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AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION
TO FAMILY AND FRIENDS

Name Date of Birth

| hereby authorize the Michael J. Fitzmaurice South Dakota Veterans Home at 2500 Minnekahta Ave., Hot Springs, SD 57747
to release my Protected Health Information as described below:

Name Relationship to Phone Number Mailing Address Email address
(please print) Resident (if applicable)

Information to be released (check each requested item):

O History and Physical O Progress Notes O Social Worker Notes
O Laboratory Reports [0 Radiology Reports [0 Other (see below)
Other is specified as:

The following information will not be released unless you specifically authorize it by checking the relevant box(es) below:
[ | specifically authorize the release of information pertaining to drug and alcohol abuse diagnosis or treatment.
O | specifically authorize the release of information pertaining to mental health diagnosis or treatment.

The purpose of this release is (check one or more):

O Continuity of care or discharge planning

O At the request of the resident / resident’s representative
[0 Other (state reason)

Expiration of Authorization: Unless otherwise revoked, in writing, this authorization expires at the time | am on longer a resident
at the Michael J. Fitzmaurice South Dakota Veterans Home.

Signature of Resident or Resident Representative Date

Printed Name Resident Representative Relationship

NOTICE: The Michael J. Fitzmaurice South Dakota Veterans Home (MJFSDVH) and many other organizations and individuals,
such as physicians, hospitals, and health plans are required by law to keep your health information confidential. If you have
authorized the disclosure of your health information to someone who is not legally required to keep it confidential, state or federal
confidentiality laws may no longer protect it.

MY RIGHTS:

e | understand this authorization is voluntary. Treatment, payment, enrollment or eligibility for benefits may not be
conditioned on signing this authorization except if the authorization is for 1) conducting research-related treatment, 2)
obtaining information in connection with eligibility or enrollment in a health plan, 3) determining an entity’s obligation to
pay a claim, or 4) creating health information to provide to a third party. Under no circumstances, however, am | required
to authorize the release of mental health records.

e | may revoke this authorization at any time, provided that | do so in writing and submit it to the MJFSDVH at 2500
Minnekahta Avenue, Hot Springs, SD 57747. The revocation will take effect when the MJFSDVH receives it, except to the
extent that the MJFSDVH or others have already relied on it.

e | am entitled to receive a copy of this Authorization.
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1. SPOUSE INFORMATION (whether or not spouse is moving in):

Spouse's Name Birth date Sex SSN
2. INFORMATION ON DEPENDENTS:
Dependents Name(s) Birthdate(s)

3. LIVING ARRANGEMENTS: Check the box that describes current living conditions

Self: Own Home

Renting

In someone else’s Home

Other (describe)

Spouse: Own Home

Renting

In someone else’'s Home

Other (describe)

4. INFORMATION ON MEDICARE:

Attach copies of Medicare card(s), front and back, if you or your spouse have Medicare.

Do you have Medicare?

Effective date(s) Medicare ID Number
Yes No Part A PartB  PartD
Does your spouse have Effective date(s) Medicare ID Number
Medicare?
Yes No| part A PartB PartD

5. INFORMATION ON MEDICAID:

Attach copies of Medicaid card(s), front and back, if you or your spouse have Medicaid.

Medicaid "JYes No

Do you have Medicaid? Medical Long Term Care Effective date(s) Medicaid ID Number
‘:_I Yes No
Does your spouse have Medical Long Term Care Effective date(s)

Medicaid ID Number

6. INFORMATION ON ALL OTHER INSURANCE: If you have other insurance, please complete the following

information and provide copies. This includes health, long term care, and prescription medication coverage. Attach
another sheet if more room is needed.

Insurance Provider
Name and Address

Annual
Premium

Type: Hospital,
Medigap, Rx, etc.

Effective
Date(s)

Policy Number

Self

Spouse
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AUTHORIZATION FOR RELEASE OF HEALTH
INFORMATION ***Please do not use this form for VA
Medical Records. It is only for providers, clinics, hospitals
outside of the VA***

Name Date of Birth

Medical Record Number SSN

| hereby authorize (name of person or facility sending information)

to release my health information to the Michael J. Fitzmaurice South Dakota Veterans Home at 2500 Minnekahta Ave., Hot
Springs, SD 57747.

Information to be released (check each requested item):

O History and Physical [ Progress Notes [ Social Worker Notes
O Laboratory Reports [JRadiology Reports O Entire Record
Other (please specify):

The following information will not be released unless you specifically authorize it by checking the relevant box(es) below:
[ | specifically authorize the release of information pertaining to drug and alcohol abuse diagnosis or treatment.
O | specifically authorize the release of information pertaining to mental health diagnosis or treatment.

The purpose of this release is (check one or more):

O Continuity of care; Assessment for admission; Treatment; Discharge planning
O At the request of the resident / resident’s legal representative

O Other (state reason)

Expiration of Authorization: Unless otherwise revoked, in writing, this authorization expires at the time | am on longer a resident
at the Michael J. Fitzmaurice South Dakota Veterans Home.

Signature of Resident or Legal Representative Date
Printed Name Legal Representative Relationship
Witness Date

NOTICE: The Michael J. Fitzmaurice South Dakota Veterans Home (MJFSDVH) and many other organizations and individuals,
such as physicians, hospitals, and health plans are required by law to keep your health information confidential. If you have
authorized the disclosure of your health information to someone who is not legally required to keep it confidential, state or federal
confidentiality laws may no longer protect it.

MY RIGHTS:

e | understand this authorization is voluntary. Treatment, payment, enroliment or eligibility for benefits may not be
conditioned on signing this authorization except if the authorization is for 1) conducting research-related treatment, 2)
obtaining information in connection with eligibility or enroliment in a health plan, 3) determining an entity’s obligation to
pay a claim, or 4) creating health information to provide to a third party. Under no circumstances, however, am | required
to authorize the release of mental health records.

¢ | may revoke this authorization at any time, provided that | do so in writing and submit it to the MJFSDVH at 2500
Minnekahta Avenue, Hot Springs, SD 57747. Any information disclosed prior to receipt of written revocation of this
authorization shall not be a breach of confidentiality. A photocopy of this authorization is as effective as the original.
Unless otherwise agreed in writing, information be disclosed under authorization in any form or medium including oral,
written, or electronic transmission.

e | am entitled to receive a copy of this Authorization.
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REQUEST FOR AND AUTHORIZATION TO

\_‘va Department of Veterans Affairs RELEASE HEALTH INFORMATION

PRIVACY ACT AND PAPER WORK REDUCTION ACT INFORMATION: The Paperwork Reduction Act of 1995 requires us to notify you that this
information collection is in accordance with the clearance requirements of section 3507 of the Act. We may not conduct or sponsor, and you are not required to
respond to, a collection of information unless is displays a valid OMB number. We anticipate that the time expended by all individuals who must complete this form
will average 2 minutes. This includes the time it will take to read the instructions, gather the necessary facts and fill out this form. The execution of this form does
not authorize the release of information other than that specifically described below.

The information requested on this form is solicited under Title 38 U.S.C. The form authorizes release of information in accordance with the Health Insurance
Portability and Accountability Act, 45 CFR Parts 160 and 164; 5 U.S.C. 552a; and 38 U.S.C. 5701 and 7332 that you specify. Your disclosure of the information
requested on this form is voluntary. However, if information needed to locate records for release is not furnished completely and accurately, VA will be unable to
comply with the request. The Veterans Health Administration may not condition the provision of treatment, payment, enrollment in the VA Health Care Program, or
eligibility for benefits on the signing of an authorization, except for research-related treatment where an authorization for the use or disclosure of individually-
identifiable health information for such research is required. VA may disclose the information that you put on the form as permitted by law. VA may make a
"routine use" disclosure of the information as outlined in the Privacy Act system of records notices identified as 24VA10A7 "Patient Medical Record - VA",
08VAOQS5 "Employee Medical File System Records (Title 38)-VA" and in accordance with the Notice of Privacy Practices. VA may also use this information to
identify Veterans and person claiming or receiving VA benefits and their records, and for other purposes authorized or required by law.

TO: DEPARTMENT OF VETERANS AFFAIRS (Name and Address of VA Health Care Facility)

VA Black Hills HCS Sioux Falls VA HCS OR Please indicate VA facility you received
500 N. 5th Str. 2501 W. 22nd Str. care at:

Hot Springs,SD 57747 Sioux Falls SD 57105

Fax: 612-725-1329 Fax: 612-725-1355

LAST NAME- FIRST NAME- MIDDLE NAME DATE OF BIRTH (mm/dd/yyyy)

PATIENT'S MAILING ADDRESS (including City, State and Zip Code)

NAME AND ADDRESS OF ORGANIZATION, INDIVIDUAL, OR TITLE OF INDIVIDUAL TO WHOM INFORMATION IS TO BE RELEASED
Michael J. Fitzmaurice South Dakota Veterans Home

2500 Minnekahta Ave.

Hot Springs, SD 57747

Medical Records contact: 605-745-5127 Ext. 1500115- Medical Records Fax: 605-745-5507

PURPOSE(S) OR NEED: Information is to be used by the requestor for:

TREATMENT [ | BENEFITS [ | LEGAL [ | EMPLOYMENT OTHER (Please specify) Admission Assessment

INFORMATION REQUESTED: Check applicable box(es) and state the extent or nature of information to be provided:
HEALTH SUMMARY (Prior 2 Years)

INPATIENT DISCHARGE SUMMARY (Dates): Last 2 and last 2 H&P and last 2 annual exams
PROGRESS NOTES:

SPECIFIC CLINICS (Name & Date Range): A1l Clinics to include mental health providers (MPH)

SPECIFIC PROVIDERS (Name & Date Range): A1l providers to include mental health providers

DATE RANGE: Six months all providers & clinics;One year all mental health providers

OPERATIVE/CLINICAL PROCEDURES (Name & Date): Last 2

LAB RESULTS:
SPECIFIC TESTS (Name & Date): A1l
DATE RANGE: Last six

RADIOLOGY REPORTS (Name & Date): Last 3

LIST OF ACTIVE MEDICATIONS: Please include any allergies to medications

FLU VACCINATION (Dose, Lot Number, Date & Location): Please include all immunizations in my record
If Covid vaccinated please include type of vaccine, Moderna, Pfizer, etc.

OTHER (Describe): My signature authorizes MJFS.D.Vet.Home to request additional records
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LAST NAME- FIRST NAME- MIDDLE NAME DATE OF BIRTH (mm/dd/yyyy)

SENSITIVE DIAGNOSES: REVIEW AND, IF APPROPRIATE, COMPLETE WHEN RELEASE IS FOR ANY PURPOSE
OTHER THAN TREATMENT.

| request and authorize Department of Veterans Affairs to release the information pertaining to the condition(s) below for the non-treatment purpose(s)
listed in this authorization.

D DRUG ABUSE D ALCOHOLISM OR ALCOHOL ABUSE D SICKLE CELL ANEMIA

D HUMAN IMMUNODEFICIENCY VIRUS (HIV)

| understand that information on these sensitive diagnoses may be released for treatment purposes without me checking the above boxes, and will be
released even if the boxes are unchecked unless | indicate by checking the box below that | do not want this information released for this specific
disclosure.

D | do not want sensitive diagnoses released for treatment purposes under this specific authorization. | realize this does not impact
other future requests unrelated to this authorization.

AUTHORIZATION: I certify that this request has been made freely, voluntarily and without coercion and that the information given above is
accurate and complete to the best of my knowledge. I understand that I will receive a copy of this form after I sign it. I may revoke this
authorization in writing, at any time except to the extent that action has already been taken to comply with it. Written revocation is effective upon
receipt by the Release of Information Unit at the facility housing records. Any disclosure of information carries with it the potential for
unauthorized redisclosure, and the information may not be protected by federal confidentiality rules.

I understand that the VA health care provider's opinions and statements are not official VA decisions regarding whether I will receive other VA
benefits or, if I receive VA benefits, their amount. They may, however, be considered with other evidence when these decisions are made at a VA
Regional Office that specializes in benefit decisions.

EXPIRATION: Without my express revocation, the authorization will automatically expire (select one of the following):
D AFTER ONE-TIME DISCLOSURE, IF ALL NEEDS ARE SATISFIED

D ON (mm/dd/yyyy) (enter a future date other than date signed by patient)

UNDER THE FOLLOWING CONDITION(S): Upon written revocation or discharge from the Michael J.
Fitzmaurice South Dakota Veterans Home

PATIENT SIGNATURE (Sign in ink) DATE (mm/dd/yyyy)
LEGAL REPRESENTATIVE SIGNATURE (if applicable) (Sign in ink) DATE (mm/dd/vyyy)
PRINT NAME OF LEGAL REPRESENTATIVE RELATIONSHIP TO PATIENT

FOR VA USE ONLY

TYPE AND EXTENT OF MATERIAL RELEASED

DATE RELEASED (mm/dd/yyyy) RELEASED BY:
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Authorization
to Release
Information is
optional. This is
used when you
want us to

This form allows our staff to contact Medicaid in the event you are applying for Medicaid
or need to apply for Medicaid in the future.

Signing up to vote _ Optional
Applying to register or declining to register to vote will not affect the amount of assistance that you will be provided by
this agency.
If you are not registered to vote where you live now, would you like to apply to register to vote?

|:| Yes |:| No
If you checked yes, the Department of Social Services will send you a voter registration form. Return the completed
registration card to the County Auditor in your county of residence or to your local Department of Social Services office,
Department of Human Services office, WIC office or military recruitment office. The deadline for registration is 15 days
before any election.

If you did not check either box, you will be considered to have decided not to register to vote at this time.

Please note that the information and office to which application was made will remain confidential and be used for voter
registration purposes. If you would like help filling out the voter registration form, we will help you. The decision whether

communicate

with others
to seek or accept help is yours. You may fill out the application in private.
about your

L. If you believe that someone has interfered with your right to register to vote, your right to privacy in deciding whether to
application or

register or in applying to register to vote, or your right to choose your own political party or other political preference,
Case. you may file a complaint with the:
South Dakota Secretary of State, 500 E Capitol, Pierre SD 57501, (605) 773 3537

EA Authorization to Release Information

I, , authorize the Department of Social Services (DSS), Division of Economic
Assistance (EA) to disclose my protected health information to the following individual/facility. My date of birth is

Individual/Facility and Name of Facility Person to Receive Information: South Dakota Veterans Home/Business Office Personnel

Address: 2500 Minnekahta Ave. Hot Springs, SD 57747
Phone Number: (605)745-5127 Fax Number: (605)745-5547
This authorization is for the time period from: to . If left blank, this

authorization shall expire 1 year from the date of execution.

| allow DSS-EA to release only the following checked information to the above strategy: (check all that apply)
Copy of Application/Renewal Form Dated: Month(s) _ Year(s) |:| Address an File
|:| Copy of Notices from DSS-EA Relating to Application/Renewal Form Dated: Month(s) Year(s)
Copy of Verification Checklist Form (EA-300) Dated: Month(s) Year(s)

Purpose of this disclosure:

I understand if this information is released to a third part, the information may be released by the person or entity that receives
that information may no longer be protected by federal or other applicable privacy regulations.

I understand that I may revoke this authorization, except to the extent that staff has already taken action upon it, by sending
written notice to the Department of Social Services, Division of Economic Assistance, 700 Governors Drive, Pierre, SD 57501.

I understand that | am under no obligation to sign this authorization. If the information requested is necessary to determine if |
am eligible to enroll in benefits available through the South Dakota Department of Social Services or to determine if another
medical program can pay for my health care, | understand that if | choose not to authorize the disclosure and use of this
information, I may not be able to show that I qualify.

Signature Printed Name Date

Address of Individual Signing City/State/Zip Phone

If signed by someone other than Applicant/Recipient indicate relationship (check appropriate box)

[l Spouse ] Parent (if for child under 18) ] Power of Attorney L] Legal Guardian
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