AUTHORIZATION FOR DISCLOSURE OF MEDICAL OR DENTAL INFORMATION

PRIVACY ACT STATEMENT

In sccordance with the Privacy Act of 1974 (Fublic Law 93-578), the notice informc you of the purpoce of the form and how
it will be uped. Plesce resd it carefully

AUTHORITY: Public Lew 104-191; E.Q. 9387 [Z5AN); Dol 6025.18-A.

PRINCIPAL PURPOSE|S): This form is to provide the Military Treatmant Facility/Dental Treatmant Facility TRICARE Health Plan
with & meane to requect the uce andior dicclocure of an individusl™c protected health information.

ROUTIMNE USE{S): To mny third party or tha individusl upon suthorizetion for the dicclozurs from the individusl for: perconal
uce; insurance; continusd medical care; school; legal; retirement/ceparation; or other reacons.

MSCLOSURE: Voluntary. Failure to cign the authorization form will recult in the non-relescs of the protected health
information.

This form will not be used for the authorization to dicclose alcohol or drug abuce patient information from medical records or
for suthorization to disclose information from records of an alcobhol or drug sbuse treatment program. In eddition, any use ac
an authorization to wse or disclose peychotherapy notes may not be combined with another authorization except one to use or
diccloee poychotherapy notes.

SECTION | - PATIENT DATA

T. NAME [Lzt, Fircs, Migdie Imitis] 2. DATE OF BIRTH (v FFTMMOD)] 3. SOCIAL SECURITY NUMBER
3. PEFAOD OF TREATMENT: FROM - 10 [7F T FMMDD] 5. TYPE OF TREATMENT (¥ onal

[ Jourramient [T JmpaTiEnT [ Jeom

SECTION Il - DISCLOSURE

8. | AUTHORIZE TO RELEASE MY PATIENT INFORMATION TO:
Mlame of it TRICARE Hoaith

- —
2. MAME OF PHYSICIAN, FACILITY, OR TRICARE HEALTH PLAN b. ADDRESS (Strest, Cify, Sfate and ZIP Codel

c. TELEPHOMNE (ircivde drea Codel d. FAX finciude Araz Codaf

7. REASON FOR REQUESTAUSE OF MEDICAL INFORMATION (X a5 spplcablal

F'EFtSDMAL USE CONTINUED MEDICAL CARE schooL  [] OTHER iSpecify)
INSUFLB.NI'_“E RETIREMENT/SEPARATION LEGAL

. INFORMATION TO BE RELEASED

8. AUTHORIZATION START DATE (¥YYYMWMDD! | 10. AUTHORIZATION EXPIRATION
I DATE [¥¥¥YURDD) I I ACTION COMPLETED

SECTION IN - RELEASE AUTHORIZATION

| underctand that:

a. | have the right to revoke thic suthorization at any time. My revocetion must be in writing and provided to the facility
wrhere my medical records are kept or to the TMA Privacy Officer if this ic an authorization for information possessed by the
TRICARE Health Flan rather than an MTF or DTF. | am avware that if | later revoke thic authorization, the personis) | herain
narme will have ucad andior diccloced my protected information on the bacic of thic authorization.

b. K | authorize my protacted haslth information to be dicclozed to comeone who ic not required to comply with federal
privacy protection mgulutlnn: then such informetion may be re-dizclosed and wouwld no lomger be protected.

c. | have & right to incpect and recaive s copy of my own protected heaslth information to be used or disclosed, in sccordence
weith the requirements of the federal privacy protection regulations found in the Privecy Act and 45 CFR 8 164.624.

d. The Militery Haalth System [which includes the TRICARE Health Plan) mey not condition trestment in MTF/DTFz, payment
by the TRICARE Health Flan, enroliment in the TRICARE Health Plan or eligibility for TRICARE Health Plan benefits on failure to
obtain this suthorization.

| reguect and authorize the named provider/treatment facility/ TRICARE Heslth Flen to relsaces the information deccribed abowve
to the named individual/crgenization indicated.

11. SIGNATURE OF PATIENT/PARENT/LEGAL REPRESENTATIVE 12. RELATIONSHIF TO PATIENT 13. DATE /¥ ¥¥ YO0
{1 applicabia)

fed revocation)

SECTION IV - FOR STAFF USE ONLY (To &o

14. X IF AFPLICABLE: 16. REVOCATION COMPLETED BY 18. DATE /¥ ¥ YO0

AUTHORIZATION
REVOEED

17. IMPRINT OF PATIENT IDENTIFICATION PLATE WHEN AVAILABLE SPONSOR .

SPONSOR RANK:
FMIPISPONSOR S5N:
BRAMNCH OF SERVICE:
PHOMNE NUMBER:

DD FORM 2870, DEC 2003



