p , : D A [0 Email to Authorized person
4 Saint MlChaGI,S P . — : . [0 Authorized person will pick up
@1 Medical Center |Medical Record Request Form| 10 Mail to Authorized person
[0 Fax to Authorized person

‘Comple‘uon of this document authorlzes the disclosure and/or use of health information about you. Failure to
provide a VALID PICTURE ID and provide all information requested may invalidate this authorization.

Name of Patient:

(first) _— ’ ' : ‘ (Ias't)

Date of Birth: - e ~ .SSN:
Patient’s Address: et
| City: STy . State: ZIp:
Phone (cell): e - (home):
_ USE AND DISCLOSURE. OF-HEALTH INFORMATION
| hereby authorize __ Saint M/Ghae/ s Medical Center

to release to (Persons/Organizations, authonzed to receive this mformatlon)

Name of Authorized Person/Organization:

Address: S Git,__ State: Zip:
Phone: ' Fax__ Email:
O Covering the period of healthcare from___ = to

Please check the following Informatlon reque sred

O All health information pertalnlng to my medlcal hlstory, mental or physical condition, and treatment
received, —OR-

0 Only the following records or types of health mformatlon (mcludlng any dates):

O Discharge Summary O Consultatlons(s) O All pertinent Lab/X-rays/EKG
O History and Physical Rehab . [ Operative Report O "Other:
O Rehab O ER ' :
O | specifically authorize release of the following information (initial as appropriate):

L Mental Health Treatment Information T O sTD

O HIV test results ' "o s .. WO Seyual Assault

O Alcohol/drug treatment Information -~ -~ [ Child Abuse/Neglect

O Outpatient psychotherapy notes

PUPPOSE

. Purpose of requested use of disclosure []Pat[ent request -OR- [Jother

E)_(PIR_A__UQN

This authorization expires on:

AT

AUTHORIZATION FOR 2R
. USE OR DISCLOSURE

OF HEALTH NFORMATION  *
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Vedical Record Request Form page 2

MY RIGHTS

I may refuse to sign this Authonzatron My refusal WIIP not affect my ablhty to obtaln freatment or payment or
" eligibility for benefits. ‘

I may inspect or obtain a copy of the health' iri-forrﬁ‘atioh that I am being asked to allow the use or disclosure of.
| may revoke this authorlzatlon at any time, buf I rnust do so in writing and submit it to:

Saint Mrchael $ Medical Center ~
111 Central Avenue
Newark NJ 071 02

My revocation will take effect upon recerpt except to the extent that others have acted in reliance upon this
Authorrzatron

| have a rrght to receive a copy of thrs Authorization.

Information disclosed pursuant to. this Authorization could be re- drsclosed by the-recipient. Such by federal
confidentiality law (HIPPA). Howéver, NJ law prohlblts the person receiving my health information from making
further disclosure of it unless another authorization for.such disclosure is obtained from me or unless such
disclosure is specifically requested or permitted by law.

Options of Electronic Format: Aceording to HITECH section 13405 (e) (1); 42 U.S.C. 17935 (e) (1), you may
have your electron medical records transmittedto you or another entity in electronic format. Please choose
" which type of format you would like the lnforma’non to be deliver in a note the receiving entity may not accept

records in electronic format: O Burnto cb [ Paper
SIGNATURE
. Date: am/pm
- Signature

(patient/representative/spouse/ﬁnan'éi"ally.reep'ohsible party)

If signed by someone other than the patient, state your legal re1at|onsh1p to the patient, Lincensed Psycotherapist's
-approval for geropsychiatric patient: L : R :

Withess:

PATIENT I.D.

AUTHORIZATION FOR

USE OR DISCLOSURE

OF HEALTH INFORMATION
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& i Saint Michael’s Medical Center

Due to public health concerns related, the Health Information Management
Department is closing the office to the public to eliminate person to person contact.
We understand your medical records are important to you and want to make this
process as smooth as we can during this time.

To expedite your request, please complete the medical record request in its entirely and also provide
a VALID PICTURE ID . If you have questions on how to complete the request, contact our Health

Information Department at 973-877-5115 -

Ways I can I request my Medical records?

1. Mail in Requests
2. Fax Medical records Request

Where can I send my Medical records Requests?
You may submit the request by mail to:

ST MICHAEL’S MEDICAL CENTER
Attn: Medical Records/ROI
111 Central Avenue
Newark New Jersey 07102

You may also fax the request to: 973-877-5112

What if I am requesting for my Physician and upcoming appointment for continuity of
care?

Please have your physician fax request to 973-877-5112 In addition, please note the date needed
or appointment date so the request could be expedited. Please ensure you PRINT the Physician’s

Name clearly and visibly.

When will 1/ the Third Party receive a copy of my medical record?
Medical record requests are processed within 15 business days from the-date the request is
received by St Michaels Medical center

You can also call the Release of Information Department for addmonal information regarding
obtaining copies: 973-877-5115

If you should have any further questions or problems, please contact the HIM manager at 973-
877-5109. Thank you for your understanding during this time.

HIM Manager _



4 Saint Michael’s Medical Center

HEALTH INFORMATION MANAGEMENT (Medical Records)
phone: 973-877-5115  fax: 973-877-5112

Due to public health concerns related, the Health Information Management Department is closing the
office to the public to eliminate person to person contact. We understand your medical records are
important to you and want to make this process as smooth as we can during this time.

MEDICAL RECORDS ARE PROCESSED WITHIN 15 BUSINESS DAYS FROM THE DATE THE REQUEST IS RECEIVED.

If you are requesting your medical records for an upcoming appointment with your physician:
e Please have your physician FAX the request to 973 877-5112. Remind physician to note the
date needed or appointment date.

Process to request Medical Records:
a) Three ways of obtaining Medical Record Request Form
1. Print form from SMMCNJ.com website
2. Call SMMC Health Information Department 973-877-5115 to have Medical Record
Request form emailed, faxed, or mailed to you
3. Pick up form in Main Lobby of SMMC
b) Complete Medical Record Requesf Form and send request to:
1. Mail request to:
Saint Michael Medical Center
ATTN: Medical Records/ROl
111 Central Avenue
Newark NJ 07102
2. Faxrequest to 973-877-5112
3. Drop off completed form& a copy of VALID PICTURE ID
c) Options to obtain Medical Records -
"Please remember to check an option in the box on the top right side of the form telling us how
you would like to receive your medical records. Example:

O Authorized person will pick up
O Mail to Authorized person
O Fax to Authorized person

1. If you choose - Authorized person will pick up:

v" The hours for medical record pick up are Mon-Fri 9am to 4pm
Location for pick up is Saint Michael's Medical Center's Main Lobby desk.
Authorized person must show valid picture I.D. (driver’s license, passport)
Authorized person’s |.D. must match the Authorized person listed.on the Medical
Record Request Form

v Authorized person will sign Release Form provided by SMMC
2. If you choose — Mail to Authorized person

v' Please check to make sure ‘the address is correc:t on the Medical Record Request

Form.

3. If you choose — Fax to Authorizéd person

V' Please make sure the Fax number is correct on the Medical Record Request Form.

AN

If you should have any further questions or problems please contact the HIM Department at
973-877-5115.

Thank you for your understanding during this time.

HIM Manager



