PrEP Assistance

Select Pharmacy

DATE: CLINIC:

SAVITO

avitapharmacy.com

PATIENT INFORMATION ALL INFORMATION IS CONFIDENTIAL AND USED FOR CLINICAL PURPOSES ONLY
Pattent Kame Preferred Name

| Main Phane Allernative Phone Date ol Birth Sodal Security §
Addrets Gty, State, Tip
Sex
O Male QFemale Qlntersex D MtF Female O FtM Male Q Other:
Gender idemiity Proneuns
O Male D Female QO Transgender U Non-Binary O Other:
Niergees - Currem Mediczbons

Insurance Company Annual Household lncome

BIM PN Number of People in Household
Member il Notes

Rx Group

INSURED PATIENT CHECKLIST:
U Complete “Patient Information” Section
([ Complete “If insured” Section
() Fax completed Avita PrEP Assistance Form

(J Fax both sides of the patient’s insurance card

NEXT STEPS:

(J Send Avita the prescription when ready

{J Avita will notify you and the patient with any updates
and coordinate next steps.

UNINSURED PATIENT CHECKLIST:

O Complete “Patient Information” Section

J Complete “If Uninsured” Section

(A Fax completed Avita PrEP Assistance Form

(J Fax last two pay stubs OR last year's tax return

U Fax Avita page 1 of the Gilead Advancing Access
application with the prescriber’s signature

NEXT STEPS:

J Avita will complete the Gilead Advancing Access
application on the patient’s behalf.

[J Send Avita the prescription when ready

0 Avita will notify you and the patient with any updates
and coordinate next steps.




Acknowledgment Form
Notice of Privacy Practices

Pharmacy

Please complete & return this form to Avita Pharmacyin person,
by fax, or by mail using the enclosed envelope.

Name ¢grint)

Address

Address (continued)

City, State, Zip

Best Contact Number

M I have received and understand the Notice of Privacy Practices

D | also authorize the disclosure of my health information to the following individual(s}:

Signature Date

1431 West Innes Street  Salisbury, NC 28144 « tel 800.633.3977 # fax 800.615.0075



Avita Pharmacy
5651 Corprrate Boulevard Suite 102
Baton Rouge ' ousiana 70808
. Website http //www avitapharmacy com;
Prvacy Dff cer Emar compnance@longsrx com
Pha rmacy “rivacy Cffcer s Telephone (844)319-0646

“rwvacy Cfficer s Fax Number (866)550 7485

Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION

PLEASE REVIEW T CAREFULLY

This Nouce of Privacy Practices {the "Notice”} descnbes the privacy practices of Avita Pharmacy pharmacies, inciuding Av ta Pnarmacy
retail outlets and nitp //www.avitapharmacy comy Avita Pharmacy is part of an affiliated group of pharmacies that are owned by Long'»
Drugs, Inc This affiliated group of pharmacres treats itself as a single entity for purposes of using and disclosing health nfurmaton about
you

Avita Pharmacy wanis ycu to know that nothing 1s more central to our operations than maintaining the privacy ¢! yuur pe sona healtk
nformation (“PH “) PHI s nformation about vou that we obtain to provide our services to you and that can e usec t> dentify you It

ncludes your name and other basic conlact nlarmation as well as information about your health, medical condiiicrs and prescr puars

Woe take our responsibility 1o protect tius information very seriously

Our Pledge Regarding Your Health Information We are requred by law to protect the privacy of your heaitn nformas:on ana to
provide you with this Notice explaining our legal dut es and pr vacy pracuices regarding your heaith infsrmation We are aisa required to
noufy you in the event there 1s a breach of your PHI Our pharma.y staff is required 10 protect the conf:dential ty of your PHi and will
d:sclose your PH' to a person other than you or your persona' reoresentative only when permitted under federa! or state law This
protect on extends to any PHI that is oral, written, or electroni¢c such as orescript:ions trarsm tted by facsim le, modem or other
electron.c device This Notice describes how we may use and d:sc:ose your PHI In some circumstances, as descr bed i this Notice, the
law permits us to use and disclose your PHI witnout your exp:ess permission in aii other >:cumstances, we wi i obta n your written
authorizat.on before we use or disclose your PHI. This Not ce aiso describes your rights and obiigations we have regarding the «:e and
disc osure of your PHI. Under federal and applicable state law, we are required to foilow the terms of the Notice currantiy :n effect We
are required to fol ow state prvacy laws when they are str cter {cr more protect:ve ¢! your PH?) than the federal law I appicable olease
see the state prov:sions at the end of this Notice

Uses and Disclosures Below are examples of how Federal law permits use or diszicsure of your PH for these purooses with out your
permission

Treatment Your health information may be used by staff members or disclosed 1o other hea th care profess:cnais for the purpose of
evaluating your health, dragnosing medical conditions, and prov ding t‘eatment. For example, results of laboratory tests and procedures
will be available in your medical record tc all nealth proiessonal who may provide treatment or who may be consulted by staft
members. PHI obtained by Avita Pharmacy will be used to dispense prescr pton medication. We will document information re:ated to
the medications dispensed and services provided in your record We may contact you to provide treatment related services such as refil!
reminders, treatment alternatives (e g, avalable genenc products) and other health-related benefits and serv ces that may be of
interest to you

Individuals Involved in Your Care or Payment for Care Your nealth :nformaton may also be disclosed as permitted by law to family
members, friends, or persenal representatives mvolved 1n your treatment a=2 care (o the extent you are unavaillabie and profess.onal
judgment as to the minimum necessary information to disclcse w'i be used F r example, if we can reasonably rfer that you agree, we
may provide prescriptions and related information to your caregwver on your bena f

Disclosures to Parents or Legal Guardians. If you are @ mino’, we may release your PH to your parents or legal guardians when we are
permutied or required under federal and applicable state taw

Payment We may use vour health informauton to seek payment from vour heaith plan, from other sources of coverage such 3s your
nsurer, payor automobile insurer, other agent. o: from zred 1 card companies that You may use to pay for services. We may have 1o
share your PHI with that entity in arder to determine whether t wili pay for your prescription and the payment amounts For example



your health olan may -equest and rece ve nformator 3 1re dates of sevite, the services provided and the medizal condiion beng
treatad We may also comtact you aboul a oayment or balarce due for pres riptio s dispensed 1o you by a Awiia Pharmacy

Health care aperatons Y e healih information may be sed as necessary to ~uppart 1he day to-day acvilies and management ol Awila
Pharmacy, ncluding 1o menior the effeci veness and gua ity of our hzalth care services, (o growde cuslomer senaces 1o you and to
resolve complaints We may transfer your PH! [ot purpases of zaimpng ou' pharmacy services f we ouy or sell pharmacy tocations for
example, information on the services you recessed may be used 1= support budgeting and hnancal reporung, and activiiies Lo evaluale
and promote quahty We may also use vour “HI 12 tell you about apparturites that may be of interest 1o you, such as benehts for
preferred Avita Pharmacy custamers or thn LAl researcn prajests

Business Associates We use Coniractors kaown as brsiness associates 10 orov de certain saevizes for us These contracrors are requirec
by law and the.r agreements with us 1o protect your PHIin the same way we do

Complying with_the Law. Youw hea'th nfarmation nay de diiosed 10 taw enforcement agencies 1o suoport government audits and
inspecuons, to fazllate aw-enicrcemen: nvesigal ons ard (o comply with government mandated reporiing This includes sharng your

wformat an pursuant (o state -aw, federa aw. or wit the Cepartment of Hearth and Human Services to ensure tnat we are csmplying
with federal privacy aw

Crgan and Tissue Procurement Organizatans Jonssient with agplicable aw we may disclose your PHi 6 organ zauons engaged :n the
procurement, bank ng. or ransplantaugn of argans for the purpose of hissue donat on and ransalant

Medical exarminer or funerat director. We can share haalth inlormatien w tn 3 coroner, med cal exam ner or funeral cireciar when an

indradual dies Ths may be dore 1o assist in :dentilying a Jeceased serson or 10 deierming 1he cause of death and to funeral cirectors
1o carry out therr dut es

Workers' Compensation. We may disclose your PHI (o the exient authar zed and necessary to comp y wh aws relavng Lo worker's

compensatian ar similar programs estabhished by iaw

itaw Enforcement and Othar Governmen: Reguesis We car use or share your nfarmation ior law enlor ement purposes o7 wilh 3 aw

enfarcement offica. with health cversignt agencies for azivities authar 2ed by law, and 1ar speca government funcicns such as
military national secunty and presidennial protective services H you are a members of the US armed forcas ' 3 fore gn military we mav
disclase your PHI a5 requirea by miktary command autharities f ceriatn condit ons are met of similar process for We may disclose your
PHI 10 law enforcement purposes o wWentify of locate ¢ suspect fugitive matzrsal witness, or mMIsSINg PErsen; as ceriam information
about death resulting from cominal condect, about comes on the prenises or against a member or our workforce; and i emergency
CIrcumsiances, 10 regort a cnme, the lacabion, vichns, or Lhe wdantily gescriphion, or locauon of the perpetrator of 3 crime

MNapeeral oo ity anf [ntstigencs Aoialies We mav disclase your PH to author zed Teaeral ofiicials for inle 1gence. counter nte ) gence
ang other nananal sec ity attwities authon ced by law

Protectrse Serwices for the Presdent and Cthers We may d sc ose your P, 10 avthonzed federal ofiic 2.5 56 “hai iney may provide
protection to the President, other autharized persons, or foreign heads of state, or conduct special nvestigatians

Hzapond mp 1o tawhanrs gnd Tegal stens We can Jse or snare hea th nformation about you in response 16 a courl ar acanisiral ve
order, or i response 10 3 subpcena For exampie w2 may discicse your PHI in response 1o a courl order, subpoena, warrant cor
summons, |i you are involved 1n a lawsuil or legal dispute we may disclose your PHI i response Lo a courl of adminisiratve order,
subpoena, distovery request, or ather lawful orocess

We do not creale or manage 3 hospitd direclory Nor 30 we ¢reale or maintain psychatnerapy nates

Public heslth reporung. (our health iniarmauon May be disc osed 1o oubl ¢ health agancies, including lederal, state, or local authentigs
as reoued by aw We may alsc disclose your PH L@ any olhet ent ty chargad wilh prevenung or coniroll ng disease inpury or disability
for public heath actwviies For example, we are requirea (o repori certain commumcable d seases (0 the state s publ ¢ realin
deoarument, and disclose perscnal informatron to nelp with product recalls. reporting suspected abuse, neglect or domest ¢ vio ence
and preventing or reducing a seaous threal (o anyene’s health ar salely We are required to report cerlain adverse rearions to
medications Addionally, we may have 10 report reactions ta medicahions or other producis ta the US Foad and Brug Adm n strat on

or ather authorized ent ly disclosures 10 notiy indivicuals of recalls, exposure to a dsease, or 1isk for ~3ntract ngor sor2ad ng a d sease
or candition

Health Oversight Activ ies We may disclose your PHI to an aversight agency for actwities authanzed by law The.z ovarsght a-tvies
include audits, nwestigations and inspections, as necessary for our licensure and fo governmren| monitor ng of the hea th care system
government programs, ang comphance with federal and app cable state law



mted S:ates D2gartment o Health and Human Sefwices Under federal law. we are required io discose your PHL 12 the _ 6
Department of Health anc Human Services o determine [ we are n compliance with federal laws and regulations regarding the pr vacy
ol wnformation

Noufication We may use or d sclosure your PHI 0 assist in 3 disaster rehief efforl s that your farmily, personal represertative or frends
may e notilied about your condition, status, and lacaton

Correctional Insutution |f you are to becomne an inmate of 3 correcr ona  nst tul on, we may disclose (o the inst.tolion or T agents, PHI
s necessary for your heaith and the hea th and safety af others.

T Ayert 3 Seows Thies! 1o Healih or S3'eiy We may use and disclose your PHI Lo appropreate authonties when necessary 1o grevent a
serous threat 1o your hea th and safety or the hea th and safety of another person or the public

As Reguired by Law We must disc 0se your PHI when requ red to do so by applicable feceral of stale law

Otner uses angd d sclosures requ re your duthonzalion Disctosure of your hesith information or its use for purposes ather 1han those
asted above requires your specific writlen authorizat on il you cnamge your mund after authorniznng a use or disclosure of your
»nformat on, yau may submil a writlen revocatron of the authorization to the Long's Drugs Corporate, ATTN: Comphance
Department, 111 Executive Center Drive, Suite 228, Columbia, South Carelina 29210, However, your decision 10 revoke
the authornzat an will not affect cr undo any use or disc:osure of information that occurred before you nobified us of yowr Jecision o
revoke your author zal on Your revocation w Il become effective upon our receipt of your writlen nctice

Additional Uses of Information

nformat o about treaiments four health intormation may be used 10 send you niormation that yau may fird interesung on the

treatmant and management of your medical conchtion We may arso send you nlormat on descr bing otner nea th-related products and
seryices thal we believe may :nterest yo, We can cse or Jhare you nformation "o nealth research

We will rever share your information for marketing purposes or sell your informalion to a thrd party .nless you give us wiillen
perm:ss.on

Although we may not engage w the following actwvities under federal or opplicable state law we ore aflowed 10 use or disclose your PHI
without your permissian for these purposes

Research Under certain = rcumstances, we rmay use or discose your PHi for research purposes Howeve- befars disclosing your BH  the
research project musl be approved by an =si tutian review doard or or vacy board that nas revewed 'ne research progosal and
es13b shed protocols to protect your PH!

Your Choices For certain heallh informat:on you ¢an te « us your cheges about what we share If you have 3 clear oreference for how
we share your wiformation in the situanons descnbed below tell us what you wo. d ke us LG do, and we w o lcw your nstruclions
You have the right and the choice to tell us te

Share information w th your fam ly_ close friends. or others involvec in your care
Share nformaticn in a dsaster retief situation
fundraising Unless yo reguest us nat 1o, we will use your name and address to support our fundrais ng efforts 1 you do not
want to parvcpate v fund rasing efiorts, please check off the lollowing box

i 1 Plaase do not use my informanan for fundraising purpases
fyou are nat able ta tel! us your preference for example f you are unconsc cus we may share your informat.on +f we oeleve
1L 1N your best inierest We may also share yaur informat.an when needed 10 'essen a seripus and imminent threat to health
or safely

Your Rights You have cenan rights undar the fedaral privacy standarcs These nelude

The right 10 ask us not To Jse or share certain health informat on for Irgarment, payment, or our operaticns We are nat
requred (o agre? to your request and we may say no” (13 would affect your care

The r gh tc choose to pay for a prescription o+ servce 0[] out of oocket and restr ¢t d sclosure of PHI to a nealth plan lor
payment We will say "ves” unless the law requ res us (o share tre nformatnion

Zeguest Commurcatons of PHi by Alternative Means or at Alternalive Lacalions The nght to recewve confidenual
communicat ans concerning your medical zondiben and treaiment You cam ask us to cantact you in a specidic way (for
example, hame or off ce phone) or send mal tc a different address To request confidential communicatian of your PH|

3



Dy Dwties We g recired by v L mamimn o ¢

e Adgra

We are required to abide by tne drivacy colicies and prachicas that are outl ned n this nehce and BIVE YOur 4 COpy Of

submit a wr tLen request ta the Compliance Department raddress prowided below) Your regues: must state how where
or wher you would hke Lo be contacted We will comply w 1h ail reascnable requests

The right 1o see and copy your protected neatth iniormat.on or get an glectronic copy of your medical record and other heakth
imfarmaticn we have abaul ou 'We wll provide 3 copy or 3 summary af your health informaton, usual y within 30 days of
your reguest We may charge 3 reasonable, cost 2ased fee

Reguest an Amendmeni f vou fee that your PHI we maintain 15 incomplele or incorrec: you may request thal we amend it
Ta request an amendment submii a wr Lien request Ic tne Compliance Degartmeni (address provided below) Requests must
identify i) whech intormanos you seek 1 amend, (1) whai correcuons you would bke to make, [m) why the infarmaton neads
to be amended We may say ‘no” {0 your request but we will provide you with in explanatign in writng withen 60 days twith a
pessible 30-day extension} n our response we wil either (1} agree to make the amendment ar [n) infarm you of your deral,
explan our reason and cul ine apoea: procedures [ denied vou will have the nghi 1 e a statement of disagreements with
the decision Wa wil provide a rebutial o your statement and maintain appropnate records o’ your disagreemant and our
rebuttal

Receve an Accounbing of Dhsclosures You nave the nignt 1o request a st (agcounting) of how and to whom your protectad
health infarmauon has been d sclosed 10 the wix years prior o the dale of your request where your PHI has been used far

purpases other than reatmenl. sayment or nealth care operatons This accounting will also evclude o sclosures made
directly 1o you made wilh yeur authanzation, made nodenta y made 12 caregivers made for notificauon purposes and
cerlagin other discosures  To oblain an account ng, subm i a wr 'ten request to the Compliance Department laddress
arovided below, Reguesl must specify the ume pernod, not 1o exceed six years We w i respend n waling withn 6 day. of
receipt of your reauest (with a possible 30-day extension] We wi provide cne acrount ng 3 year fac frae but wii cnarge a
reasonable cost based fee il you ask for another one w thin 12 menlhs We wilt nonlfy you n advance of 1ne costinvolved ang
you Mmay chaose tg withdraw your request at that L me

Chocse Someone ta Act for fou. If you have gver somecne medca power of atlarney ar 1f semeone s your 1ega’ gua duan
that pers” * —an exgrcise your nghts and make chowes aboul your health nlormatnn We will maxe sure the persos §as
authority and can aci for you before we 1ake any acion

Request a Gerera Restriction A general restr cLOn 5 one that restrcts of rnits our use of disciosure of yaur PH 7o request 3

general restnrlign you must dentify n this requests () what part eutar informat:on you would like 1o hrmit il whethar you
want to limit use d sclosuze cr beth, and [u ) to whom you want the it 1o appy Wa w  consider your fequest but a e o
required to agree We have the nght te terminate the rastr ¢ o0 i {1 you agree orawy ot n wning 1o terme ate the
restiichion or () f we infarm you of the tlerminanon, which tecomes effeclive on vy for your PHl created or recewved atter we
nfarm you ol the terminat on o subrmit a general restaiction, send a wrllen reguest 1o the Comphance Department
{address prowded below)

Request a Plan Rests ction A plan restrsi uon s one that meets the iol owng three fond 1 s {A tisto rasirct d st wre of
your PHi to a health plan for purposes of payment or nealth case aperations: [8) the PRI relatas salely 10 3 nealth care item or
service for which you, er someene on your aehall, has pard us in full, and () the disclosure 15 not otherwise required oy faw if
yGu wish o request a plan reslnchon yau Musl 00 50 segarately lor each prescrnplion and sunsequent refill event and must
make your request 3t the pharmacy before your medication 1s dispensed Otherwise the pharmacy will automatically submn
the ¢laim 1o yaur health plas on record f any for payment We witl not agree Lo a pian restriction unless wa have first
racewed paymentan full for the itam or service We will also not agree 1o a plan resinchenf By law we are raguired 1o submis
PHito the plan t we do agree 10 a restniction, we will not aocly th2 restriction in the aven! ol an emergency 7o submii a plan
FRMLICUON yOu must do 50 esther in person at the pharmacy when you bring in your prescriotion or by telephonming the
pharmacy befare your prescrphcnis sent 1o Lhe pharmacy

Obtain a Paper Copy of this Nouce You have ihe night (o receve a printed cooy of this nolice 3t any ime You may do 5o by
EoIrg i3 jﬁp'ffa‘#w avilapharmagy com/ &f castetling the ool
fgwimi T AorpDer are it Foan neise

e Drebarimen The sdidteud ieleppans sumbe: and

g o Crugsing

A7 T8 Carrigliance Dapas s
1 EEee uieSanie Jitee Suine 218

Laliambed Sk Davakea 121G

Ersabie  {Add) 3190844
Tas, |B58IE50 Ti85
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We are requrred to promotly notify affected ndwduals f a brzach occurs that may have compromised yaur protected health

inlormat on

mair visid alu} B (pr i T gy can m

Eee mareanic

sght 1o Revise Privecy Practoces A o rmllel ty (e, e febetsm Vhe (ERT TR oemarnad of modife Sl oF ¥i0y So00ies and prasuees
Thets changes us cus pohiies dlid OF artess may B2 sagae =l By chaigey o iedes
Drowide wau weth The mroal recent ¥ fevibed N0t 0 Aty ohacrmacy vl [me e Aolicd il 6 60 Be dsilanle o o pllicss 3ng o g
WEDTE - " raied DOdGEEL AP0 BYCHCEE W Be apniid 1o B aealaciad faalln Aleman-an e ma nLain We wiel S150 oot the cavismd
MOl i 2t e | e liam el on aur wels e B www.awlapharrnagym

A dbdie law s andd cEgaliliond Upos requeit, we w

Request to inspect Privacy Practices You may generally nspect or copy the proteced neath nformat an thal we maintain As
permitted by federal regulat on, we requ re that request 1o «Rspect access to your recards by contact ng our “omphance Off car at the
address below Your reqguest wel be revewed and will generaty be appsoved uness there are egal ar medcal reasons to deny the

request
North Carolina State Spec fic Frowisians

Disclosure — Pharmacy Records We will not disctose ar prowide a3 opy ol wour pesscnatnn orders snt @ excest to

3 you

b your parent or guard an or other pesson act ng in loce oarents if you are 3 miror and have not lawfu'ly cansented 10 the treatment
af the conditior far which the prescription was ssued

[4 the ticensed practiioner who issyed the prescript:on af wha is treating you

d a pharmacist who 5 providing pharmacy services 10 you

e anyone who presents a wntten authar:zation for Lhe retease ol pharmacy wlarmation swgned by you Qr yo .f legal rapresaalanive

f ANy person aulr aned by subpoens coult order o slaluie,

[ any hrm, tompany  association, oartnershp business trusl or corporation who by jaw or by contract 15 responsbie ior provid ng or
paying for med cal care for vou,

k any member or designated ermployee of the 8card of Pharmacy.
the executor, adminisirator or spouse of 3 deceased patient;
Board-aporaved researchers, if there are ageqg sate safeguards to protect the cophdential mlarmatien and

k the person who owns the gharmacy &+ hus cersed agenl.

Comptaints: Wisdiu wiubd Tike (D Submil U oot B =ompiaint Shoul ol Dieeaes el et st cdn oo &1 S sergiing 3 Eller Qutin ag el

LamGRTH S0

HIPAA Comphance Ofteer
Long's Drugs Corporate
11} Executive Center Drive, Suite 228
“olumbia, South Careling 292310

If you believe that yaur pr vacy nghts have been v o sted, you shauld call the matier 16 our altention oy sending a letler desc-b g the ause of
your concern g the same address

You may also file & complat with the US Oepartment af ireaith and Human Service Officee far Cial Rights Ty endng a euer 1o 200

Independence Avenue SW Washington D C 20201 calling | 877 695-6775 or visiiing wwwe hh gov/oce ‘or vacy/hipaa/complants You will

not be penalized or otherwise retaliated against for filing a complaint
Contact Parson: The name and address of ihe person you can contacl for Turther mlgrmation CONCRINING Q.7 DY Ivacy P ICh-Ces s

Leng's Drugs Ing
A'TN Director of Corporate Carmphiance
Lil Executwe Center Drive, Suite 228
olumbia South Carghna 29210
Phone {844) 314-0646
Faw (866)550-7485
tTal comphance@longsm com

Effective date Tha Molce was #B ieiaed SNovembe 1 3001 My 15 008 E=ptamibm 1 JO14 e Februssy LR
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KNC

Referral Form and Release of Information

Provider is Checked

Date: Client Name
Referred By: AASC Client Address:
Client DOB: Client Phone:
EE R E £ ]
Referred to: {QJ WwC Heaith Dept O WCesridge Counselor [ AASC Client Services
_— (O DCHealth Dept (O DCBridge Counselor O Project Respect
This Release Shall {1 OCHealth Dept IJ Duke Hepatology J CRCS
Be Deemed invalid
if More Than One [ Planned Parenthood (Jd UNC Hepatology O Project Style
To the Left | [ Other Type of Referral:
LERE ]
information Attached: [J HIV Test Results [J Hepatitis B Resuits (J Other Lab Resuits:
(Check All That Apply) O Syphilis Test Results [J Hepatitis C Results
O G/CTestResults O Medical Reports
D Other Type of Information:

REFERRED FOR PRESUMPTIVE TREATMENT BASED ON SYMPTOMS — NO TESTS CONDUCTED AT THIS
LOCATION

O

LEXE L]

The purpose of this Release of Informaticen is to ensure proper tracking and documentation of referrals provided by the Alliance of AIDS
Services Carolina to individuals infected with or living with one or more communicable diseases and or conditions

To this end, | hereby authorize and release the service provider identified above to provide copies of my medical records and treatment
to the Alliance of AIDS Services Carclina. Information covered by this release specifically includes, but is not limited to:

¢  Appointment dates and Times, including Missed Appointments;
*  Recommended course of treatment; and
«  Patient’s Level of Medical Compliance.

Any information not described above must be relevant and directly related to referral documentation and tracking in order to be covered
and allowed under this release

This release shall be valid for ne more than one (1} year from the date of signature, below, and may be revoked by me at any time by
verbal statement

Client s Signature Date

Witness Name Witness ' Signature Date

All information contained on this form and/or all attachments hereto are proprietary and confidential information and are protected,
as such, by Law. If you have received this informatien in error, please immediately contact the person shown at the top of this form
on the line, “Referred By:” and then destroy all copies in your possession. Failure to do so may result in criminal charges and
penalties.



&NC

3109 Poplarwood Ct Suite 200 | Raleigh, NC 27604 | tel 913-834-2437 | fax 919-896-7441 | www.aas-C.OTg

PrEP Consent Form
Authorization for Release of Health Information

Client Name: Date of Birth:
Client Address:
I, hereby authorize The Alliance of AIDS Services  Carolina to

release my health information regarding my care and treatment, including confidential HIV related information.

to the North Carolina State PrEP Program.

Health information may include records, my results, testing dates, desire to engage in PrEP, and other
information related to my PrEP referral. I understand that information released may be shared verbally,

electronically, or in writing.

My signature below indicates that I understand what information will be released and the need for the
information. Signing this authorization is voluntary. I further understand that the information to be released may
include information regarding HIV/AIDS. In addition, information related to HIV/AIDS is protected under
federal regulations and cannot be released without my written consent unless otherwise provided in the 42 Code

of Federal Regulations Part 2.

This consent will expire , not more than 3 years from the date of signature.

I understand I may revoke this consent in writing at any time, but that it will remain valid except to the extent

that action has already been taken based on this authorization.

Signature of Client Date

Alliance of AIDS Services-Carolina carries out a mission to serve the community through compassionaie nonjudgmental support,
education, and care for the prevention of HIV AIDS STis



