@alem Clinic

Belong. For life.

How to Complete an Authorization to Release Medical Information Form

Completing an Authorization to Release Medical Information form, more commonly known as an ROI, is a detailed

process. Incomplete and/or contradictory forms can cause delays in the release of records. If this guide does not

answer your questions regarding the ROl form, our Health Information Management team is available to help you;

we can be reached at 503-375-7407 during normal business hours.
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AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Patlent Name REASON FOR REQUEST
Please select ane
A [ Personal
Birth Date Soclal Security # [Last 4 Digits) 00 Medical Care
0O Farmis)

Current Address

[ workers' Compensation
[ Permanent Transfer to a

Phane Email New Provider
O oOther
| AUTHORIZE IMFORMATION TO BE RELEASED FROM: | INFORMATION TO BE RELEASED 'I'Brl i
Name of Faility/Prowider Sending Information B Hame: of Facility/Frov der Resceiving informatic < :-
Address of Facll iy Frovider Address of Facility/Frovider

City, 3tate, and Zip Code  Mode: If addresses are not provided, [t moy couse o deisy in your request.  City, State, and Zip Code

Phane Number Fax Mumber Phine Number Fax Mumber
Type of Information to be released: Select format & delivery method: (check one)

Digital
O Wisit Motas DWD by rriail
[ Laboratory Results DVD pick-up
O Immunization Records Us& Device by mall
O medication Records USE Davice pick-up
a Formi(s} MyChart/Patient Portal
[ imaging Reports anly Fax
O imaging Studies [Type: ) Paper
O other CT, MA, Afammogranm, erc. Mall

Pick-up
Other,

Timeframe of Information to be released:

[0 Most Recent Visit Protected or Sensitive Information:
If the information to be deciosed contains any of the types of records o infarmation

D SPEEI“E TImEframE _frcm _— te listed Below, agditional Rws N."ﬂ“l'g to the e and dischasure of the efcemation mary
O Last & months apply. | understand and agres that this information will be discased if | place my initiaks
[ rast2 YEars in the applicabie space nest 1o the tyoe of information.

Maore: if no timeframe 15 selecred, the fast & months will be copled

inivol
printed. There may be fees far pro — | understand' that the informotion used or

disciosed purssant to e ouifonzohon may be

____ HIN/aIDS informatian

subject ro re-gischasure and no longer protected

| | —— weontal hed 'r"r'hf:"'“"r' under fiedern! law; however, § alsa understond thar
release of records. Please make sure that you have sddressed all — Sanatic Testing infammatlan o e Jaw ey restrict ve discicgure of
flelds, selected only ome reason for release and only one delvery || —- DTR-Acahe! dagnasis, HIV/AIDS infarmation, mental heokh infarmatian,

treatment ar referral

method. Thank you. infarmation

genctic testing informarion and drugfakeah el
diggnoss, treatment or refemal.

Your healthcare and payment for that healthcane cannot b conditioned upan receipt of this sgned Autharization wnless your healthcare or treatment is for the purpose
of creating health information about you to be disclosed to a third party; or for the purpase of research. Yau hawe the right to revoke this Authorization at any time,
prosided you do so in writing. if you revoke your Autharization, we will no langer use or disclose infarmation about you for reasons covered by your writien
Authnrizarign, but we tannot take back any uses or disciosures already mace with your permission. To revake this Authorization, please senc 3 written statement 1o
officer at 2020 Capitol Street NE, Salem Oregon $7301, that ientifies the date you signed this Authanzation, the recipient of the infarmation identified

E Iorization and state that you are rewoking the Authorization. This Autharization will expere on the earlier of Idate], 180 days

«te of signing, or the end of the periad reasenably nesded to comiplete the dsclosune for the above described purpese.

SIGNATURE OF PATIENTOR FATIENT'S LEGAL REFRESENTATIVE DATE

PRINT PATIENT'S NAME OR NAME OF PATIENT S LEGAL REPRESENTATIVE RELATIONSHIP TO PATIENT

2020 Capitol Street NE Salem, Oregon 97301 503-399-2424 Fax: 503-315-4608 SC7024 2024-02




A — Patient Demographics

e The information entered in this
section should identify who the
patient is — who's information
needs to be released. That is not

Patient Mame

Birth Date A Soclal Security # [Last 4 Digits)

Current Address

Phone Email

always the same person that is filling out the ROl form.

e Handwriting needs to be legible.

e The more information you can provide here, the better.

e Note: If the patient’s name has changed since the last time they were seen, please provide both the

previous name and the current name along with a copy of government issued ID.

B — From Section

e This area identifies where the patient records currently
are located — who you are asking to release/share the

records.

o If you want previous records sent to Salem Clinic iy, Siate, e Dt Code Mioe I mchhranes oo oot =
from another doctor’s office, the other doctor’s
office information belongs here.

| I AUTHORIZE INFORMATION TO BE RELEASED FROM: |

Mame of Facility/Prowider Sending information B

Address of Facil iy Fros der

Phaanie Husmber Fax Mumber

o If you want Salem Clinic to send the records somewhere, enter Salem Clinic’s information here.

e Enter as much information as you have available; if there is insufficient information to correctly identify

the doctor’s office/hospital, then we will be unable to process the request.

C — To Section

e This area identifies where the patient records will be Name of Facileg/Proier Recehing Wnformatian
released to — who will receive the records.

o If youwant previous records sent to Salem Clinic

from another doctor’s office, enter Salem

Clinic’s information here.

| INFORMATION TO BE RELEASED 'I'ﬂ.'l

Address of Facibty/Frovider

|ty in your request.  City, State, and Zip Code

Phing Numibar Fax Number

o If you want Salem Clinic to send the records

somewhere, enter the other doctor’s office/location’s information here.

e Enter as much information as you have available; if there is insufficient information to correctly identify

the doctor’s office/hospital, then we will be unable to process the request.

D — Reason for Request

e Select only one reason for the request, but always select one. Many offices will
not release records if this area is left blank. 0 Formis)

e If you don’t see the reason you want to request the records, use the Other [ Permanent Transfer to a
option and write in your reason for the request.
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REASON FOR REQUEST

Pleose select ane
[0 Personal

0O Medical Care

0 workers' Com pensation

New Provide
0O Other D




1- Type of Information Type of Information to be released:

e Check next to the types of records you want to have shared. [] Misit Nertes
[ Laboratory Results
You can make more than one selection. [] Immunization Recerds
e If you do not see an option that you want, use the Other S “"‘“"T“:"”“ Revonk:
Farm|s|

option and write in what records you want to have released. [ Imaging Reparts anly

O Imaging Studies [Type: i |
D Other CT, MR, Mammogram, erc.

2 — Timeframe

Timeframe of Information to be released:

O Most Recent Visit
0 specific Timeframe — from o
[ vLast & months
[ Last 2 years

Maote: if no timefrome i seAected, the fost & moaths will be copleo’
printed. Thiere may be fees for prowding cophes.

e Check next to the timeframe for the records you want to have
released.

o If you want to have all of your records released, write ALL in the
Specific Timeframe option.

e If you do not make a selection in box 2, your release will be
processed for the last 6 months of records.

3 — Format & Delivery

Select format & delivery method: (check one)
Digital

e Select only one format and delivery option. VD by mail
ovD plck-
e Ifyoudon’t see the format and delivery option you usa S;|;ph., mail

U5B Device pick-up

want, use the other option and write in how you MyChart/Patient Partal

would like to have your records delivered. If your Fax
Paper

request is feasible, we will make every attempt to Mall

provide records in the format and via the delivery ather pickcoe

method requested.
e If you do not make a selection in box 3, your release will be printed and mailed.

4 - Protected or Sensitive Information

Protected or Sensitive Information:
If the information to be disclosed contains any of the types of records or infarmation

[ ) Some information that iS Sensiﬁve in nature iS listed below, additional laws refating to the e and disclosure of the information may
apply. | understand and agres that this infoemation will be dischosed if | place my initials
more protected under state and federal law. in the appdcaale space next to the tyme of infarmation.

imiticly ! understang that the information used or

, disciosed purssant to the owthonnstion may be

. . . — :"'r"ﬁuf '"ﬁ?_r;":m" | subject to re-disclosure and no donger protected

information released, you must initial next to the e T‘:;";;;n"f;"r‘;‘ifgn ander federal law; hawever, | also understand that

e Drug!Alcohol diagnasis federal or stote low moy restrict re-disclosare of

T weatment or referra ' HIVAAIDS informotion, mentad keckh infarmation,
informaton genetis testing information and drugfalcahod

release Of. disgrosks, treatment or refermal.

e If you want to have sensitive or protected

type(s) of information you are authorizing the

e This box is optional — you are not required to
release sensitive information.
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E — Signatures and Dates

Your healthcare and payment for that healthcane cannat be conditioned upan receipt of this sgned Authanization wnless your healthcane or treatment is for the purpose
of creating health information about you to be disdosed to a third party; or for the pupose of research. You hawe the right to revoke this Authorizatkon at any time,

prosided you do so im witing. if you rewoke your Authonzation, we will no konger use or disclose information about you for reasons covered by ]

Harkbmmimmil on, bt we cannot take back any uses or discosures already made with your permission. To revake this Authorizatian, please send 2 written a

Officer at 2020 Capitol Street ME, Salem Oregom 57301, that identifies the date you signed this futhanzation, the recipient of the infarmat a o

E oeization and state that you are revoking the Authorization. This Suthorization willespire on theearlierof _  [d= AYE
dte of signing, or the end of the period reascnabt 0 compiete the dsclosure for the above desoribed purpose.

SIGMATURE OF PATIENT OR FATIENT'S LEGAL REFRESEMTAN DATE

PRINT PATIENT S MAME OR NAME OF PATIENT & LEGAL REPRESE....... ... ot RELATIOMESHIP TO PATIENT

This field does NOT need to be filled in. Salem Clinic ROls are automatically good for 180 days. This field
allows you to shorten or lengthen how long the ROl is good for. If you do not have a reason to shorten or
lengthen the timeframe the release is good for, it is best to leave this field blank.

Only the patient or the legal representative of the patient can sign here. For legal representatives, we do
need paperwork on file to prove the legal status, as well as identification to match a signature to.

This field should contain the printed name of the person who signed the ROl form.

This field should contain the date the ROl form was signed.

This field should contain the relationship of the person who signed the form to the patient. If you signed

a form for yourself, please write self in this field.

Miscellaneous Information

What parts of the ROl form are required?

Sections A, B, C, D, 1 and E are all required to be completed in order for the ROl form to be processed.
We encourage you to complete sections 2 and 3, but do have defaults in place if they are left blank.
Section 4 is optional — at the discretion of the patient.

There may be fees for providing copies of records; if you are responsible for charges, you will have to pay the fees

prior to having the records released.
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