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Printed F’arent/GuardnanName Dafe

Signature of Parent/Guardian ~ -
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i understand and acknowiedge fnai:

1. can revoke this Authorization at any time by giving my written
revocation to the Hospital at the following address: Faith Reglonal Health
- Services, 1500 Koenigstein Avenue, Norfolk, Nebraska 68701. My revocation is
not effective as to disclosures already made and actions already taken in reliance
upon this Authorization. e e :

2. The Hospital may NOT condition treatment, enro!lment or eligibility for
benefits on whether | sign this Authorization.

3.1 am authorizing disclosure of information prolected under federal law,
This infoimation, once disclosed, may be subject to re-disclosure by the recipient
and no ionger be protected by state or federal law.

4. This Authorization is effective for 12 months after the date it was
signed.

A photocopy or exact reproduction of this signed Authorization shall have
the same force and effect as the original.

Printed Parent/Guardian Name Date

Signature of Paréht/Guardian




