE INFORMATIOM-

CARDLINA HEALTH CARE, CAROLIN A PODIATREY ASSOCTATES, MEDICAL MANAGEMENT INC., FO. BOX 1905,
FLORERMCE, 5.2, 29603 15 AUTHORLALLD TO DISCLOSE PROTECTED HEALTH INFORMATION ON

T THE ENTITIES N AMED BELOW.

patient’s name

ENTITY TO RECEIVE INFORMATION, IMITIAL EACH TUHAT IS SUB)ECT TO THIS AUTHORIZATION

YES / MO LEAVE IMBORMATION OM MY VOICE MAILSANSWER MACHIME
YES / MO GIVE INFORMATION TO MY SFOLUSE.
YES /7 MO GIVE INFORMALION TO THE FOLLOWING PERSONS:

DESCRIFTION OF INFORMALION TO BE RELEASED:.

YES S NGO DATE AN TIME OF MY WEXT APPOINTMENT AND WITH WHOM,
YES /WO INFORMATION REESULTS FROM ANY TESTS OR X-RAYS,

YES 5 N0 FINAMNCIAL INFORMATION

YE& 5 MNO MEDICAL fHEALTH INFORMATION

COTHER INEOREMATION AS DESCRIBED.

THIS AUTHORIZATION SHALL BE [ FORCE AND EFFECT UNTIL REVOKED BY THE PATIENT OR REPRESENTA-
TIVE SIGNTNG THE ALUTHORIZATION

THE PERMITTED U'SE OF THE TNFOTAM ATION S TO INFORM THE PATIENT,

BICRITS QF THIE PATIENL:

[UNDERSTANT THAT [ HAVE THE RIGHT TO REVOKE THIS AUTHORTZATION AT ARY TIME BY SENLHNG A WERIT-
TEM MOTIFICATION TO CAROLINA HEALTH CARE. [ UNDERSTAND THAT A REVOCATION IS WNOT EFFECTIVE [N
CASES WHERE THE INFORMATION HAS ALREADY GEERW DISCLOSED BUT WILL BE EFFECTIVE GOING FORWARD.

TUMDERSTAMD THAT INFORMATION USED OR [DISC1LCRED AS A RESULT OF THIS AUTHORIZATION MAY BE SUB-
JECT TO REDISCLOSURE BY THE RECIPIENT AND MAY MO LOMCGER BE PROTECTED BY FEDERAL OR STATE LAW.

[ UNDERSTAND THAT 1 HAYE THE FIGET TO IKSPECT OF COFY THE FROTECTED HEALTH INFORMATION TO BF
LISED OF. DISCLAOSED AS DESCRIBED [N THIS DOCUMENT. [ CaM DO THIS BY WRITTEM MOTIFICATION TO AL
OLINA HEALTH CARE, PO BOX 1905, FLORENCE, 547, 29505314905,

1 UMDERSTAND THAT MY TREATMENT WILL MNOT BE CONINTIONED O SIGNING THIS AUTHORIZATION. ]
LUMDERSTAND THAT 1 HAVE THE RIGHT TO REFLUSE TO SHGN THIS AUTHORLZATION.

DATE

SIGNATURE OF PATIENT OR PERSON AL REPRESENTATIVE

PRIMT O TYPE NAME OF PATIERT O PERSCA AL REFALSENTATIVE

PERSOMNAL MEFRESERTATIVE™S ALTTHOIREY

| T p PR T
[ATTACH NECESSARY DEMCLUMENMTATION) \WHTE FRIKTRG 20 INE. » @45 455.5670

GHG-40



