HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT STATEMENT

This release authority applies to any information governed by the Health Insurance Portability and Accountability
Act of 1996 (“HIPAA”), Title 42 United States Code Section 1320d and 45 Code of Federal Regulations Sections
160-164.

I, (Patient Name), date of birth , authorize any
physician, health care professional, dentist, health plan, hospital, clinic, laboratory, pharmacy or other covered
health care provider, any insurance company and the Medical Information Bureau Inc. or other health care
clearinghouse that has provided treatment or services to me or that has paid for or is seeking payment from me for
such services to give, disclose and release without restriction, all of my individually identifiable health
information and medical records regarding any past, present or future medical or mental health condition, to
include all information relating to the diagnosis and treatment of HIVV/AIDS, sexually transmitted diseases,
mental illness and drug or alcohol abuse to the following individual(s):

1. 3. S.

2. 4. 6.

In addition, when in the process of determining my incapacity, all individually identifiable health information and
medical records may be released to the person(s) nominated as Health Care Agent under my Health Care Power
of Attorney, Attorney-in-Fact under my Durable General Financial Power of Attorney, or Successor Trustee
under any Trust which | have established for my benefit to include any written opinion about my incapacity that
the person so nominated may have requested, even if that person has not yet been appointed as my agent or
Trustee. | intend for my agent to be treated as | would be with respect to my rights regarding the use and
disclosure of my individually identifiable health information or other medical records.

The authority given herein shall supersede any prior arrangement that | may have made with my health care
providers to restrict access to or disclosure of my individually identifiable health information. The authority
given herein to has no expiration date and shall expire only in the event that | revoke the authority in writing and
deliver it to my health care provider.

Patient Signature Date of Signature
STATE OF ARIZONA )
County of Maricopa ;
Onthis,the  day of , 2020, before me, a Notary Public, personally
appeared (patient name), personally known to me or proved to me on

the basis of satisfactory evidence to be the person whose name is subscribed to the within instrument, and
acknowledged that he/she executed it.

Commission Expiration Date:

Notary Public




