AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH
INFORMATION

| HEREBY AUTHORIZE THE VANTAGE HEALTH, LLC TO USE OR DISCLOSE MY PROTECTED HEALTH INFORMATION AS INDICATED BELOW:

PATIENT INFORMATION

LAST NAME

FIRST

Ml

DATE OF BIRTH

SOCIAL SECURITY NUMBER

ADDRESS
CITY STATE zIP
DAYTIME PHONE NUMBER  ( ) EVENING PHONE NUMBER ( )

RECORD HOLDER

RECORDS MAY BE RELEASED TO

NAME Vantage Health, LLC (dba Vantage Urologic Institute)
ADDRESS 9401 SW highway 200, STE 502

CITY STATE zZIP Ocala FL 34481-9650
PHONE ( ) FAX ( ) (352) 861-2115 (352) 854-5726 (Fax)
INFORMATION TO BE RELEASED

DATES OF SERVICE 0 AL [J DATE RANGE  FROM: / / TO: / /

TYPES OF INFORMATION | [] ALL [J cONSULTATION REPORTS | [] RADIOLOGY REPORTS [J oTHER

[] HISTORY & PHYSICAL
[] PROGRESS NOTES

[] LABORATORY REPORTS
[J PATHOLOGY REPORTS

[] oP/PROCEDURE REPORTS
[J DISCHARGE SUMMARY

USE OF INFORMATION

] CONTINUING CARE
O LecAL

[J sECOND OPINION
[ scHooL

[J PERSONAL
[J INSURANCE

[J oTHER

SPECIAL CATEGORIES OF INFORMATION

YOU MUST SPECIFICALLY AUTHORIZE THE DISCLOSURE OF THE FOLLOWING TYPES OF INFORMATION. (PLEASE CHECK ALL THAT APPLY)

[J SEXUALLY
TRANSMISSIBLE DISEASES

[] PSYCHIATRIC/MENTAL
HEALTH RECORDS

[] ALCOHOL AND/OR DRUG ABUSE
TREATMENT

[J Hiv TESTING RESULTS/AIDS
INFORMATION

X

SIGNATURE PATIENT/LEGAL GUARDIAN/AUTHORIZED PERSON DATE OF SIGNATURE

| UNDERSTAND THAT:

1. | This authorization may be revoked in writing at any time, according to the instructions in the Vantage Health, LLC Notice of Privacy Practices,
except to the extent that action has been taken in reliance on this authorization. Unless otherwise revoked, this authorization is valid for
one year from the date signed below. A photocopy of this form will be considered as valid as the original.

2. | Information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and no longer be protected by
federal regulations.

3. | 1 am under no obligation to sign this authorization. My health care and payment for my health care will not be conditioned on signing this
authorization.

4. | I may inspect and obtain a copy of any information disclosed. | may be charged a fee of up to $1.00 per page for every page copied.

5. | 1 will get a copy of this form after | sign it.

BY SIGNING BELOW, | ACKNOWLEDGE THAT | HAVE READ AND UNDERSTAND THIS AUTHORIZATION.

X

PATIENT/LEGAL GUARDIAN/AUTHORIZED PERSON (SIGNATURE) DATE OF SIGNATURE
PATIENT/LEGAL GUARDIAN/AUTHORIZED PERSON (PRINTED NAME) RELATIONSHIP IF OTHER THAN PATIENT

X

WITNESS (SIGNATURE) DATE OF SIGNATURE




