For Offi ce Use Only

TRIANGLE SPINE Chart No:

AND BACK CARE CENTER Date Received:

You may give Triangle Spine and Back Care Center (TSBCC) written authorization to disclose your protected health
information (PHI) to anyone you designate and for any purpose. If you wish to authorize a person or entity to receive
your PHI, please complete the information below. Note: there will be a charge for copies of your medical records.

Completion of this form will not change the way that TSBCC communicates with your referring and/or family
physicians, insurance companies (private or worker@ compensation), or with any physician or facility you
may be referred to for further medical care and/or testing.

PatentOdName:
Last First Middle Name
PaienOAddress:
PatenODate of Birth: / / S#: / /
Month Day Year OPTIONAL
PaientOdHome Phone #: ( ) - Cell #: ( ) -
PatentOaVork #: ( ) - Ext: Other# ( ) -

At my request, | authorize TSBCC to disclose my Protected Health Information to. (List the name of the
person/entity who will receive your PHI):

RecpientOName:

Last First Middle Name
RecpienOAddress:
RecpientOHome Phone #: ( ) - Cell #: ( ) -
Recipient@ Work #: ( ) - Ext: Other# ( ) -

ReeiverORelationship to the Pafert:

Please provide the following information to the person you have authorized so that we may verify
the person@® identity and authority to receive your PHI: 1) your date of birth, 2) SSN, 3) home phone
number, and 4) your password or number code.

(Note: Use a password easy for you to remember!) Password or Number:

I authorize TSBCC to disclose the following PHI to the person/entity listed above. Check ALL boxesthat apply:

[ ] Upcoming appointmerts [ ] Current treament plan [ ] Current work status
[ ] Medication recads [ ] Ted reallts [ ] Billing information

[ ] Other:




If you want to authorize someone to have access to your mental health, substance abuse, or
sexually transmitted disease(s) information, i.e. Sensitive and Confidential Information, you must
fill out a different form. Please ask the Receptionist for the Authorization to Use and Disclose
Sensitive and Confidential Protected Health Information form.

| would like this authorizaion to be come effecive:

[ ] Asof the date of receipt by TSBCC [ ]Asof: / /

| would like this authorization to expire on: / / OR [ ] whenreleadfrom formal follow up.

(If no expiration date is provided, this authorization will expire (12) months from the date of receipt.)

Patient by signaure undestands

1. | may revokethisauthorizationat any time IN WRITING to TSBCC. However, if | revokethis
authorization, | undestand that therevocation will NOT affect any action TSBCC hastaken in
reliance on this authorization before revocation is received.

| also undestand that TSBCC will not condition the provision of treatment per this autharization.
| also undestand that when my PHI isused or disclosed as authorized by me tha theinformation
may be subject to re-disclosure by therecipient and may nolonge beprotected unde federal law.

wn

Patient Printed Name:

Patient Signdure:

Date of Signaure: / /

If Signedby a Personal Represenative:
Print Y our Full Name

Describe your authority as a representative to act on behdf of the paient (e.g. power of attorney, court
order, parent of minor child, etc.:

NOTE: Please attach thelegd doaument naming you as the persond representative if you have not
previoudy submitted it to this office.

Return this Authorizaion viamail: Or: Fax 919-876-7163
Attertion: Medical Recads Attertion: Medical Recads
Triangle Spine and Back CareCerter Triangle Spine and Back CareCerter

3320 Wake Fored Road, Sute 430
Raleigh, NC 27609

NOTE: There will be a charge for copies of your medical records and payment is
required prior to release.



