HOM E 7229 Forest Avenue, Suite 201

DELlVERED@ Attn: Compliance Dept

Your Trusted Partner for Medical Supplies Richmond, VA 23226

AUTHORIZATION FOR USE/DISCLOSURE OF PROTECTED HEALTH INFORMATION

Patient’s Name:
Last First Middle

Home Address:

Home Phone: Date of Birth:

If you need anything in addition to the most recent medical documentation, we have available,
describe what you need here:

NOTICE OF DELIVERY: Please document below where your medical document needs to be sent.
Name:

Email or Mailing Address:

TERM: This Authorization will remain in effect until HCD fulfills the request.

PURPOSE: | have read and understand the terms of this Authorization, about the use and disclosure
of my health information. By my signature below, | hereby, knowingly, and voluntarily, authorize
HCD to use or disclose my health information in the manner described.

Signature of Individual or Personal Representative:
Printed Name of Individual or Personal Representative:
Relationship of Individual initiating the request:
Phone: Date:

*Please provide Power of Attorney OR Court Order Appointing Representative (if applicable)

| understand that once HCD discloses my health information to the recipient, HCD cannot guarantee that the
recipient will not re-disclose my health information to a third party. Further, the third party may not be
required to abide by this Authorization or applicable federal law governing the use and disclosure of my health
information.

| understand that | may refuse to sign or revoke (at any time) this Authorization for any reason in writing by
sending such written notification to:

Home Care Delivered, Inc. (HCD)

Attn: HCD Compliance Department, 7229 Forest Avenue, Suite 201, Richmond, VA 23226.

If | revoke this Authorization, it will have no effect on actions already taken by Home Care Delivered in reliance
on this Authorization.

Attn: Home Care Delivered, Inc., Compliance: 7229 Forest Avenue, Suite 201, Richmond, VA 23226



