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Power of Attorney for Health Care of
Patrick J. Brennan

I intend for the person named as my agent to be treated as I would be with respect to my
rights regarding the use and disclosure of my individually identifiable health information
or othe: inedical records including providing to them a medical opinion about my
capacity. This release authority applies to any information governed by the Health
Tnsurance Foriehility and Accountability Act of 1996 (ak.a. HIPAA), 42 USC 1320d and
45 CFR 1601641 authorize:

Any physician, heaithcare professional, dentist, health plan, hospital, clinic, laboratory,
pharmacy or other covered health care provider, any insurance company and the Medical
Information Bureau Inc of sther health care clearinghouse that has provided treatment or
services to me or that has paid for or is seeking payment from me for such services to
give, disclose and release to riy agent, without restriction, all of my individually
“dentifiable health information and (medical records regarding any past, present or future
medical or mental health condition, @ include all information relating to the diagnosis
and treatment of HIV/AIDS, sexually transtaitted diseases, mental illness and drug or
alcohol abuse.

The authority given my agent shall supersede any prior agreement that I may have made
with my health care providers to restrict access fo-or disclosure of my individually
identifiable health information. The authority given my dgert has no expiration date and
shall expire only in the event that T revoke the authority 1 rwiiting and deliver it to my
health care provider.

Date: ‘;/27// X IZZL‘J J EAM unuf\_

(Principal)

The Principal has had an opportunity to read the above form and has signed the form or
acknowledged his or her signature or mark on the fo in my presence.

Witness: /IIZA;Z,N \'/ . - <
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OFFICIAL SEAL
KATRINA L NEDLI
NOTARY PUBLIC - §TA! ~ OF LLINO®
MY COMMISRION EXPIRES. 0404111

STATE OF ILLINOIS )

COUNTY OF ( ML/ ))SS

The undersigned, a notary public in and for the above county and state, certifies
that PAr 2 ick ) BREMVAN and , 18
known to me to be the same persons whose names are subscribed as principal and witness
to the foregoing instrument, appeared before me in person and acknowledged signing and
delivering the instrument as their free and voluntary act for the uses and purposes therein
set forth and certified to the correctness of the signature(s) of the agent(s).

Dated:__ﬂi/?)_cl/@f{ Qv e S ///éf \

Notary Public
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