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AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION

COMPLETE ALL SECTIONS, DATE AND SIGN

L I hereby voluntarily authorize the release /disclosure of my confidential information from my health record as follow:
y y y y
NAME OF PATIENT/CLIENT: DATE OF BIRTH:
IL. |The information is to be disclosed by: And is to be provided to:
NAME OF FACILITY AND DEPARTMENT NAME OF PERSON/ORGANIZATION/FACILITY
ADDRESS ADDRESS CITYISTATE
CITY/STATE PHONE # FAX # (IF AVAILABLE)

IIL.| The purpose or need for this disclosure is:

O Continuity of Care O Attorney 0 school O Disability

O Personal Use O Insurance O Other (Specify)

IV.|The information to be disclosed from my health record: [check appropriate box(es)]

(| Period of events from to

L Information related to (specify)

If you would like any of the following sensitive information disclosed, initial the applicable option(s) below:
Alcohol/Drug Abuse Treatment/Referral HIV/AIDS-related Treatment

Sexually Transmitted Diseases Mental Health records

V. | You do not need to sign this authorization. Refusal to sign the authorization will not affect your ability to receive
health care services or reimbursement for services. Refusal to sign means you will not receive health care
services if they are solely for the purpose of providing health information to someone else and the authorization is
necessary to make the disclosure. Your refusal to sign this authorization does not affect your enrollment in a
health plan or eligibility for health benefits, unless the authorized information is necessary to determine if you are
eligible to enroll in the health plan.

This authorization may be revoked in writing at any time. To revoke this authorization, please send a written
statement to the Privacy Officer, Northwest Human Services, 1233 Edgewater St NW, Salem, Oregon 97304, and
state that you are revoking this authorization. Unless revoked earlier, this authorization will expire on the following
date, event, or condition:

(Date, event, or condition)
If no expiration date, event, or condition was specified, this authorization will expire 1 year from the date of signing.

| understand that information disclosed by this authorization, except for Alcohol and Drug Abuse as defined in 42
CFR Part 2, may be subject to re-disclosure by the recipient and may no longer be protected by the Health
Insurance Portability and Accountability Act Privacy Rule [45 CFR Part 164] , and the Privacy Act of 1974 [5 USC
552a].

| have read this authorization and | understand it.

(Date) (Signature of Patient/Client or Personal Representative) (Description of Personal Representative)
West Salem Clinic — Medical West Salem Clinic — Dental Total Health Community Clinic Mental Health Clinic
1233 Edgewater St NW 1257 2 St. NW 180 Atwater Street N 1245 Edgewater Street NW
Salem, Oregon 97304 Salem, Oregon 97304 Monmouth, Oregon 97361 Salem, Oregon 97304
Phone: (503) 378-7526 Phone: (503) 378-7526 Phone: (503) 378-7526 Phone: (503) 378-7526
Fax: (503)480-1611 Fax: (503) 480-1595 Fax: (503) 480-1613 Fax: (503) 480-1614
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NONDISCRIMINATION AND ACCESSIBILITY NOTICE

Discrimination is Against the Law

NWHS complies with applicable federal civil rights laws and does not exclude, deny services to, or otherwise discriminate
against any individual based upon ethnic group identification, race, national origin, religious creed, age, sex, sexual
orientation, gender identity or expression, veteran’s status, color, disability, housing status, educational level, economic
status, social class, political beliefs, linguistic preference, or reprisal or retaliation for prior civil rights activity in any
program or activity.

We provide aids and services, free of charge, in a timely manner, to people with disabilities to communicate
effectively with us, such as:

v' Qualified sign language interpreters

v' Written information in other formats (large print, audio, accessible electronic formats, other formats)
We provide language services, free of charge, in a timely manner, to people whose primary language is not
English, such as:

v"Qualified interpreters

v"Information written in other languages

If you need these services, call (503) 378-7526

If you believe that NWHS has failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance with the NWHS Risk Officer located at 681 Center St. NW,
Salem, OR 97301, Tel. (503) 588-5828, Fax (503) 588-5852. You can file a grievance in person or by mail, or fax. If you
need help filing a grievance, the Risk Officer is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,

or by mail: attn.: U.S. Department of Health and Human Services, 200 Independence Avenue, SW, Room 509F, HHH
Building, Washington, D.C. 20201, or phone 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at

http://www.hhs.gov/ocr/office/file/index.html.

EspaﬁoII(Spanish)
ATENCION: si habla espafiol, tiene a su disposicién servicios
gratuitos de asistencia linguistica. Llame al 1-503-378-7526.

ZBEP 3T (Chinese)

AR MREERERSX Mol BESESEIRY - B8E 1-
503-378-7526

8t 0] (Korean)

FOf: H=0|E AFESHAlE 8%, 20 X[JA MHIAE RRR2
O|88IA 4= UL L|CE 1-503-378-7526HO 2 FSlsl FAA|Q.
HZ:E (Japanese)

ABEE HFABZHEINS5E  BROSHEXEZ SRV ERETE
¥ - 1-503-378-7526 £T. BEFEICTIEH T -

Romana (Romanian)

ATENTIE: Daca vorbiti limba romana, va stau la dispozitie

servicii de asistenta lingvistica, gratuit. Sunati la 1-503-378-
7526.

Oroomiffa (Oromo)

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila
gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-503-
378-7526.

=4 (Farsi)

i 84 ) o8 R e S e L) S e I 10 L
a2l 8 e 23l L 1-503-378-7526 (slad x5,

A1 lne (Thai)

30U

fauwams Insamsmnsaldusasiomviomams léws
T3 1-503-378-7526.

Tiéng Viét (Vietnamese)
CH~U Y: Néu ban néi Tieng Vief;t, ¢6 céc dich vu hd trg ngdn ngilr
mién phi danh cho ban. Goi so 1-503-378-7526.

Pycckun (Russian)

BHUMAHWE: Ecnu Bbl roBopuTE Ha PYCCKOM £i3blke, TO Bam
pocTynHel 6ecnnaTHele ycnyrn nepesoga. 3BoHuTe 1-503-378-
7526.

YkpaiHcbka (Ukrainian)

YBAIA!' AKLWO BN PO3MOBIISIETE YKPAIHCHKOK MOBOO, BU
MOXEeTe 3BEPHYTUCS [0 6E3KOLLITOBHOI CIy)XOM MOBHOI
niaTpumkn. TenedoHynTe 3a Homepom 1-503-378-7526.

4y 4l (Arabic)
Ol el al g A galll sacbicddl Chlead (Al Q3 Chaati € 1Y) 1ids sl
.7526-378-503-1 o8n Juail

i24 (Cambodian)

wuig: iISAsmyRSuw Manigl) S Swigmman
INWESARMIN SMGEISHNUUITHEMNY G $iady) 1-503-
378-7526

Deutsch (German)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
Rufnummer: 1-503-378-7526.

Frangais (French)

ATTENTION : Si vous parlez francais, des services d'aide
linguistique vous sont proposés gratuitement. Appelez le 1-503-
378-7526.
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