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AUTHORIZATION TO OBTAIN CONFIDENTIAL INFORMATION

(Patient Name), born on , hereby

authorize:

to disclose to:  The University of Kansas Cancer Center
2330 Shawnee Mission Parkway
Westwood, Kansas 66205

Attention:
(Contact Department)
Contact Name: Contact Phone #
the following information: [ Discharge Summary [ Lab Tests [ Pathology Reports O Diagnostic Studies
O Operative Reports O Consultation Reports [ Radiology/Therapy Reports
O Clinic Notes from Clinic
O Specific Dates only from: to: ( 7745 theps to identify your specitic request)

O Other (please specify i.e., outside records, monitoring strips, photos, x-rays, etc.)

The purpose of this request is: O Continued Care O Insurance/Disability O Litigation
O Personal O Other

e | understand once the above information is disclosed, it may be re-disclosed by the recipient, and may no longer be protected by
Federal Privacy Laws.

e My treatment can not be conditional upon completing this authorization form unless the treatment is for the sole purpose of creating
information for disclosure to a third party.

e | understand that | may revoke this authorization in writing by notifying the original recipient of this authorization as listed above at
any time except to the extent that action has been taken in reliance on it.

SPECIFICATION OF THE DATE, EVENT, OR CONDITION UPON WHICH THIS AUTHORIZATION EXPIRES:

(In all cases this Authorization will expire one year from the date below.)

SIGNED THIS DAY OF , 20
ID Verification of Requester (Drivers License or Photo ID) (Signature of Patient OR AUTHORIZED REPRESENTATIVE)
(Witness — Office Staff Use Only) (Nature of Relationship)

(Address of Person Signing Authorization)

City State Zip

( ) -
Day Time Telephone
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