Pri}ra Tandon MD, LLC
123 Brc:adwa}r Street
Colchester, CT 06415
Tel 860-537-2309
Fax 888-207-2226

Authorization Form for Use and Disclosure of Protected Health Information

Patient's Full Name: Date of Birth: / /

| hereby authonze fo use andlor disclose the Profecied Health
Informafion described below fo Priya Tandon, MD, LLC (please mal or fax fo address/fax number above)

Daizs of Medical Care
[ Al Daes of Care O Daes of Care 0 include:

Purpose of this disclosure

O Worker's Comp [ Aforney [ Personal COCther

O Transtker of Care O Referral O Consukiason [ Billing/Insurance
Informasion & be Distlosed

[0 Endire Record O EKG [ Laboratory Reporis [0 Diagnosic Repors
O Immunizagons O Cther [0 Pap Smear Feport:

Informafion vou wish NOT TO BE DISCLOSED reladng fo:
O Drrug andfor Alcohol tesing and freament O Human Immunodeficency (HIV) Vins test resulls

O Menial Heath Recomds

If you are not the indicate your awthorily o acton behalf of the paSent (Flease afiach proof].
[ Parent O Durabie Power of Atiorney for Heatth Care
O Legally Authorized Representaive O Cther (please specify)

| understand that | may inspect or obiain a copy of the protecied health informadion described by this authorizadion. | undersiand that

Priya Tandon, MD, LLC will not condilion treaiment, paymert or (if applicable) enmliment in the healh plan or eligiblity for benefis on
my providing authorizagon for the requesied use or disclosure  AND THAT | MAY REFUSE TO SIGN THIS AUTHORIZATICN.. |
undersiand that | may revoke this authorizasion in wriing at any ime by delivering such writen revocaton o the Privacy Oficer of Priya
Tandon, MO, LLC. | akso understand that such revocalon will not be efieciive as o the disclosure of records whose release | have
previcusly awhorized, or where ofher aclion has been takenin reliance on an awhorizadon | have signed. | understand that information
usad or distlosed pursuant io this autherizaon could be subject o re-disclosure by the recipient and, if 3o, may not be subjectto federal
or siaie law prodecing is confidendality.  COPY PROVIDED: Priya Tandon, MD, LLC shall provide a copy of this signed authorizadon o
you upon your request  This informason will be disclosed 1o you from records whose confidendality is profecied by federal law. Federal
reguisions prohibit you from making any further disclosure of if wihout the spedific wrigen consent of the person 0 whom i perains.
Connectcut state law requires an individual or the individuals authorized legal representadve o give specific consant for the release of
prodéecied healh information relaed w0 ceriain disease condifions. By my signature below, | auhorize release of the above medical
information that may be held by Priya Tandon, MD, LLC: inbrmagon pertaining o my HIV status and records of care and freaiment for

HIVIAIDS, reords of menial heath care and treament and reconds of substance abuse care and reament.

In addiion , PRIYA TANDON, MD, has provided me with an ofice copy of their PRIVACY PRACTICE NOTIFICATION that describes
how medical Informafon about me may be used and disclosed and how | can access this informaton in accordance with HIPAA federal
guidefines. | acknowledge that | hawe been given the ofice copy of the Privacy Modce and have been ofiered a personal copy if so
desired.

EXPIRATION DATE OR EVENT. This authorizaion will expire on (dai no laker than one year fom now) aor the
following event (If no dake is siaked, this authorizalion expires one year from the dake it was signed).

Signature of individual patient or Authorized Representatie Authorty or Relationship Dafe


Digitally Signed by LINDA MARCINIAK
Digitally Signed by LINDA MARCINIAK @ 10/7/2008 7:56:20 PM


