Ol Nwnber: 2900005268
tsrmaied Hurdvn: 2 mmiates

A M REQUEST FOR AND AUTHORIZATION TO RELEASE MEDICAL
\ LN Department of Veterans Affairs RECORDS OR HEALTH INFORMATICN

Frivacy Act and Faperwork Redoction Act Informatien:  The execwtion of this forn does not wuthorize the release of information other than that specifically deseribed below. The
information requestzd an Lhis form is solicited under Title 38, 11 8.C. The Fotm anthorizes release of information in acourdance with the Healih Insurance Ponability and Sccountability Act, 45
CER Pants 164 and 164, S U.S.C. 552a, and 38 U.5.C. STOI and 7332 1bat you specify. Your disclosure of the infermation teguested on this form s voluntary. However, if (he information
ncluding Soxie! Seaurity Number (85N} dthe 35K will be used to locale records Tor releese) is ot furmished completgly and accurately, Doparment of Velcrans Affuirs will be unzble 10
comply with the request. The Weterans FHealth Admanistration mey not eondition freatment, payment, anrcllment o7 eligibility on signing the awhorizztion. VA may disclose the information
thal you put oi the funn as permisted by law. VA may make a "routing use” disclosure of the wivnoation as outlined in the Privacy Act systems of records notices identified as 24WA 19 “Patient
Medical Record - VA™ and in accordance with the VHA Notice of Privacy Practices. You do wol have 1o provide the infurmation to VA, but if you doa’t, VA will be unable te process your
request and seeve your medical needs. Feilune to famish the information will not have any affect on any other benefils to which yon may be entitled. if you provide VA your Sucial Szeunty
Number, ¥A will use it 10 administer your VA bemefits. VA may also use this infonradion o identify veterans and persons claiming or receiving VA benefiis aud their vecords, and for other
purposes autorized or required by law. The Paperwurk Redwetion At of 1995 requires us 10 notify you that this informanon coflection is In acoordunce with ihe cleatance requirements of
seehion 3507 of the Paperwork Redyction Act of 1995, We may non conduet of sponsor, and you ure not sequired to respond 1o, & collectien of infonnation unless it displays a vahid OMR
oumber, We antivipate that e time expended by all individuats who mast complete this form will average 2 minwies. This includes the nme it wall take to read instructions, guther the

necessary facds and fill out the form.
ENTER BELOW THE PATIENT'S NAME AND S0OCIAL SECURITY NUMBER IF THE PATIENT DATA CARD IMPRINT [S NOT USED.

TO: DEPARTMENT OF VETERANS AFFAIRS (Prinl of type neme and address of heallh PATIENT NAME (Last. First, Middia Initial]
carm faciliy) l

SQCIAL SECURITY NUMBER

t

NAME AND ADDRESS OF ORCGANIZATION, INDVIDUAL OR TITLE OF INDIVIDUAL TO WHOM INFORMATION IS TO BE RELEASED

VETERAN'S REQUEST: { request and authorize Department of Veterans Affairs 10 release the infurmation specified below to the organization, or
individual named on this request. | understand that the information to be relcased includes information regarding the following condition{s):

DRUG ASUSE ALCOHOLISM QR ALCOHOL ABUSE TESTING FOR OR INFECTION WITH HUMAN IMNMUNODEFICIENCY WIRUS {HR SICKLE CELL ANEMIA

INFORMATION REQUESTED (Check applicable box{cs] and state the extent or nature of the information to be disclosed, giving the dates or
approximate dates covered by each)
COPY OF HOSPITAL SUMMARY COPY OF QUTPATIERT TREATMENT HOTE(S) OTHER (Specify]

PURPOSE(S] OR MEED FOR WHICH THE INFORMATION IS TO BE USED BY INDIVIDUAL TO WHOM NFORMATION IS TO BE RELEASED

NOTE; ADBITIONAL ITEMS OF INFORMATION DESIRED MAY BE LISTED ON THE BACK OF THIS FORM

ALUTHORIZATION: [ certify that this request has been made [reely, voluntarily and without coercion and that the information given above is
accurzic amd complete to the best of my knowledge. ] understand that | will receive a copy of this fonn after Usign jt. [ may rovoke this autharization,
in writing, al any me except to the extent that action has already been taken to comply with it. Written revocation is cffective upon receipt by the
Release of nformation Unit at the lacility housing the records. Redisclosure of my medical records by those receiving the above authorized
information may be accomplished without my further written authorization and may no lenger be profected. Without rth express revocation, the
suthurization will autorsatically expire: (1) upon satisfaction of the nced for disclosure; (2} on g {date supplicd by patient); (3)
under the follow.ng condition{s).

1 understand that the VA health care practitioner’s opinions and statements are not official ¥ A decisions regarding whether T will receive
other YA benefits or, if | recetve VA benefits, their amouni. They may, however, be cansidered with other evidence when these decisions are
made al 4 VA Regional Office that specializes in benefit decisions.

DATE SKENATURE OF PATIENT OR PERSON AUTHORIZED TO SIGN FOR FAYIENT {Altach awihority 1o sign, e g. POA)

FOR VA USE ONLY
BAPRINT SATIENT DATA CARD (or enter Name. Addrass, Social Securly humber} TYPE AND EXTENT OF MATERIAL RELEASED
DATE RELEASED RELEASED BY
VA FORM
may 2005 10-5345 USE EXISTING STOCK OF VA FORM 10-5345, DATED NOV 2004.


http:Huthorl7.ed
http:mdhidu.ab




	TO OEPIflmENT Of VETERANS AfFIRS Prim OJ Iyp name and ddrs of heallll car facililll: 
	PATIENT NAME Last First Middle lnil: 
	SOCIAL SECIiRITY NUMBER: 
	NAMEANDADORESS OF ORGANllTION fNO iVllUAL OR TITLE 01 INDIVIOUAL TO WHOM INFORMATION is TO BE RELEASED: 
	INFORMA TOl REQUESTED Check applicable boxcs and state the extent or nature of the information to be disclosed giving the dates f approximate dateq covered by each o COpy OFIiOSPITAl SUMMAFIV 0 copy OF OUTPATIENT TREA1MEflITNQTEIS 0 OTHER Spaci1y: 
	PUFlPOSE5 OR HEEO FOR WHIC i THE INFORMATION IS TO IlE USED BY INDIVIDUAL TO WHOM jJFORMATION IS TO 8E RELEASED: 
	AlTHORIZA TION I certi fv that this request has been made lieely voluntllrily and without coercion and that the information given above is accurate and complete tQ the best ormy knowledge J understand tfiat I will receive a copy fthis con after sign it l may core Ihis aulhorization in writing at any am cxccplLO the tlotent that acliOIl has already been taken to comply with it Written revocation is cffecllve upon receipt by the Rclerue of information Unit at the facility bOILing the records Rcdisclosun of my medical records b those receiving tnc above Huthorlled inronnation mav be accomplished witilout my further written authorizatiun and may no longer be PlOtcctcd Without my express revocation the tlutborization Will aUIOmatlCally expire I uJXln satisfaction of the nccd for disclosure 2 on I date supplied by patiCtll 3 under the allOWing cOllditions: 
	DATE: 
	IIIPRIlT PATIET DATA CARD lor enter Nam Aldress Social Scunlr Number: 
	TYPE AHO XTEHT OF MATERIAL RELEASEIl: 
	DATE RElEASED REIEASEO BY: 
	Text1: 
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off


