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AUTHORIZATION FOR RELEASE OF

PATIENT CARE REPORT OR NON-TRANSPORT PCR
For the Use and Disclosure of Protected Healthrinédion

PLEASE PRINT
Patient I nformation:

Name

Address Apt. No.
City State Zip
Date of Birth Date of Treatment

L ocation of Incident Hospital Transported To

Ambulance Number/Engine Number

By signing this Authorization Form, | understanaitth am giving my authorization to the City of Chgo Fire
Department to use and/or disclose my protectedihé@afiormation (PHI).l specifically authorize the use and
disclosure of PHI pertaining to a Patient Care Report or Non-Transport PCR to the following:

Name/Or ganization

Address Apt. No.
City State Zip
Telephone Number

| specifically authorize the use and disclosuréheffollowing:

9 Drug Treatment/Abuse 9 Mental Health/Psychiatric
9 Alcohol Treatment/Abuse 9 HIV/AIDS
9 Domestic Violence 9 Sexually Transmitted Diseases

9 Sickle Cell Anemia
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I specifically authorize this use and disclosurstfie following purpose:

This authorization shall expire on the 8@y after the signing or as specified

I may revoke this authorization at any time by fyotig the City of Chicago in writing. However, hderstand that
such a revocation will not have any effect on arfigrimation already used or disclosed by the Ci@loitago before
the City received the written notice of revocation.

I understand that a potential exists that the médron disclosed pursuant to this authorization begubject to re-
disclosure by the recipient and will no longer betpcted by the Health Insurance Portability anddmtability
Act.

This Authorization is voluntary, and | may refusestgn this Authorization form.

| understand that the City of Chicago’s health canaponent may not condition treatment, paymemglinent or
eligibility for benefits on whether I sign this &atrization, unless the treatment is research-rlate

| understand that | have the right to be providéth & copy of this signed authorization form.

Signature of patient or personal representative tRakship to patient (if applicable)
Printed name of patient Printed name of personaksgmtative (if applicable)
Date

Subscribe and Sworn
This day, of
, 20

Notary Seal
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