ROGER WILLIAMS UNIVERSITY
AUTHORIZATION FOR DISCLOSURE OF MEDICAL INFORMATION

By signing below] authorize (the*Authorized
Discloser”) to disclose my health information (“Information”). I understand that signing this
Authorization isvoluntary .

6WXGHQW 1DPH DOB:

Home Address:

Date of last semesteattend L Q J RWU:

Information is to be sent to[Nameandaddresé

Information to be disclosed: & KHFN $00 $SSOLFDEOH

B B BEhBre MedicalRecord )HR | IRU FRS\ RI PHGLFDO UHFRUG WR EH
BBBBB ;dbis
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BEBBBPXQL]DWERQG B B B®tiBer (specify) BBBBBBBBBBBBBBBBBBBB

Are there date restrictions on the Information to be disclosed?

No __Yes (specify the timeframe of tihecords):

Purpose(s) of disclosur¢Check ong

____Transfemedical care Coordination ofcare with other medicalrovider
__ Other(specify):

The patient or the patient's legal representative agrees with the following statements:

T 1 understand that the Information disclosed may include information pertaining to the
treatment of drug and@hol abuse, mental health/iliness, acquired immunodeficiency
syndrome (AIDS), or human immunodeficiency virus (HIV), sexually transmitted diseases,
tuberculosis, hepatitis C or genetitfsyou do not wish for this specific information to be
disclosed, péase describe the information to bexcluded

T | understandany treatment, payment, enrollment or eligibility for benefits will noatiected
if this Authorization is nosigned.

T | understand that this Authorization will expire in one (1) year, ursiesser revokedr
otherwise particularly specified as follows:years/months.

T lunderstand that | may revoke this Authorization at any time by notifying the Authorized
Discloser in writing, but if | do, it will not have any effect on any actions téleforethe
Authorized Discloser received thevocation.

T | understandhatthereis potentialthattherecipientof the Informationmayre-disclosethe
Information and the Information may not be protected by federal or state gawacy

Signature of SDWLHQW Rdgaldpnaseniawy TV Date
SULQWHG QD P Hegulrepiasahtativ@ W 1 V
Description of authority to act for the patient






