MAINE
EMERGENCY

MAINE EMERGENCY SQUAD INC.

2658 State Route 26
Maine NY 13802

HIPAA RELEASE AND AUTHORIZATION

Patient’'s Name: Date of Birth:

Address:

Medical Records. | hereby authorize MAINE EMERGENCY SQUAD, INC. (“Releasor”) to use or
disclose the following: (check one)

O - All EMS Patient Care Reports (PCRs) and billing records created by Maine
Emergency Squad, Inc., which may include protected health information (PHI) and
electronic protected health information (ePHI) under HIPAA.

O - Specific Medical Records:
Recipient. My medical records shall be disclosed to the following individual or entity:

Name: Contact:
Address: Phone:
E-Mail:

Purpose of Release:

[] By checking this box, | authorize the release and transmission of the requested records
electronically via email. | understand that email may not be secure and that there is a risk of
unauthorized access.

Expiration. This authorization expires on:
If no expiration date is listed, this authorization shall expire one (1) year from the date signed.

I understand that signing this authorization is voluntary and that my treatment, payment, enroliment in a
health plan, or eligibility for benefits will not be conditioned upon whether | sign this authorization.

| understand that | have the right to revoke this authorization at any time by writing to the Releasor,
except where uses or disclosures have already been made based upon my original permission.

| understand that the information used or disclosed pursuant to this authorization may be subject
to re-disclosure by the recipient and may no longer be protected by HIPAA.

| will receive a copy of this authorization after | have signed it. A copy of this authorization is as valid as
the original.

Patient or Personal Representative Signature Printed Name
(Documentation of authority may be required for personal representatives.)

Personal Representative Relationship to Patient Date



