‘.l‘."' Department of Veterans Affairs

AUTHORIZATION AND CONSENT TO RELEASE INFORMATION TO THE
DEPARTMENT OF VETERANS AFFAIRS (VA)

IF ¥OU HAVE ANY QUESTIONS ABOUT THIS FORM, CALL VA TOLL-FREE AT 1-800-827-1000
(TDD 1-800-B29-4B833 FOR HEARING IMPAIRED),

SECTION | - VETERAN/CLAIMANT IDENTIFICATION

I LAST HAME - FIRST NAME - MIDDLE MAME OF VETERAN (Type or priar) 2. VETHRAN'S WA FILE HUMBER
3 CLAIMANT'S NAME (if other then Veteran) LAST NAMLE, FRST. MIDDLE 4. WLTEIAN & SOCIAL SECURITY NUMBER |

e e ———— e -
b RELATIONSSIFOF CLAIMANT TO VETERAN 6. CLAIMANT & SOCIAL SECURITY HUMBER

SECTION Il - SQURCE OF INFORMATION
8. DATECS| OF TREATMENT,

7A,LIET THE HAME AND ADDRESS OF THE SOURCE SUCH AS A MOSPITALIZATIONS, OFFICE 70, COMDITIONIS]
PHYSICIAN, HOSPITAL, ETC . finciude ZIF Codes, and also a falaphons numbar, VISITS, DISCHARIE FROM fir Mty e
if Fvadabial TREATMENT OF CARE_ ETC o WY, M

Wreiud's ARannh sod ped)

8 COMMENTS

¥OU MUST SIGN AND DATE THIS FORM AT THE BOTTOM OF PAGE 2 AND CHECK THE APPROPRIATE
BELOCK IN ITEM 3C.

WA FORM SUWPERSEDES WA FORM 2714143, SEF 10973
AFR 20073 2 1 '4 142 WHHCH WILL NDT BE USED.




SECTION IN - CONSENT TO RELEASE INFORMATION

READ ALL PARAGRAPHS CAREFULLY BEFORE SIGNING. YOU MUST CHECK THE
APPROPRIATE STATEMENT UNDERLINED IN PARENTHESES IN PARAGRAPH 9C.

44, The information requested on this form is sohicited under Title 38, U5 C. The form aullwnees release of information in
accordance with the Privacy Act of 1974, 5 U15.C. 552a, 38 U.5.C. 7332, and the Health Insurance Ponability and Accountabiliy
Act (HIPAA), implemented by 45 Code of Federal Regulations Pans 160 and 164 Your disclosure of the information requesied on
this form is voluntary. However. if the information including vour Social Security Number (S5M) is nod furnished completely or
accuraicly, the health care provider to which this authonization is addressed may not be able o dentify and locate vour reconds, and
provide a copy to VA, Further. VA uses vour 55N to identify your claim file. Providing vour S5N will help ensure that vour
records are properly associated with your claim fle.

9B. |, the undersigned, hereby authorizc the hospital, physician or other carcgver shown in lem 7A, to release amy information that
may have been oblained in connection with physical. psychological or psychiatric examination or treatment, with the understanding
that VA will use this information in determining my eligibility to veterans benefits | have clamed. 1 understand that once my
health care provider sends this information to VA under this authonzation, the information will no longer be protecied by the
HIPAA Privacy Rule, but will be protected by Federal Povacy Act, 5 USC 552a, and VA may disclose this information s
suthorized by law, [ also understand that | may revoke this authorieation, an amtime (except o the extent that the health care
provider has already released information to VA under this authonization) by notifving the health care provider shown in lem TA
Please contact the WA Regional Ofice handling vour claim or the Board of Veterans' Appeals. if an appeal is pending. regarding
such action. If [ do not revoke this authonzaton. it will automatically end 150 days from the date [ sagn thas form (block 100

8C. |1 [0 (AUTHORIZF) [ (DO NOT AUTHORIZE) the above source 1o release or disclose any information or records relating
o the diagnosis, treatmend or other therapy Tor the condition(s) of drug sbuse, alcoholism. alealol abuse, infecton with the human
immunoedelciency virus (HIV), sickle ccll anemia or psvchotherapy notes. IF MY CONSENT TO THIS INFORMATION 15
LIMITED, THE LIMITATION 15 WRITTEN HERE

1A SIGNATURE OF VETERAMMCLARBANT |08, RELATHINEHIF T3 WETERAMICLAAANT 0F orhay 2han s, pheass 100, DATE
O LEGAL MEPRESENTATIVE prarerda Pl naderid, Tk, organralion, aty, Srate ang SR Code AR
SEUNT BP0 FNANTS LT Al gk s niamber, couaty and Stadel

Hi“ TARILING ALDRE 55 Vovmbar and .ﬁl“rn.r.n;.w]'mw_ eelw, ar @ O, Trate and 2P |mﬁ Tiriciu e A o Gt |

The signature and address of a person wl cither knows (e person signing this form or is satisfied as to that person’s identity is
requesied below. This i$ not required by VA but may be required by the source of the information.

1A SIGNATURE OF WITHERS 118 DATE

11, MAILNG ADDRESS OF WITHESS

PAGE 7
TSGR 003 L19 BR1 FHED



