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Orthopedic Specialists of North Carolina

11200 Governor Manly Way Ste 309 Raleigh, NC 27614
Phone (919) 562-9410 Fax (866) 328-9959

Email: osnc@scanstat.com

AUTHORIZATION FOR RELEASE OF PHI

PATIENT INFORMATION:

Last Name First Name M Date of Birlh
Street Address [ Aptit (Include Complets Mailing Address) Social Security #
City Slate Zip Code Telephons Number

PERSON(S)/ ORGANIZATION(S) AUTHORIZED TO MAKE DISCLOSURE: ORTHOPAEDIC SPECIALISTS OF NORTH
CAROLINA

RELEASE AND DISLCOSE MY PHI TO (Recipient of Use / Disclosure):

Fax Number
Street Address / Apti# or Suite {Include Complete Mailing Address) Telephone Number
City State Zip Code Fax Number

DELIVERY METHOD FOR DUPLICATION OF RECORDS:

1 MAIL PAPER DUPLICATION I MAIL CDVDVD DIGITAL DUPLICATION Ul FAX DUPLICATION

J EMAIL/ELECTRONIC DIGITAL DUPLICATION - Please see page 2 of this release form.

DIGITAL DUPLICATION WILL BE PROVIDED IN PDF FORMAT. YOU CAN OBTAIN A COPY TO ADOBE READER AT hitp:/iwww.adobe.com/

TREATMENT DATE(S) TO BE USED/DISCLOSED: From to

DESCRIPTION OF INFORMATION TO BE DISCLOSED FOR THE ABOVE TREATMENT DATE(S) PROVIDED:
O Abstract/Summary of Medical Records for persanal or physician use O Complete Medical Records
“OR" SPECIFIC DOCUMENT(S) TO BE DISCLOSED FOR THE ABOVE TREATMENT DATE(S) PROVIDED:
1 Clinic/Office Note(s) U Laboratory Report(s) I Diagnostic Test/Report(s)

1 Consultation(s) UOperative Report(s) 1 Radiology CD/Film(s)

I Pathology Report(s) U lemized Bill(s) I Cther, spacify

This information may include Medical/Surgical, Psychiatric, Substance Abuse, and HIV/AIDS information.
SPECIFIC INFORMATION NOT TO BE DISCLOSED:

THIS INFORMATION 18 TO BE USEDVDISCLOSED FOR THE FOLLOWING PURPOSE(S): (check all that apply)
I Continuation of Care [ Patient Transfer (1 Legal O Insurance [ Legal [ Other- explain




% OrthoNC...n

Orthopedic Specialists of North Carolina

11200 Governor Manly Way Ste 309 Raleigh, NC 27614
Phone (919) 562-9410 Fax (866) 328-9959

Email: osnc@scanstat.com

AUTHORIZATION FOR RELEASE OF PHI

MAIL/ELEC TRONIC DELIVERY NOTICE:

| wrderstand Emaits can be misresatsa, afered. forvarded, or used witholut guthodzalion or defecled.  Emais Gan Da cimodated, farwardad ang
sfored in both electromic and papger farmats, Emal addresses cen ba incorract!y wiitten or fypod, Emails can be macvertontly oxpossd, iost duning
oreation and fransmission dus fo technfcal fallure. | unoersfand and accedt the sk Leing an wrssciys amall | agree for Othopaedics Specialst of
Modh Caroling ahaior SCanSTAT Techroindss b Smai ma my proleled Resith information when the emad cefvery methad & chosen and 1 fuly
understand tha fsk nvokaad in Lemg the emal delvery method, PLEASE SIGN IF YOU AGREE AND AKNOWLEDGE -

PLEASE PROVIDE AN EMAIL FOR ELECTRONIC DELIVERY

PLEASE PROVIDE A PREFERED PASSWORD MUST CONTAIN 8 TO 12 CHARACTERS

DUPLICATION FEES FOR PATIENTS AND THEIR LEGALLY APPOINTED REPRESENTATIVES
(Durable Healthcare Power of Attorney, Parent or Legal Guardian)

Faper fee for copies of records:

Pages 1-10 = $0.50 per pape
Pages 11+ = §0.35 per page

Fee for electronic duplication of records:
§14.85 per CD

Payment options are: Check, Money Order, Visa, MasterCard or Discover. Please make checks payable to ScanSTAT
Technologies. Questions regarding your invoice may be answered at 770-569-2445.

Uriless wilhdrawn, s consenl will expine 30 days from the date signed unkess anolher dale of evenl s spacifed.
By sgning this form, 1 agree to pay any duplication fees or charges for this ifformation at the fme or service or when applicable

ff prefered delivery methad is unavailable at the time of service. | authonza that this informaton to be mailed or faxed

| understznd that the purpose of this awihorzstion is for the use sndior dsclosure of my profected health nfommation (PHI) and that & may
contain information that is prolecied under state laws and fadersl requistions | understand that once fhe abowe information & disclosed & may
be sutsect 1o re-disclosure and wil no langer be pro‘ected oy Privacy Protecson Rules. | understand at | hene the right to revake this
authorzation af ary fima and that my revacation must be submitted 1o the Prvacy officer at Orfropasdic Spacialist of North Carsline |
understand that my revacation is not efiective to the exient that the persons or onganizabions in which | have suthonzed to use andior disclose
my proteclad health information have acled in redance upon thie autherzation. | undesstand that | may refuse te sign this awthorzaban and my
ratuial ko pign will not affect my abllity bo recebve lreatment, paymant arrclimact, or sligibity for benafits | darstand that | will be gven a
copy of this autrorzalion upon my signale

s | haraby suthonze Orhopaedic Spactalist of North Cancling and or ScanSTAT Technogies o disclos/release medical records and other
riormalion sbtained i [he coursa of my diagnosie and/or frastmant, | heraby release Orfopasadic Specialist of Norh Caroling andior
ScanSTAT Technologias from any Baoity which may result from this disclosure of confidential medcal infeemation or which may anse of the
rasukt of tha usa of the Infarmatoen contaned in the Infermation ralaasad via rral, fax, andor alactrone dalivery.

Sigrature of Patient Cate

Sigratura of Personal Raprasentative and Authority ta Sgn Date

Witnass Date



