Atlantic Health System
Immediate Care

HIPAA AUTHORIZATION FOR USE AND DISCLOSURE OF PHI
& ACKNOWLEDGEMNT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

1. I hereby authorize Urgent Care Physicians of New Jersey LLC ("UCPNJ") as a covered entity (CE) to
use and/or disclose my protected health information* ("PHI") with/to (check as applicable):

) my spouse, i.e.

[0 my adult child, i.e.

0 my employer, i.e. 5 and/or

[ other (please specify):

2 The PHI that may be so used and/or disclosed by UCPNIJ is:

O (a) all PHI in my medical record maintained by UCPNJ; OR

O (b) the PHI in my medical record maintained by UCPNJ with the exception of information
concerning (check as applicable):

psychological, psychiatric or other mental impairment(s);
drug abuse, alcoholism, or other substance abuse;
sickle cell anemia;
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human immunodeficiency virus (HIV) infection (including acquired immunodeficiency
syndrome (AIDS) or tests for HIV);

sexually transmitted diseases;

communicable diseases;

gene-related impairments (including genetic test results); and/or

other (please specify):
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3. The PHI may be used and/or disclosed for the following purposes: my medical treatment, UCPNJ obtaining
payment for the health care provided to me, the general health care operations of UCPNJ (e.g. quality assessments,
competency assurance activities, and business management) and other purposes as [ may direct.

4, This authorization shall remain in effect until gither revoked as provided for below gr two (2) years
from the date of my signature below.

5; UCPN]J as a CE receiving health information under this authorization will not receive direct or indirect

remuneration in exchange for disclosing the health information for the purposes of marketing, the sale of the PHI,
or research.

6. I understand that my treatment will not be conditioned on whether I sign this Authorization.
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HIPAA AUTHORIZATION FOR USE AND DISCLOSURE OF PHI
& ACKNOWLEDGEMNT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

1. I understand that, as set forth in the notice of privacy practices of UCPNJ, I have the right to revoke this
authorization, in writing, at any time, except to the extent that UCPNIJ has acted in reliance upon it, by sending
written notification to:

Office Of HIPAA Information and Complaints
Urgent Care Physicians of New Jersey LLC
c/o Immediate Care Walk-In Management, LLC**
46 Newman Springs Road East
Red Bank, New Jersey 07701

8. I understand that I have the right to refuse to sign this authorization.

9. I understand that PHI used or disclosed pursuant to this authorization may be redisclosed by the recipient
and its confidentiality may no longer be protected by federal or state law.

10. I hereby acknowledge that I have received the UCPNJ NOTICE OF PRIVACY PRACTICES as (a)
presented in the waiting area and exam rooms of UCPNJ and (b) a copy handed to me upon request.

Signature of Patient/ Representative

Printed Name of Patient Printed Name of Representative of Patient
(if applicable)

Relationship of Representative to Patient

* "Protected health information" (PHI) includes information that relates to an individual's past, present or future physical or
mental health or condition, the provision of health care to an individual, or, the past, present or future payment for the
provision of health care to an individual and that identifies the individual or with respect to which there is a reasonable basis
to believe the information can be used to identify the individual (e.g. name, address, birth date or social security number).
45 C.F.R. Sec. 160.103.

** Immediate Care Walk-In Management, LLC and its certain affiliates are each a medical management service company

providing management and administrative services to urgent care and primary care medical practices. The health care
providers of the medical practices have complete and sole authority regarding patient care and medical decision making.
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