SWEDISH

003BI1 HA BUKOPUCTAHHSA, PO3IOJIOMEHHSA TA BUKPUTTA 3AXULLEHOT IHOOPMALIIT MPO CTAH 30POB’A
AUTHORIZATION TO USE, DISCLOSE & RELEASE PROTECTED HEALTH INFORMATION (UKRANIAN)

fl po3ymito HacTynHe: | understand the following:

* £l malo NpaBo He NignucyBaTtu wio Gopmy AN OTPUMaHHA [,03BOJY HA PO3KPUTTA ab0 Ny6iKauilo MOEi 3axuLLeHoT
iHpopmauii npo ctaH 3a0poB’A. Bigmosa Big nianucaHHa ¢opmu AN OTPUMAHHA A03BO/IY HE MaTUMe
HeraTMBHOIO BN/ANBY Ha OTPMMAHHA MegUYHUX Nocayr abo BifLWKOAYBAHHA BUTPAT Ha NOCAYrU. EAUHOIO
06CcTaBUHOI0, 32 AKOI BiAMOBa NigNMCcaT Liei A403BiN MOXKe BMJIMHYTU HA MO0 34,aTHICTb OTPUMYBATU MegUYHI
nocnyruy, € Te, Wo MegUyHi nocayru 6yayTb NoB’A3aHi 3 npoBeAeHHAM JocnigKeHb abo 6yayTb HagaBaTucA
BMKJ/IIOYHO 3 METOI0 HaAaHHA MeanYHOI iHbopMmauii iHWii 0cobi, i gNa po3KpuTTa Takoi iHpopmauii 6yae noTpibeH
Bo38Bin.

I have the right to refuse to sign this form for authorization to disclose or release my protected health information. Refusal to sign the
authorization will not adversely affect my ability to receive health care services or reimbursement for services. The only circumstance when

refusal to sign this authorization may affect my ability to receive health care services is if the health care services are research-related or solely
for the purpose of providing health information to someone else and the authorization is needed to make that disclosure.

¢ 3a uei 3anuT MOXKe CTAryBaTUCA NAaTa. There may be a fee associated with thisrequest.

* |HdpopmaLifa, AKa BUKOPUCTOBYETbCA ab0 PO3KPMBAETLCA BigNOBIAHO 40 LUbOro 403B0JY, MOXeE NignAraTm
NOBTOPHOMY PO3KPUTTIO Ta binblue He 3axuweHa dpeaepanbHUM 3aKoHOM. OAHaK A TaKOX PO3ymilo, Wwo
BignoBigHO A0 ¢pepepanbHOro 3aKoHy abo 3aKOHY WTATY po3KpuTTA iHpopmalii npo BIJ1 a6o CHIA, ncuxiuHnii
CTaH 340pPOB’A, reHeTUYHe TeCTYBaHHSA, a TAKOXK iHpopmaLii Npo AiarHOCTUKY, NiKyBaHHA HAPKO- YN a/IKOrONIbHOI
3aneXHocTi abo HanpaBaeHHA A0 BignosiaHUX ¢axiBuiB moxe 6yTn obmexeHo.

Information used or disclosed pursuant to this authorization may be subject to re-disclosure and no longer protected under federal law.

However, | also understand that federal or state law may restrict re-disclosure of HIV/AIDS, mental health information, genetic testing
information, and drug/alcohol diagnosis, treatment, or referral information.

* £l malo NpaBo OoTpMMaTK Konilo Li€i nignucaHoi gopmu gna possony.
I have the right to receive a copy of this signed authorization.

+ fl malo NpaBo 6yAb-KONU BiAKAMKATU Leid A03BiN y NMCbMOBIl popmi. AKLLO A BigKAUUy uel f03Bin, TO
iHpopmauis, onucaHa HUXKUE, He 3moxKe 6inblue 6yTn BUKopUcTaHa abo po3KpUTa ANA Linel, ONUCaHUX y
NMUCbMOBOMY A,03BO/i. EAMHUM BUHATKOM € BUNagKu, Koam KomnaHia Swedish gie, cnupatounco Ha ueit 4o3sin,
a6o p03Bin 6yn0 OTPMMaHO AK YMOBY ANA CTPaXyBaHHA.

I may revoke this authorization in writing at any time. If | revoke this authorization, the information described below may no longer be used or

disclosed for the purposes described in the written authorization. The only exception is when Swedish has taken action in reliance on the
authorization or the authorization was obtained as a condition of insurance coverage.

Hagiwnitb ueit 0o3Bin a6o 3aaBy Ha MOro BiAKAMKAHHA Ha O4HY 3 LUX agpec (3aneXKHo Big Toro, Ae BU OTpUMyBanu
NiKyBaHHA):
Please submit this authorization or revocation to one of these locations, depending on where you received care:

Swedish Medical Center Swedish Medical Group
Release of Information Department
747 Broadway, Seattle, WA 98122 TenedoH/Phone: (206) 320-3025
daKc/Fax: (206) 320-2626 daKc/Fax: (478) 238-9436
EneKTpoHHa nowTa/Email: ROI@swedish.org EnekTpoHHa nowTta/Email: smgroi-wa@cioxhealth.com
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BaxknuBa npumitka. KomnaHia Swedish 6inbluie He ApYyKYE Ta He pO3roaoLye HOMepU coliaibHOro 3abesneyeHHs

KNI€EHTIB, AKLLO TiNIbKU Le He € HeobXiaAHUM ANA BUCTaBAEHHA paxyHKy. OgHaK Homepu couianbHoro 3abesneyeHHs
MOXYTb 6yTK BHEeCeHi 4,0 KapT nauieHTiB, Wo 6yn cTBOpeHi KinbKa poKiB Tomy. IHpopmauif, AKy BM 403BONAETE
PO3KpUBATHU, MOXKE BKAKOYATU HOMEP BaLLOrO COL,ia/IbHOrO CTPpaxyBaHHSA.

Important: Swedish no longer prints or releases patient social security numbers unless required for billing. However, social security numbers may be

included in patient information that is more than a few years old. The information you are authorizing to be released may include your social security
number.

YcTaHoBa, ii cniBpobiTHUKMK, cnyK60BLi Ta NiKapi UMM 3BiNIbHAIOTLCA Big 6yAb-AKOT IOPUAUYHOI BignoBiganbHOCTi abo
3060B'A3aHHA WO0A0 PO3ronoWweHHsA BULLeBKa3aHoi iHpopmau,ii B Tilh Mipi, AK e BKa3aHO Ta J,03BO/IEHO LUM

AOKYMEHTOM. The facility, its employees, officers and physicians are hereby released from any legal responsibility or liability for disclosure of the
above information to the extent indicated and authorized herein.

KomnaHia Swedish Health Services i ii adinilioBaHi ocobu He gonycKaloTb y pamKax cBOiX nporpam i 3axogis
AUCKpMMiHaUii Ha nigcTaBi pacu, KONbOpy LWKipK, HaWiOHANbHOCTI, cTaTi, BiKy abo iHBanigHoCTi.

Swedish Health Services and its Affiliates do not discriminate on the basis of race, color, national origin, sex, age, or disability in their health
programs and activities.

YBATA! fIKW0 BU He PO3MOB/IAETE aHININCbKOIO, MOXKeTe CKOPUCTAaTUCA 6e3KOLWTOBHUMM NOCyramum
nepeknagaya. Tene¢oHyiite 3a Homepom }(888) 311-9127 (TTY: 711).
ATTENTION: If you do not speak English, you have at your disposal free language assistance services. Call (888) 311-9127 (TTY: 711).

A1 po3BonAo KomnaHii Swedish BUKopucToBYyBaTH Ta pO3roaoLlyBaTH Konito NneBHOI MmeanYHOi iHpopmauii, onucaHoi

HU}K4Ye, a Came TaKi gaHi:
| authorize Swedish to use and disclose a copy of the specific health information described below regarding:

Im’a nauieHTa/Patient’s Name: [ata HapopeHH:A/DOB:
Aapeca nauieHTta/Patient's Address: TenedoH/Phone:
MicTo/cCity: LWraT/state: MowToBMiA iHAEKC/Zip Code:
Mignarae po3ronoweHHIo: [ ] Bnache im’ a6o im’a oTpumysaua:

To be disclosed to: Self Or Recipient's Name:

Aapeca oTpumyBaua:
Recipient's Address:

MicTo/city: LLtaT/state: MowToBWMiA iHAEKc/Zip Code:

TenedoH/Phone: dakc/Fax: EneKTpoHHa nowra/Email:

Mpowy HagicnaTm Moi 3aNUCK HAaCTYNMHUM YNHOM: |:| MyChart |:| €/1eKTPOHHOIO NOLITOL0 |:| Ha AMUCKY
Please send my records via: Email Disc

|:| y Burnaai naneposoi ¢popmm |:| dakcom
Paper Fax

fl npowy HapaTu iHpopmauito 3 TaKoi yctaHOBM (yCcTaHOB): | am requesting information from the following facility(s):

HasBa nikapHi (cnucok) i Homep TenedoHy HasBa KniHiku (cnucok) i Homep TenepoHy
Hospital Name (List) & Phone Number Clinic Name (List) & Phone Number
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3a patu Big;: [o:

For the range of datesfrom: to:

DOna inbopmauii npo Taki agiarHosu abo Tpasmu:
For information related to the following diagnosis or injury:

IHdopmalin, AKa nignarae posronocy/Information to be disclosed:
|:| IcTopia Ta aHamHe3 /History & Physical |:| BunuckKa 3 ictopii XBopobu/Discharge Summary

[ ] 38iT npo onepauito/Operative Report [ ] 3sir BipnineHHs HeBiaKNagHOi AONOMOrM/Emergency

. . . . Department Report
[ ] 38iT npo aiarHocTuKy (nabopaTtopHi AocniAKeHHS,

pentreH, EKG Towo) [ ] 3anucu npo nepe6ir nikyBaHHA/Progress Notes
Diagnostic Reports (lab, x-ray, EKG, etc.)

|:| IHwe (yKka3atn)/Other (specify):

3 metol0:
For the purpose of:

AKwWw,o ue 0o3Bin He 6yae BiAKAMKAHO, TepMiH Moro Aii 3aBepunTbea yepes 180 gHis abo Ha uto garty:
Unless revoked, this authorization expires in 180 days or on this Date:

Ymosu. Lie A03Bin, AKLWO iiOro Nnpsimo He 06merXKeHo MHOI0 B NUCbMOBI ¢popmi, byae nowmproBaTuca Ha Bci
acnekTu TectyBaHHA Ta (abo) nikyBaHHA 3aXBOPIOBaHDb, W0 NepeaaloTbea cratesum waaxom, CHIAy, Bl1-indekuii,
3/10B}XXMBaHHA anKorosem i (a60) HapKoTMKamu, NCUXiYHUX po3nagis abo Ha iHWy KoHipeHuiliHy iHdopmauito.

Terms: This authorization, unless expressly limited by me in writing, will extend to all aspects of testing and/or treatment of sexually transmitted
diseases, AIDS, HIV Infection, alcohol and/or drug abuse, mental health conditions or other sensitive information.

Nignuc nayieHTa: Data/pate:

Patient Signature: (OpykoBaHa dopma, nignucaHa Big pyKu)
(Print form and sign by hand)

IM’a npeacTaBHMKA NauieHTa: [ara/pate:
Patient Representative Name:

Nianuc npepcrtaBHUKA NaLieHTa:

Patient Representative Signature: (ApyKkoBaHa ¢popma, niagnucaHa Big pyku. floaalite cynposigHy A0KyMeHTaLilo0.)
(Print form and sign by hand. Please include supporting documentation.)

BiaHOCKHM 3 NauiieHTOM:
Relation to Patient:

1ROI
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