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s Oy AUTHORIZATION FOR RELEASE SNl
OF CONFIDENTIAL INFORMATION cebadn @8 e
All areas designated by an W are REQUIRED

ﬁ}glglgﬁ?x E for valid authorization.
‘I ' NAME Of HOSPITAL / PHYSICIAN
f authorize ‘ Children’s Hospital, New Orleans / ¥ to receive from ¥ to release to
INFORMATION REGARDING:
- SPICIFIC NAME OF HOSPITAL, FHYSICIAN, SERVICE AGENCY DR THIRD PARTY
2 . Jeffrey Thomas Bodin
STREET ADDRESS ary SIAtE ZiP CODF
3 | 528 Beau Chene Dr Mandeville LA 70471

Mail ™ Email : _jeffreybodinZ13@gmail.com
Patient’s Name: __Jeffrey Thomas Bodin
Patient's Date of Birth: _05/22/1997
Service Dates: 05/01/2018 - 01/01/2019

4 ’ 1 AUTHORIZE THE RELEASE OF THE FOLLOWING INFORMATION:

W Abstract (H&P, OP, DS, Rad, Lab, Con) ﬂComplele Hospital {/ History and Physical Report (H&P)
Adolescent Behavioral Health &/ Consultation(s) {Con) ¥ Lab Reports (Lab)
ﬁ/\udrcy Hepburn CARE Center  Diagnosis, including alcohol and E’Radiology Results {Rad)
Billing tnformation drug abuse / Results of HIV tesling
£/ Clinic Noles  Disc arge Summary {DS) ' Report of Operation (OP)
¥ Complete Clinic Reocrd V1 Emergency Room Record (ER)
‘Z0‘he"-Any-records:elating.tosancer_treaunentzoos._

5 . T AUTHORIZE the release of HIV lest resufis, T understand | am authorized by law (o allow or refuse 1o alfow the release of

6 ‘ O Continuation of care - O Treatment in the facility indicated above O Legal services O Academic Case StudyfJournal Sory

»
Zm X 7oy

& Datefs) N R N N N
kequired | Relationship to Patient or Title of Legal Representative Date mm/onsvy Time 0o:00 amipm

HIV Test Results. Ann HIV Test Result is the original document, or copy thereof, transmitied (o the medical record from the
faboratory or other testing site with the result of an HiVerelated test. It does not include any other note, notation, diagnosis,
report, or other writing or document.

M1 AUTHORIZE the relcase of HIV test results. 1 DO NOT AUTHORIZE the release of HIV test resulis.
This information is to be released for the purpose of:

Oltasurance request Other (please specify purpose) _Records Purposes

! understand that | have a right fo revoke this authorization at any time. 1 understand that if I revake this authorization | must do so in writing and
present my written revocation to the medical records department. | understand that the revocation will not apply to infarmation that bas alroady been
released i response to this autharization. § understand that the revacation will not apply to my insurance company when the law provides my insurer
with the right lo contest a claim under my policy. Unless atherwise revoked, this authorization will expire on the following date, event or condition:

. H11ail to specify an expiration date, event ar condition, this authorization

will expire in one year.

[ understand that autharizing the disclosure of this health information is veluntary. | can refuse to sign this authorization. | nced et sign this form to
assure treatment. | understand that | may inspect or copy the information to be used or disclosed, as provided in CFR 42.164.524. | understand that any
disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may nat be protected by federal confidentiality
rules, If § have questions about disclosure of my health information, | can contact the hospital’s Privacy Officer.

Patient, Parent/Guardiap-9f Minor or Legal Representative Signature Phane Number Home / Cell L
%/ ‘/\ : (985) 520-4713 / (985) 272-8989

mo\he s oS ;a/lol ] e

Witness Signature Date mmoprvy Time 00:00 amypm
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