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RrNED

¥ik 1/2003/T0E 03046 &M SCDMH/MY ADMIN PN oo is NOV 302016

- - .'._J

AUTHORIZATION TO DISCLOSE SCDMH PROTECTED HEALT%@IWEW&OURT |

anc) gdc//w)’ at Ke( u. %%‘H‘; Goldming »&fwx Waishaw s¢. Zoloév’\
(Name of requestor) Address (Street, City, State, Z:P)

pos | —95 - 79\ SS# QL/B ?/ 0/2,7 , Medical Record# 355727 :uthorize the release of my SCOMH -

" health information, as specified below, fdi—'ihé"'fdllb\iihg m x'rp'oa‘e:" T

I authorize the release of thc followmg mforrnahon for the time period ﬁ’om‘)&(,)’).o [/B to TA-N adl 7

[B/Informanon from all SCDMH mpatent and outpatient facilities; centers, chmcs P ogramsand offices

OR .
B/Infonnaﬁonﬁom (name of specific hospital): _ TAS | e_ad Hos ,ol%c\ \ ‘F{b tenge - SC. 92856
AND - Theinformation authorized to be released includes: ~~ This information shoald be released to; Q(,e Ao 8 M)
@/Allmﬁ)unanonfmmabove . ' '  Name: M(’/\“\‘Ml \;‘\ff»u/(/\ Ver 7L .
y mmﬁ%&mmgm o L Addes YRS Gold mune B

A 1on ischarge ’ :
C}—_—Tidivicuslized Treatmeat Plan Progress Summaries . Yekhoww s, 29061

Discharge Surnmery (Summary of Treatment) Co- .
5 Physicians Medication Orders Telephone No:
(L~ Hisiory and Physical ‘
"[&  Psychiatic History and Mental Stats Exarnintion Relsfoship:

(‘_?}/ Cansuliant Notes
[} Billing and Payment Informatian

Wri&:nsnnnmy(copyauad-gd)
[ Other: i

I understand that the above information is protected by apphcable law and if this forrn isnot ¢ornplete, SCDMH may
not be able to release the information. I understand that the information may include alcohol/drug abuse and/or
HIV/AIDS/ARC and other infectious disease information about me. | do not want th following information
disclosed: ,

This Autbonzatxon is Vahd for one year from my srgnmg unlcss an earlier date, condi lt!OI\ or event is specified here:

Redore Jan- Ov)7

I understand that information disclosed may be subject to re—dxsclosure by the entlty named above. I may .cancel this
Authorization by writing the local anacy Officer where I received or am receiving : ‘reatment. | understand that if [
cancel this Authorization, SCDMH cannot take back any use cr release made with my Authorization, and SCDMH
must keep records of my treatmient. I understand that I may refuse to sign this Authoization and my refusal will not
limit my access to SCDMH treatment or other services. I aJso understand that applicable law may permit or require
the use, disclosure or re-disclosure of information about me without my Authorizaticn. I have been given a copy of

his Aythorizatio : S /-
! K&/W gm K_crlotqu (Ewg 1\ ~'2_:L~Ha

Signature of Individual/Personal Representative: Printed Name Date

Authority if signed by Personal Representative

Signature of DMH Staff releasing information  Printed Name " Method of Release Date Released

'SCDMH FORM
DEC. 99 (REV.APR 04) M-450D
MH-FCC-2




V&% 74/2003/TUE 03:46 A SCOMB/WV ADMIN PAE e TP 5 3TIR
AUTHORIZATION TO DISCLOSE SCDMH PROTECTED HEALTH INFORMATION
wLendall Bapeus «YekCa] 4348 Godmine iy prshavs SC. 29067

(Name of requestor)  Address (Street, City, State, Z:P)
DOB || - 2«5 ~92. , SS# 2*1[8 "7_/" ol 73 , Medical Recox;d# 23551371 :uthorize the release ofiny SCDMH -

" health information, as specified below, for the following purpose:

1 authorize the release of thc'following information for the time period from e c — 20l b to T‘C\-N - 3611

Z/ Infcnﬁaﬁon from all SCDMH npatient and outpatient facilities, centers, clinics, p:.'bgrams and offices

g/lnfonnaﬁonfmm (name of specific hospital): M@ ,rﬁ‘d,l Htali O‘%M dA LA#(, (L't%'vy . 29530

AND - The information suthorized toberdlessed includes:  Thisinformation shoald be released o; (Kerdall ®occs)
mwmﬁabove e WNende| Weall, K@?,/-CI
Clincal History & Evahaion ~~_ O addes BHB GO AMIVE WY

Admission and Discharge Dates - .

adivicualized Treatmeat Plan Progress Summzries . Yohaw SC. 2906 )
Discharge Summary (Summary of Treatment) Co :

Physicians Medication Orders Telephone No:
History and Physical ’
Psychiztric History and Mental Status Examnination Relationstip:
Cansultant Notes

Biling and Payment Information

Wiitten summary (copy attached)

AR

B

I understand that the above information is protected by applicable law and if this forrn is not ¢omplete, SCDMH may
not be able to release the information. ] understand that the information may include aleohol/drug abuse and/or
HIV/AIDS/ARC and other infectious disease information about me. I do not want th- following information
disclosed: , ' : o '

This Authorization is valid for one year from my signing unless an earlier date, conditiod or event is specified here:

“Lofore. Tar - 2817

Tunderstand that information disclosed may be subject to re-disclosure by the entity aamed above. I may cancel this
Authorization by writing the local Privacy Officer where I received or am receiving “reatment. I understand that if I
cancel this Authorization, SCOMH cannot take back any use cr release made with my Authorization, and SCDMH
must keep records of my treatmient. [ understand that I may refuse to sign this Autho‘ization and my refusal will not
limit my access to SCDMH treatment o other services. I also understand that applicable law may permit or require
the use, disclosure or re-disclosure of information about me without my Authorizaticn. T have been given a copy of

tis ptor ) W) Rovenss  Kondall Baccus  pn-a-th

.S'igfnamre of Individual/Personal Representative: Printed Name Date

Authority if signed by Personal Representative

Signature of DMH Staff releasing information  Printed Name " -Method of Release Date Released

'SCOMH FORM
DEC. 99 (REV.APR 04) M-350D
MH-FCC-2 _



Wik 24/2003/708 03045 &4 SCOMH/MV ADMIN TV DT

AUTHORIZATION TO DISCLOSE SCDMH PROTECTED HEALTH INFORMATION

'1, KQ/}AM l( %QC,MAS | ,at\ﬁe_,r—Ci 4848 Gold mine M (@,(SAAA—J SC. 29oéT

(Name of requestor) 4 ~Address (Street, City, State, Z:P)
poB {(- 25-92 ,ssk_AY3 -G -0/72  Medical Record# 395137 cuthorize the release of my SCOMH -

"health information, as specified below, for tHe following purpose:

1 authorize the release of the following information for the time period from V¢ - b 1o VanN A0\

BT Information from all SCOMH impatient and outpatient facilities; centers, clinics, pograms and 6ffices

OR ’ A ' . <

M Information from (name of specific hospital): Mental Heoo ¥ [ e oFf Ris L\e\pwmc SQ 2940
. . ] ]

AND - Theinformation authorized to be released includes: . This information shoald be released to: (\qu&all ﬁmg
[%.;SllMﬁmnaﬁonﬁomabove- rame: Motal_Healt, er /Cx
Of~  Clinkal History & Evahaton C addes Y848 Qold minve Hvy
[I_  Admissionand DischergeDams = : ‘
71 iudivicualized Trestmeot Plan Progress Summaries - Ws<hew SC 04067

@/ Discharge Sumemnary (Summary of Tretment) T ’

[}  Physicians Medication Orders Telephone No:

[  Historyand Physical ‘

[ Psychiatric History and Mental St Exarmination Relfionship: ~ __

[},  ConsultantNotes

C7  BilingandPayment Information

7]  Writen summery (copy attached)

[ Other: : :

I understand that the above information is protected by applicable law and if this form is'not ¢omplete, SCDOMH may
not be able to release the information. ] understand that the information may include alcohol/drug abuse and/or
HIV/AIDS/ARC and other infectious disease information about me. | do not want th following information
disclosed: ' o :

This Autborization is valid for one year from my signing unless an earlier date, condition or event is specified here:

Bebore Jan- 2017

T understand that information disclosed may be subject to re-disclosure by the entity nagied above. 1 may.cancel this
Authorization by writing the local Privacy Officer where I received or am receiving :reatment. I understand that if |
cancel this Authorization, SCOMH cannot take Back any use cr release made with my Authorization, and SCDMH
must keep records of my treatment. I understand that I may refuse to sign this Autho‘ization and my refusal will not
limit my access to SCDMH treatment or other services. I also understand that applicable law may permit or require

the use, disclosure or re-disclosure of information about me without my Authorizaticn. I have been given a copy of

this Auathorization. : - ; ' .
WP ) Srpen  Kendall Bacous  -ull
Signature of Individual/Personal Representative: ' :

Printed Name Date

Authority if signed by Personal Representative

Signature of DMH Staff releasing information Printed Name " Method of Release Date Released

'SCOMH FORM
DEC. 99 (REV.APR 04) M-450D
MH-FCC-2 _




¥ 74/2003/TUE 03:45 A SCOMH/MY ADMIN FAY N 202 43T

AUTHORIZATION TO DISCLOSE SCOMH PROTECTED HEALTH INFORMATION

1 )Lqu U M BacetS a Kec-CT 4848 Galdmive WY Kerzhaw Sc. 29067
(Name of requestor) . Address (Street, City, State, Z:P) :

poe || - 25 Q7). ss#_d Yg- 'y'/ -0178 Medical Rego}d# 355137 cuthorize the release of my SCOMH °

" "health information, as s';i'ec_iﬁéalﬁel'd\'b; for the following purpose:

1 authorize the release of the following information for the time period fromOec — 286 o Tam ~ LD\

&7 Information from all SCDMH inpatient end outpatient ciltie; centers, clinic, programs and offices

OR ) . ' . .
@/Informationﬁom (name of specific hospital): e Dee. M ndedd HQGLH‘L\ Cpresee S

,;N.D/'ﬂleil\ﬁ’lmﬂ“on authorized fobe released includes: . This information shoald be relesed to: (‘ Vendonl Brccuz)
Alinformation fomabove e Meadal Healdh YocyCT
5 Civia sty & Evahion L e P2U® QO e Y

dmission and Discharge Daes ' g .

Individualized Treatmeat Plan Progress Summearies - KQ,T%A’\.C«V\) >C. 2cmrbfl
Discharge Sunmery (Summary of Treatment) C :
Physician's Medication Orders Telephone No:
Psydm}ﬁsnxyandMumlsmnuB(mnmm Relationship:
Consultant Notes

Bnﬁngmdwmnmﬁm

Written ummary (copy attached)

AN

DDDQ%[D\

0 Ot

I understand that the abave information is protected by applicable law and if this forrn is not complete, SCDMH may
not be able to release the information. I understand that the information may include alcohol/drug abuse and/or
HIV/AIDS/ARC and other infectious disease information gbout me. I do not want th: following information
disclosed: ' : o '

This Authorization is valid for one year from my signing unless an earlier date, conditiod or event is specified here:

~Zobore Jois - 20 F acTually |
T understand that information disclosed may be subject to re-disclosure by the entity n&mied above. ] may cancel this
Authorization by writing the local Privacy Officer where I received or am receiving ‘reatment. I understand that if I
cancel this Authorization, SCOMH cannot take back any use cT release made with my Authorization, and SCDMH
must keep records of my treatment. I understand that I may refuse to sign this Authoization and my refusal will not
limit myy access to SCDMH treatment or other services. ] aJso understand that applicable law may permit or require

the use, disclosure or re-disclosure of informaticn about me without my Authorizaticn. T have been given a copy of

this Kuthorizatjon. - . .
i gé(—bv‘f Kmdau Baccus W-7 2-lh
Signature of Individual/Personal Representative: Printed Name ~ Date

Authority if signed by Personal Representative

| Signature of DMH Staff releasing information Printed Name * -Method of Release ‘Date Released

'SCOMH FORM
DEC. 99 (REV.APR 04) M-450D
MH-FCC-2



i

" health inforfation, as specified below, for the fallowing purpose:

$72003/TUE 03:46 AM SCOMH/MV ADMIN SEE Ne 20D TR 5

AUTHORIZATION TO DISCLOSE SCDMH PROTECTEb'HEALTH INFORMATION

1, Y/moéqﬂ BL{CCW‘S aerulI— %848 Qol d mine uwv e ishatd SC. aqom

(Name of requestor) Address (Street, City, State, Z:P)
DOB H- Qb =912 ,ss# 948 7’ ’Oﬂg , Medical Record# 3S51371  ;uthorize the release ofmy SCDMH *

I authonzc the release of thc following mfonnatlon for the time period from D@(/ 90 to_ - 4/\} - 516[ 7

Q/ Informanon from all SCDMH mpaucni and outpatient facilities, centers, chmcs P ograms and offices
OR
Q/Infonnanon from (name of specific hospital): De gt o Metel Hea \H\ 2800 Yo lden L

AND : The information authorized to be released includes: ) This information shoald be released to: )
, W Brecuy
2/ Al mfn:manonﬁnm ghove ’ Nams: }/\WL @cﬁ,@H’L CJL :
Clingal History & Evahaion. O Addes YRMB Goldmine M
Admission and Discherge Dates - .
Tndividualized Treatment Plan Progress Summaries . Yorshawd S 29061
BT  Discharge Summary (Summary of Treatment) oo :
[%]f Phys:cms Medxcanon Orders , Telephone No:
. Psydmmc}ﬁmy andMentzl Stas Examinagion Relationship: .
Cansultant Notes
Billing and Payment Information
Wmitn sxmmary (copy anached)

—

I understand that the above information is protected by apphcable law and if this fortn is not ¢omplete, SCOMH may
ot be able to release the information. I understand that the information may include alcohoV/drug abuse and/or
HIV/AIDS/ARC and other mfectlous disease information about me. I do not want th: following information
disclosed: : .

This Authorization is valid for one year from my signing unless an earlier date, conditiori or event is specified here:

“RBedore  Jan — 201 ~
T understand that information disclosed may be subject to re-disclosure by the entity named above. I may cancel this
Authorization by writing the local Privacy Officer where I received or am receiving :reatment. I understand that ifI
cancel this Authorization, SCDMH cannot take Back any use cr release made with my Authorization, and SCDMH
must keep records of my treatment. I understand that  may fefuse to sign this Autho: “ization and my refusal will not
limit my access to SCDMH treatment or other services. ] also understand that applictble law may permit or require
the use, disclosure or re-disclosure of information about me without my Authorizaticn. I have been given a copy of

his Authorization. : _—
t ;fw&w Vendoll “BaccuS \(,7,1 L

Signature of Individual/Personal Representative Printed Name Date

Authority if signed by Personal Representative

Signature of DMH Staff releasing information  Printed Name -Method of Release Date Released

' SCDMH FORM

DEC. 99 (REV.APR 04) M-450D
MH-FCC-2 .



¥eX Z800G3/TUF 03046 AM SCOME/MY ADMIN SAY Ne 0 SEE 3R

AUTHORIZATION TO DISCLOSE SCDMH PROTECTED HEALTH INFORMATION

Lencll m-Baccug K(C SR Qold munse HW'\( kus heaw 3¢, 29067
(Name of rcquestor) Address (Street, City, State, Z:P)

DOB {\- 25-42. ,ss# 2&%»%1 O3 Medical Record# 3351371 cuthorize the release of my SCDMH -

" health information, ad specified below, fdf‘fhé‘fduawia'g ,‘m‘poae:“ e

1 authorize the release of thc followmg information for the time period from 1> < ¢ 20 to TLU\) - 2ol

@/ Intbzmaﬁon from all SCDMH mpatlent and outpatient facilities; centers, chmcs LD ograms and offices
E]/ Information from (ﬂﬂmﬁOfsmclﬁc hosprtal): _ \N\W s, Hlall SN =0 |

AND The mformahon awuthorized to be released includes: . Thisinformation sho1d be relensed !QC\(_U*dq W R M\)
g/ Allinfomation fomsbove. C Name Mechel Heolta \/\e_n(;
lg/ bty & Eabation , S Addes 4248 QeldMine *Aw\i\ -
[g/ Admission and Discharge Dates -
&~ Iudivicualized Treament Plan Progress Summaries - Yoo 50,729 06’7 -
B/ Discharge Sumnmary (Summary of Treatment) o ‘
@/ Phiysicians Medication Orders TelephoneNo:
% History and Physical '
, Psychiatric History and Mental Staus Exarninasion Relationship: _
Y~ ConsultantNotes
i1~ Billing and Payment Informaticn
B/ Wnﬂrnsmnmary(wpy attached)

[:]Othu'l

I understand that the above information is protected by apphcable law and if this forrn is not éomplete, SCDMH may
not be able to release the information. I understand that the infarmation may include alechol/drug abuse and/or
HIV/ATDS/ARC and other infectious disease information about me, I do not want th-: following information
disclosed: A _

This Authorization is valid for one year from my signing unless an earlier date, condition or event is specified here:

\ )
Xrd Qrefc cecteving e Qe Jars. Qo .
I understand that information disclosed may be subject to re-disclosure by the entity named above. I may cancel this
Authorization by writing the local Privacy Officer where I received or am receiving reatment. I understand that if I
cancel this Authorization, SCOMH cannot take Back any use cr release made with my Authorization, and SCDMH
must keep records of my treatment. I understand that I may refuse to sign this Autho “ization and my refusal will not
limit my access to SCDMH treatment or other services. I also understand that applicable law may permxt or require
the use, disclosure or re-disclosure of information about me without my Authorizaticn. I have been given a copy of

his, Aathori y o
Y ol AL K&/)Ja[ [ Baccus -22-16

Signature of Individual/Personal Representative: Printed Name Date

Authority if signed by Personal Representative

Signaturc of DMH Staff releasing information _Printed Name “Method of Release _Date Released

'SCDMH FORM
DEC. 99 (REV.APR 04) M-450D
MH-FCC-2
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