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Please take completed form with you when your Register at a JHSMH facility.

Voluforms 73243436 11/05

JEWISH HOSPITAL & ST. MARY’S HEALTHCARE, INC.

REQUEST FOR CONFIDENTIAL COMMUNICATION

You have the right to request to receive confidential communications from Jewish Hospital & St.

Mary’s HealthCare, Inc. (JHSMH), by alternative means or at an alternative location. For

example, you can ask that we only contact you at work or by mail. We will accommodate

reasonable requests. We also may condition this accommodation by asking you how payment

will be handled or specification of an alternative address or other method of contact.

Name: Date:

Street Address:

City, State, ZIP Code:

I hereby request Jewish Hospital & St. Mary’s HealthCare communicate with me:

(Check one and complete necessary information)

By mail at _________________________________________________________________________

Street Address City State ZIP

By telephone at _____________________________________________________________________

Area Code Telephone Number

Other:_____________________________________________________________________________

Specify address or other method of contact for payment:______________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

________________________________________________________________

Signature of Patient: Date:

If patient is unable to sign, secure authorization of Legal Representative and indicate reason below:

Minor Incompetent Other

Signature of Legal Representative: Date:

Relationship to Patient:

JHSMH Representative Signature: Date:

Title:

Patient ID block here
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HIPAA AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

I,______________________________________________, born__________________
Name Date of Birth

and residing at_________________________________________________________
No. Street City State Zip Code Telephone #

authorize ___________________________________________________________________
Name of Covered Entity

______________________________________________________________________
No. Street City State Zip Code

to release information from my medical record. This authorization includes release of information
concerning treatment of psychiatric/psychological conditions, drug and/or alcohol related conditions, and
HIV or AIDS related conditions. Information to be released:
 Entire medical record  Operative reports ________

Dates

 Itemized bill

 Discharge summary  Pathology reports  Neuropsychological reports
 History & Physical  Laboratory reports  Psychological reports
 Facesheet  Immunization/shot records  Other: _________________
 Emergency Department

record
 Outpatient records

The above information is to be released to:
Name & Title of Person __________________________________________________

Agency/Hospital _______________________________________________________

Street Address _______________________________________________________
City, State, Zip _______________________________________________________

The above information is requested to be released for the following purpose only:
 Continued medical care  Legal claim processing  External quality/utilization review
 Personal interest  Insurance claim processing  Other (specify)_________________

This authorization must be signed and dated, and may be revoked at any time except to the extent action

has been taken prior to revocation. Revocation must be made in writing. This authorization will expire on

_________. I hereby state that I have read and fully understand the above statements as they apply to
me. I acknowledge that I understand treatment, payment, enrollment in any health plan, or eligibility for

benefits are not conditioned on signing this authorization. I hereby authorize to the disclosure of the

medical records to the purpose and extent stated above. Once these records are released, the

information is not protected by Jewish Hospital & St. Mary’s HealthCare, Inc. (JHSMH) and may
potentially be redisclosed by the party who received these records. I release JHSMH, its employees,

agents, directors, officers, and affiliates, from any liability that may be incurred by giving this information

to the above - named person or agency.

The undersigned acknowledges that the provision of free medical records by any health care provider who
receives this release shall fulfill that health care provider's obligation to provide one (1) free copy of the
medical records, and that any future request for medical records from the health care provider may result
in a copying fee up to one dollar ($1) per page.

_____________________________________ ______________________
Patient Signature or Date

_______________________________________ ______________________

Parent, Guardian, Authorized Representative Witness

________________________________________
Relationship to Patient or on chart

Voluforms 7329539 11/05

Patient ID block here

 Proof of guardianship
received or on chart

 ID checked by _______
 Released by _________
 First free copy ___ Yes ___ No

 Jewish Hospital (JH)

 JH Medical Center East

 JH Medical Center South

 Frazier Rehab Institute

 JH Meade Co.

 JH Shelbyville

 VNA Nazareth Home Care

 Sts. Mary & Elizabeth

 Our Lady of Peace

 Employed Physicians
Logo HERE

HIPAA AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

I,______________________________________________, born__________________
Name Date of Birth

and residing at_________________________________________________________
No. Street City State Zip Code Telephone #

authorize ___________________________________________________________________
Name of Covered Entity

______________________________________________________________________
No. Street City State Zip Code

to release information from my medical record. This authorization includes release of information
concerning treatment of psychiatric/psychological conditions, drug and/or alcohol related conditions, and
HIV or AIDS related conditions. Information to be released:
 Entire medical record  Operative reports ________

Dates

 Itemized bill

 Discharge summary  Pathology reports  Neuropsychological reports
 History & Physical  Laboratory reports  Psychological reports
 Facesheet  Immunization/shot records  Other: _________________
 Emergency Department

record
 Outpatient records

The above information is to be released to:
Name & Title of Person __________________________________________________

Agency/Hospital _______________________________________________________

Street Address _______________________________________________________
City, State, Zip _______________________________________________________

The above information is requested to be released for the following purpose only:
 Continued medical care  Legal claim processing  External quality/utilization review
 Personal interest  Insurance claim processing  Other (specify)_________________

This authorization must be signed and dated, and may be revoked at any time except to the extent action

has been taken prior to revocation. Revocation must be made in writing. This authorization will expire on

_________. I hereby state that I have read and fully understand the above statements as they apply to
me. I acknowledge that I understand treatment, payment, enrollment in any health plan, or eligibility for

benefits are not conditioned on signing this authorization. I hereby authorize to the disclosure of the

medical records to the purpose and extent stated above. Once these records are released, the

information is not protected by Jewish Hospital & St. Mary’s HealthCare, Inc. (JHSMH) and may
potentially be redisclosed by the party who received these records. I release JHSMH, its employees,

agents, directors, officers, and affiliates, from any liability that may be incurred by giving this information

to the above - named person or agency.

The undersigned acknowledges that the provision of free medical records by any health care provider who
receives this release shall fulfill that health care provider's obligation to provide one (1) free copy of the
medical records, and that any future request for medical records from the health care provider may result
in a copying fee up to one dollar ($1) per page.

_____________________________________ ______________________
Patient Signature or Date

_______________________________________ ______________________

Parent, Guardian, Authorized Representative Witness

________________________________________
Relationship to Patient or on chart
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Patient ID block here

 Proof of guardianship
received or on chart

 ID checked by _______
 Released by _________
 First free copy ___ Yes ___ No

 Jewish Hospital (JH)

 JH Medical Center East

 JH Medical Center South

 Frazier Rehab Institute

 JH Meade Co.

 JH Shelbyville

 VNA Nazareth Home Care

 Sts. Mary & Elizabeth

 Our Lady of Peace

 Employed Physicians

q       Jewish Hospital	                   q   JH Shelbyville		          Logo HERE

HIPAA AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

I,______________________________________________, born__________________
Name Date of Birth

and residing at_________________________________________________________
No. Street City State Zip Code Telephone #

authorize ___________________________________________________________________
Name of Covered Entity

______________________________________________________________________
No. Street City State Zip Code

to release information from my medical record. This authorization includes release of information
concerning treatment of psychiatric/psychological conditions, drug and/or alcohol related conditions, and
HIV or AIDS related conditions. Information to be released:
 Entire medical record  Operative reports ________

Dates

 Itemized bill

 Discharge summary  Pathology reports  Neuropsychological reports
 History & Physical  Laboratory reports  Psychological reports
 Facesheet  Immunization/shot records  Other: _________________
 Emergency Department

record
 Outpatient records

The above information is to be released to:
Name & Title of Person __________________________________________________

Agency/Hospital _______________________________________________________

Street Address _______________________________________________________
City, State, Zip _______________________________________________________

The above information is requested to be released for the following purpose only:
 Continued medical care  Legal claim processing  External quality/utilization review
 Personal interest  Insurance claim processing  Other (specify)_________________

This authorization must be signed and dated, and may be revoked at any time except to the extent action

has been taken prior to revocation. Revocation must be made in writing. This authorization will expire on

_________. I hereby state that I have read and fully understand the above statements as they apply to
me. I acknowledge that I understand treatment, payment, enrollment in any health plan, or eligibility for

benefits are not conditioned on signing this authorization. I hereby authorize to the disclosure of the

medical records to the purpose and extent stated above. Once these records are released, the

information is not protected by Jewish Hospital & St. Mary’s HealthCare, Inc. (JHSMH) and may
potentially be redisclosed by the party who received these records. I release JHSMH, its employees,

agents, directors, officers, and affiliates, from any liability that may be incurred by giving this information

to the above - named person or agency.

The undersigned acknowledges that the provision of free medical records by any health care provider who
receives this release shall fulfill that health care provider's obligation to provide one (1) free copy of the
medical records, and that any future request for medical records from the health care provider may result
in a copying fee up to one dollar ($1) per page.

_____________________________________ ______________________
Patient Signature or Date

_______________________________________ ______________________

Parent, Guardian, Authorized Representative Witness

________________________________________
Relationship to Patient or on chart
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Patient ID block here

 Proof of guardianship
received or on chart

 ID checked by _______
 Released by _________
 First free copy ___ Yes ___ No

 Jewish Hospital (JH)

 JH Medical Center East

 JH Medical Center South

 Frazier Rehab Institute

 JH Meade Co.

 JH Shelbyville

 VNA Nazareth Home Care

 Sts. Mary & Elizabeth

 Our Lady of Peace

 Employed Physiciansq      Frazier Rehab Outpatient
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Please take completed form with you when your Register at a JHSMH facility.
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JEWISH HOSPITAL & ST. MARY’S HEALTHCARE, INC.

REQUEST FOR CONFIDENTIAL COMMUNICATION

You have the right to request to receive confidential communications from Jewish Hospital & St.

Mary’s HealthCare, Inc. (JHSMH), by alternative means or at an alternative location. For

example, you can ask that we only contact you at work or by mail. We will accommodate

reasonable requests. We also may condition this accommodation by asking you how payment

will be handled or specification of an alternative address or other method of contact.

Name: Date:

Street Address:

City, State, ZIP Code:

I hereby request Jewish Hospital & St. Mary’s HealthCare communicate with me:

(Check one and complete necessary information)

By mail at _________________________________________________________________________

Street Address City State ZIP

By telephone at _____________________________________________________________________

Area Code Telephone Number

Other:_____________________________________________________________________________

Specify address or other method of contact for payment:______________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

________________________________________________________________

Signature of Patient: Date:

If patient is unable to sign, secure authorization of Legal Representative and indicate reason below:

Minor Incompetent Other

Signature of Legal Representative: Date:

Relationship to Patient:

JHSMH Representative Signature: Date:

Title:

Patient ID block here
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