Verity

LIFE SAVING THERAPY

AUTHORIZED FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

| hereby authorize

To Release To: Verity Radiation Therapy

6957 West Plano Pkwy Suite 1300

Plano, TX 75093

Telephone Number:  972-820-1400 Fax Number: 972-820-1020

The following information from the medical record of:
Patient Name: Date of Birth:

Date of Treatment: Social Security Number:

Information to be released:

Consultation Reports Physical Therapy Records
Discharge Summary Progress Note

History & Physical X Ray Reports

Itemized Bill X Ray Films/Images
Other (specify)

The information specified above is to be released for the following purpose:
Treatment/Consultation Patient Request Billing or Claims
Attorney Social Security Other (specify)

DRUG AND/OR ALCOHOL ABUSE, AND/OR PSYCHIATRIC AND/OR HIV/AIDS RECORDS RELEASE:

I understand that if my medical or billing record contains information in reference to HIV/AIDS (Human immunodeficiency Virus/
Acquired Immunodeficiency Syndrome) testing and/or treatment, | agree to its release
Check one Yes No Initials

Time Limit & Right to Revoke Authorization

Except to the extent that action has already been taken in reliance on this authorization, at any time | can revoke this authorization
by submitting a notice in writing to the facility Privacy Officer at the above address. This authorization will automatically expire 180
days from the date of my signature or unless revoked prior to that time or unless otherwise specified as follows:

Re-disclosure: | understand the information disclosed by this authorization may be subject to re-disclosure by the recipient and will no
longer be protected by the Health Information Portability and Accountability Act of 1996. The facility, its employees, officers and
physicians are hereby released form any legal responsibility or liability for disclosure of the above information to the extent indicated
and authorized herein.

Signature of Patient or Personal Representative:
| authorize Verity Radiation Therapy to use and disclose the protected health information as specified above.
| further understand that a reasonable copy fee may be charged for medical record copies.

Signature of Patient or Legal Representative Date

Authority to sign if not Patient (documentation of authority required)

Identity or Requestor Verified via: Photo ID Matching Signature verified by:




Verity

LIFE SAVING THERAPY

CONSENT TO DISCUSS HEALTH CARE INFORMATION

| understand that "Directory Information" such as my presence in the facility, as described in the Verity Radiation
Therapy Notice of Privacy Practices, may be released to all who ask for me by name, unless | object by specifically
requesting to be a "No Information" patient as described below.

STANDARD DISCLOSURE: | authorize this facility and medical staff members to discuss my medical history,
diagnosis, treatment and prognosis with those listed below. | understand this may include information

regarding testing, examination and treatment for HIV, AIDS related illness, mental health and drug, alcohol
or chemical abuse.

Spouse Children
Other Family Members (Parents, In-Laws, Grandparents, etc)

Other:

NO INFORMATION - | do not authorize the release of any information concerning my treatment.
| understand that this includes Directory Information. | choose to be a "No Information" patient.

Signature of Patient or Legally Authorized Relationship Date
Representative

Witness

* For purposes of this form only. A "legally authorized representative" is: 1) a legal guardian 2) an agent
authorized in a medical power of attorney or directive to physicians 3) an attorney appointed by the court
4) an attorney retained by the patient or the patient's legally authorized representative or 5) a parent or
legal guardian of a minor.
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Patient Name: Date of Birth:
First Name M.I Last Name

MEDICAL PHOTOGRAPHY CONSENT

I consent to medical images and / or video being made of me or my child / dependant.
I agree that duplicates may be made for the referring doctor.

I agree that the images and results of my investigative tests may be:
(please tick below to show consent)

Yes No

...placed in my medical record for future treatment

...electronically emailed to my treating health professional

...used by health professionals for education and training

...used in paper or electronic health publications

PATIENT SIGNATURE: DATE:

DATE:

Signature of Parent or other Legally Responsible Person

TREATMENT OBSERVATION CONSENT

Verity Radiation Therapy is an official Varian Reference Site. Periodically, we host
visitors from other centers who wish to learn about our equipment. These are
Radiation Oncology clinical personnel and administrators, and Varian representatives.
A Verity Radiation Therapy staff member will ask your approval each time there is an
outside observer present during your treatment. All patient information will be kept
strictly confidential.

I [ /DO [ |DONOT consent to periodic observers during my treatment
(Check one)

PATIENT SIGNATURE: DATE:

DATE:

Signature of Parent or other Legally Responsible Person
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