ALLIANCE AMBULANCE, INC.

AUTHORIZATION FOR RELEASE OF
PROTECTED HEALTH INFORMATION

Last Name First Name Middle Initia
Date of Birth: / / Socia Security Number - -
Phone Number ( ) - Email

| hereby authorize disclosure of my protected health information as follows:
(Check dl that apply)

(] Complete Medical Record for all services

[] Records relating only the following date(s) of service

The purpose of thisrelease of information isfor:
[] Transfer of Records to another provider

[] Transfer of Records to complete health records or information at another entity or service
[]Attorney
[ Persona Use

[ Other
(Describe)

| under stand the following (Pleaseread and initial all statements):

| understand that my records are protected under the Health Insurance Portability and
Accountability Act (HIPAA)

| understand that under the Federa Protected Information regulations, | have the right to
review my record and request amendments were appropriate.

| understand that my health information may be subject to re-disclosure and not protected
by federal or state law statutes (medical emergencies, reporting of communicable diseases, as
required under Chapter 81 of the Health and Safety Code, and as required under 25TAC8157)



| understand that the specific information to be disclosed in my medical record may include
information regarding drug or alcohol use, psychiatric treatment, and/or history of testing or
treatment of Acquired immune Deficiency Syndrome (AIDS) or related conditions.

| understand that there is a fee as permitted under 45CFR8 164.524 for copying and mailing
medical records.

| understand that | may revoke this authorization at any time by notifying Alliance
Ambulance, Inc. in writing except that revocation will not cancel any actions taken by Alliance
Ambulance, Inc. upon the original Authorization for Release of PHI.

| understand that this Authorization of Release will expire in 90 days from the date signed.

Notice to Receiving Entities: Protected Health I nformation Disclosur e Statement

The information on the previously named patient has been disclosed to you from records
protected by the Health Insurance Portability and Accountability Act (HIPAA) and the Code of
Federal Regulations 45CFR8164. Receiving entities are prohibited from further disclosure
without the written consent of the previously named patient. A general authorization for releaseis
not sufficient for thispurpose.

Release of I nformation isto:

Name

Organi zation/Entity

Address

City State Zip Code

Telephone #( ) - ext.

Patient’ s Signature Date

Questions may be directed to:

Marina Pedraza— Billing Supervisor Jon Edens — Privacy Officer
713-682-2273 713-682-2273
mpedraza@al liance-ambulance.com jedens@alliance-ambulance.com



