DATE:
TIME:
LOC:

AMBULANCE

SURE OF PROTECTED MEAT TH INFORMATION

PATIENT AUTHORIZATION FOR USE AND DISCLO

1 authorize Life EMS Ambulance and its a.f:ﬁ}:.ates (“Lif= EMS™) to use and/or disclose the following PHI to:
: (Describe specifically the information to be nsed and/or disclosed,

. Name of individua) or :nmy to receive the PHI
such. as date(s) of service, type of services, demographic information, oxigin of information):

which may include informoation sbout comtmunicable diseages dhd serions communicable diseases and infectons as
defined by Michigan statute and rules which inclndé-venersal disesse “VD”, tuberculosis “TB", kuman
imraunodeficiency virue “HIV®, acquired immumodeficiency syndmmes “AIDS", and AIDS related complex
“ARC"”; aleohol and drug abuse records protected under #he mg‘ulauom; in 42 Code of Federal Regulations Past 2; or
mental health treatment records, psychological and sodial servicés records mcludm.g communications made by me to,

a social worker, psychiatrist or psychologist.

The purposs of this nse and disclosure is at my request unlesz another purpose it stated here. (Describe the purpose
or purposes for which the Ambulance Company will use and/ot disclose the PHI, such a8 sending the PHI to the

loeal high school if the patient was injured 2t a high school sporting event If the purpose 18 a research study, this
form must not inclnde any other purposes):

©

Life EMS will will not| | receive payment or other rgrfivneration fom :
‘e Nams of entity to receive the PHI

or any other third pacty in exchange for the use and/or disclosure of the PHI

» 1 understand that the purpose (s) of the use and/or disclosure are set forth so that [ can make an informed
decision about whether to allow the use and/or disclosure of the PHI,

I umderstand that Lhave the right to refuse to sipn thig authorization.

T understand that T do not have to sign this suthorization in order to receive reatment, excopt Tesearch

related treetinent, from Life EMS.
I understand that when Life EMS uses and/or discloses. .10y PII in accordance with thig anthorization, the
recipient may redisclose the infbrmation 1o other persons and the mfomz.non may no longer be protected

by fedesal or state laws,
> I understand that T have the ripht {o revoke this authorizetion st any time in writing except fo the extent Life

EMS hag actad in relizance upon this authorization.

> Iunderstand and agree that my written revocation rmust be submitted to the Privacy Officer at the following
address: 1275 Cedar Street NB, Grand Repids, MI 49503: .

> A faxed signature to Ambnlance Company shall be valid ag an original,

Y YY

This authorization expires ons year frorn the date it is signed, nnjess another expiration date or event is written here:
iration Date or Occutrence of Defined Bvept. It is sufficient to state “end

of research study”, "none” or similar language if authorization is for use or disclosurs of PHT for research.)

Date:

é?aﬁent Neme: , Patient SS#:

Signed by .
Signature of Patient ot Patient's Perronal Represcntative ' & 274
tew E

Personal Represeniutive’s Name (if applicable):
Printor Typs |

Description, of Personal Representative’ s ‘authority to act on behalf of paﬂmt
PATIENT OR PERSONAL REPRESENTATIVE MUST BE PROVIDED A COPY OF SIGNED

AUTHORIZATION

REV D4/03 Authorizstion Form Issesd /7
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