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AUTHORIZATION TO USE, DISCLOSE & RELEASE PROTECTED HEALTH INFORMATION (KOREAN)

2ole it2g oserLct

e Al —
| understand the following:
. H7HQl AT YEE Bt HS SI7HHE 2 YA MBS AR Ha| 7t ZA0H QAL 57 LA MBS
HESIE2tE T2 E YAHLE MH[20f Cfst 252 B Ao F8H G2 0|X[X| 43 AYLICH 2 37kMe MBS
RS M 2 TR0 S 0K fUT Y2 Y TRIH A 20| AL CHE A OA 2 HEE HSd=
SXTo|n azst SIof| 5717t Eag mf Lo},
I have the right to refuse to sign this form for authorization to disclose or release my protected health information. Refusal to sign the

rr

rlo

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.

o O|2{st @1} AL =R 7} UZS + USLICL. There may be a fee associated with this request.

« O] 570 et AL E|AHL S7HEl= HEE S/HE = Ao H J2{st 32, AU 2ls] 25 & WX| £eL|ct 22t
22 AYY E= FYUO| HIV/IAIDS, BM 2 HE, 38X HAL HE L 4E/YIAE ZE X5 E= T2 2|2 HEO
HS7HE A = ASS £t L0 YSLICH
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.

o 202 = MHHIIMO AR E W2 HE|7F RLELICE | have the right to receive a copy of this signed authorization.

o 22 EHIIE MUY R ANIE H3T = UASLICEL 2 3715 20| H3lst= 32, 517 M= HE= MH
517k 0l 7|ZHE S-S 2I5H O 0| & AHEE|AHLE SHE == SSLICE Swedish 7t 22{8t & 70| 7| X510 =X| & FHAHL
577t Y BHQ| R R HO{X|= FR= OYULCt
I may revoke this authorization in writing at any time. If I 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.

Nz a0 Mt orE A2 St Ro2 2 571N = HIME M= FHAR.

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 H3}/Phone: (206) 320-3025

I A /Fax: (206) 320-2626
O| | ¥/Email: ROI@swedish.org

I A JFax: (478) 238-9436

O| | 2/Email: smgroi-wa@cioxhealth.com

52 Mg Swedishs B4 T E|E ZL7totL|2te $xto| 241 Al F2IE| HEE EY3}7LE SIS ¥LICh 2Lt
A4 AF2IE| HSE T A0| K| Xt HEo| ZHE|0] A2 4 ABLICH BIHE S{7HIAIE HEOE 248 AIREE
HE 7t E3E + Y&

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.

HE AlQ, 2 Y, 22[X}F A A= ofof whEt FA| B 5 7HE HLIMX| #| HEL| S0 Chet R E HE MAo|L o R R RE
2| 2L .

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.
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SWEDISH

Mol 72 HEol Arg B BH 57}
AUTHORIZATION TO USE, DISCLOSE & RELEASE PROTECTED HEALTH INFORMATION (KOREAN)

Swedish Health Services % H|{7| &2 &xje| |2 HH U ALEL Yol Mol QIF, m| M E4 =7t dE, A = Foj
O£ & O| R = XI'ES}X| b= LICt.

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.

Fo|: H5t7 SO & Rot= 4% Hsts AR E4 0 x|} MH|AEES = ASLIC} (888) 311-9127 (TTYRE
EfO|Z2}0|E] : 711)2 H3}stA Al

ATTENTION: If you do not speak English, you have at your disposal free language assistance services. Call
(888) 311-9127 (TTY: 711).

=212 Swedish7t CHS0f| 28t 57| £ 7 HEO| AF2E AHE5t1 Sl st= A4S & 71t
| authorize Swedish to use and disclose a copy of the specific health information described below regarding:

2tX} 0| &/Patient’s Name ‘AHEYU/pos:
BEX} T4 /Patient's Address: M3}/Phone:
Al/city: F/State: SLHEHS/7ip Code:
7 ch 4 O = EE 4400018
To be disclosed to: Self Or Recipient's Name:
FAQl FA:
Recipient's Address:
Al/cCity: T /state: SHH ST Zip Code:
H2}/Phone: A JFax: O| | & /Email:
712 M ural [JMyChart [JOIHY  [JCl23  [JMH ]
Please send my records via: MyChart Email Disc Paper Fax
He S MER2EE JEE @8s= HFULICE | am requesting information from the following facility(s):
Wl W(SE) U Mt ¥ 2|4 0|52 8) U Ml Hs
Hospital Name (List) & Phone Number Clinic Name (List) & Phone Number

SRS AR z2y

For the range of dates from: to:

Chg FITHEE AT B E HR o Chs:

For information related to the following diagnosis or injury:

3702 EE/information to be disclosed:
[1E= % LA HA/History & Physical [1=1& B & 2% M/Discharge Summary
[]4&% 7|2 /0perative Report 34 B M/Emergency Department Report
[JXIEH T (HAL, A A 0], EKG ) [ JXt= Ol 2 /Progress Notes

Diagnostic Reports (lab, x-ray, EKG, etc.)
CI7IETF*HIH 22 7| )/ Other (specify):

32x-
= =

For the purpose of:
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AUTHORIZATION TO USE, DISCLOSE & RELEASE PROTECTED HEALTH INFORMATION (KOREAN)

HIE|X| o= 01, O] 517kM = 180 20| = LS W0l = ELICEH:

Unless revoked, this authorization expires in 180 days or on this Date:

U 2 37 2oloj ofs) MUAOR FAIHO 2 XFE|X| o 0|4 BE HAH WEE MY KB, AIDS, HIV 2%, ¥38
EE oS W8, WA 1Y W e OhE Az YR HEEL L

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.

IR} M E: =2 R/Date:
Patient Signature: (AR 3 ZH M)

(Print form and sign by hand)
gtxt o 2] el o] &: = R}/Date:

Patient Representative Name:
X} ci2| Q! o] 2:
Patient Representative Signature: (B7HH R HEH M. Y MRE R FHR)
(Print form and sign by hand. Please include supporting documentation.)

2HXQte| 2HA:
Relation to Patient:

1ROI
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