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AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION
Request Records from Froedtert ThedaCare Health & MCW —  |Request Records from Qutside Facility to

Send to: Froedtert ThedaCare Health & MCW - Send to:

e Email to: Healthinformation@froedtert.com Email: Healthinformation@froedtert.com

e Faxto: 414-259-1244 e Fax: 262-836-8498, ATTN: Health Information Management Dept.

»  Mail to: Froedtert ThedaCare »  Mail: Froedtert & The Medical College of WI Community Physicians 110 Lone Oak

9200 W. Wisconsin Ave., Milwaukee, WI 53226 Lane, Hartford, W1 53027
ATTN: Health Information Management Dept. ATTN: Health Information Management Dept. Phone: 262-836-6368

If you have any questions, please contact the Health Information Management Department at 414-805-2909.

1. PATIENT INFORMATION:
Patient Name (First, Middle, Last Name):

Previous Name:

Phone Number:

State Zip Code

Patient Street Address City
Patient Email Address:

Patient Date of Birth:

Medical Record # (if known):

2. 1, the undersigned, hereby authorize the release of information from: Froedtert ThedaCare Health, Inc. and The Medical College of
Wisconsin, Inc. and each of their affiliates, including:
Froedtert Memorial Lutheran Hospital; Froedtert Menomonee Falls Hospital; Froedtert West Bend Hospital; Froedtert Community Hospital;
Holy Family Memorial; Froedtert Surgery Center LLC; West Bend Surgery Center LLC; Drexel Town Square Surgery Center LLC; Menomonee Falls
Ambulatory Surgery Center, LLC; Wisconsin Diagnostic Laboratories; Froedtert Manitowoc Medical Group; Froedtert & The Medical College of
Wisconsin Community Physicians; and any other affiliates of Froedtert ThedaCare Health, Inc. and/or The Medical College of Wisconsin, Inc.

O Other Outside Facility:

Person/Facility/Organization/Agency

Relationship to Patient

Street Address/City/State/Zip Code

Phone Number Fax Number

3. RELEASE INFORMATION TO:

Person/Facility/Organization/Agency

Relationship to Patient

Street Address/City/State/Zip Code

Phone Number Fax Number

4. PURPOSE OF DISCLOSURE O At the Request of Patient

O Treatment, Payment or Health Care Operations

O Further Medical Care O Payment Processing/Insurance/ O Insurance Application/Benefits

O Disability Determination Billing Difficulty O Worker's Compensation Injury
O Forms Completion O Legal Investigation:
O Relocating/Moving Certified []Yes [_]No

O Other (Specify):

5. RELEASE INFORMATION
The following information will be released: Date of Service from: to

O Hospital records summary (Includes: discharge summaries, history and
physicals, consultations, emergency record, operative reports, EKG, labs,
radiology reports)

O Operative/Procedure Notes

O Radiology Report(s) (X-ray, MRI, CT-Scan)

O Discharge Summary

O Laboratory/Pathology Reports O Electrocardiogram

O (EKG)/Cardiology tests

O All Medical Records

O QOther (specify):

If left blank, the past two (2) years will be disclosed.

O Clinic records summary: (Includes: progress notes,
consultations, labs, radiology reports)

O History and Physicals

O Radiology Image(s) copied to CD

O Immunizations

O Physical Therapy (PT)/Occupational Therapy (OT)/
Speech Therapy Notes

O All Billing Records

FORM CONTINUED ON BACK SIDE
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6. ADDITIONAL CONSENT REQUIRED FOR RELEASE OF SUBSTANCE | pate of Service from:
USE DISORDER AND OTHER INFORMATION: to
State and federal laws require additional consent to disclose certain If left blank, the past two (2) years will be disclosed.
information. | hereby authorize Froedtert ThedaCare Health, Inc. and The .
Medical College of Wisconsin, Inc. and each of their affiliates (including as |3 All Substance Use Records O Diagnoses
listed above in Section 2) to release the following information. (Check ail |2 Drug Screen Results O Medication List
that apply): O Summary pf Serwcesl O Testing Results
[ Psychological Evaluation O Progress Notes
I HIV test results and related treatment 00 Substance Use
Treatment Plan
O Sexually transmitted disease I Genetic testing results O Substance Use
Treatment Summary
O Other:
7. DELIVER BY:
MyChart®: O Patient [ Patient and Proxies
O Email* to: O Fax to:
O US Mail to:

Paper Copies - Pick Up at: O Froedtert Hospital O Froedtert Hartford Health Center

*NOTE: Information transmitted or delivered by email may not be secure and could be accessed by a third party, including during transmission or
after delivery.

8. EXPIRATION DATE: This authorization is effective until (if no date is entered the authorization will be valid for 1
year from date of signature). This authorization applies to records that were created or existed on or before the date this authorization was signed.
This authorization also applies to records that are created on or after the date this authorization was signed, up until the expiration date.

The following information is important for you to read:

| understand that | have a right to revoke this authorization at any time. If | revoke this authorization, | must do so in writing and present my written
revocation (Revocation Authorization for Disclosure of PHI form # 60062) to the Health Information Management Department. | understand that
the revocation will not apply to information that has already been disclosed.

| understand that information disclosed pursuant to this authorization may be subject to redisclosure by the recipient and no longer be protected
by federal privacy laws.

| understand that | have a right to inspect and/or receive a copy of the records to be released.

| understand that | may refuse to sign this authorization, and that my refusal to sign will not affect my ability to obtain treatment.

Signature of Patient or Legal Representative Date Time

If signing for the patient. please state relationship and legal authority to sign for the patient — i.e. minor, Legal guardian of the patient (proof of
guardianship required), legal representative of a deceased patient (proof required), agent on activated Healthcare Power of Attorney (proof and

statement of incapacity required), patient is deceased.

Internal Use Only: If releasing records in clinic/facility complete section below:

Team Member Name: Dept. and site works at:
First and last name
Phone #: Records sent to Fax # Date request was filled:
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