OMB Numbeor- 28000265
Lstimared Burden. 2 minures
Fxpiration Oare: 302067

REQUEST FOR AND AUTHORIZATION TO RELEASE MEDICAL
RECQRDS CR HEALTH INFORMATION

&) Department of Veterans Affairs

The Paperwork Reduction Act of 1995 requires us to notify you that this infanatson cullection 15 :n accerdance with the clearance requircments of section 3507 of the
Act. We may not conducl o sponsor, and you are not required to respond to, a cullection of information unless it displays a valid OME number. We expect that the time
expended by al? individuals completing this form will average 2 minutes. This includes the Lime to read instructions. gather the necessary facts and [l out the form. The
purpose of this fonm is to speciBeally outhne the circumstances under which we may discluse data.

The execution of this form does not authorize the release of informalion other than thar specifically deseribed helow. The information requested on this form is solicited
under Title 38, U.5.C. The form authorizes release of informatien in accordance wath the Health Insurance Pertagility and Accourtability Act. 45 CFR Parts 160 and 164,
SUS.C. 552a, and 38 UL.S.C 5701 and 7322 that you specify. Your disclosure of the information reguested on 1his fonin is voluntary, However. if the information
including Social Scourity Mumber (S3N1 (the SSN will e used to locale records Tor release) s not furrished compieizly and accurately, Departiment of Vetevans A Mairs
will be unable to comply with the request. The Veterans Health Adininistraticn may not canditien treatment, paviuenl. encolliment or zligibility on signing the
autherization.

ENTER BELOW THE PATIENT'S NAME AND SOCIAL SECURITY NUMBER IF THE PATIENT DATA CARD IMPRINT IS NOT USED.
TO: DEPARTMENT OF VETERANS AFFAIRS (Pral or type rame ang address of heatth PATIENT NAME (L asl. Firsl, Kiddle Incail
care faziity) H

SOCIAL SZCURITY NUMBAR

!

MNAME ANC ADDRESS OF ORGAMIZATION, IMDIVIDJAL GR TITLE GF INDVIDUAL T2 WHOM IMFORMATICH 1S 70 BE REEASED

ExamOne / 800 NW Chipman Rd. / Suite 5900
POBox 2340 / Lee’s Summit, MO 64063-1149

VETERAN'S REQUEST: T request and autherize Department of Veterans Affairs 1o release lhe information specified below to the orgamzation, or
indtvidual named on this request. T understand that the information to be released meludes information regarding the following conditionis):

i:l DRUG ABLISE D ALCOROLUSM OR ALCCHOL ABJSE D TESTING FGR QR INFECTION WITH HUMAN IMMUNODIFICIENCSY VIRUE (HIv} D SICKLE CELL ANEMIA

INFORMATION REQUESTED (Check applicahle hoxtes) and state the extent or nature of the informalion Lo be disclosed., giving the dates or
approximate dates covered by each)
D COPY GF HOSPITAL SUMMARY |:| COPY GF DUTPATIENT TREATWMENT NOTE(S) |:| OTHER (Scecfyl

PURPOSE(S OR MEED FOR WHICH THE INFORMATION IS TC BE USED BY INDIVIDUAL T2 wHOK IMFORMATICH 1S 70 EE RELEASCD

LIFE INSurRgNCE APPLicATION

NOTE: ADDITIONAL ITEMS OF INFORMATION DESIRED MAY BE LISTED ON THE BACK OF TINS FORM

AUTHORIZATION: ] certily that this request has been made Ireely, voluntarily and without coercion and that the information given above is
accurale and camplete t the best of my knuwledge. Tunderstand that [ will revéive a copy af this form after [sign it 1 may revoke this authorization,
m wriling, at any time except Lo the extent that action has already been taken to comply with it. Writien revocation is effective upon teccipt by the
Release of Information Unit at the fecility housing the records. Redisclosure of my medical records by those receiving the above autharized
information may be accomplished withaut my furiher written authorization and may no kmger be pralected. Without my express revocation. the
authorizatien will automaticatly expire: (13 upon satisfaction of the need for disclosure: (23 on |'cfate supplied by patient); {3)
under the following conditian(s):

I enderstand that the ¥ A health care practitioner’s opinions and statements are not official VA decisions regarding whether 1 will receive
other ¥ A benefits or, if I receive VA benefits, their amount. They may, hewever, be considered with other evidence when these decisions are
made at a VA Regional Office that specializes in benefit decisians.

DATE SIGNATURE OF PATIENT OR PERSON AUTHORIZED TS SIGN FOR SATIENT (Atlech aathorily = sign. 2.g., POA;

FOR VA USE ONLY

IMPEINT PATIENT DATA CARD {Name. Address, Sceial Sacurity Mumbar) TYFE AND EXTENT OF MATERIAL RELEASED
DATE RELEASE D RELEASED BY
:2,5 %5‘3:1 10-5345 THIS SUPERSEDES VA FORM 10-5345, CATED JUN 2001, WHICH WILL NOT BE USED.




