Epic Care Everywhere Patient Opt-Out

CoxHealth participates in a Health Information Exchange (HIE) through Epic Care Everywhere that allows health
organizations who utilize Epic as their electronic health record system to exchange electronic health information.

This information is shared through secure, electronic means and allows providers to have the most recent available
information to care for you as a patient. You are automatically opted in as a patient, but may opt out if you do not
want your health information to be shared with or received by your treating provider(s) through Epic Care Everywhere.
If you opt out, you also have the right to opt back in at any time by completing this form.

Patient Name: Birthdate: _
Address:

City: State: Zip:

Phone Number: Email Address:

O Request to Opt-Out of Sharing: | request that my health information be excluded from CoxHealth sharing it
through Epic Care Everywhere.

O Request to Opt-Out of Receiving: | request that my health information be excluded from CoxHealth receiving
information from other facilities through Epic Care Everywhere.

Impact of opting out of sharing and/or receiving my health information through Epic Care Everywhere:
e lunderstand this means that healthcare providers will not be able to obtain my health information through Epic
Care Everywhere. My healthcare providers can still obtain my medical records through other methods.
e lunderstand that any information that was previously shared through Epic Care Everywhere will remain available
to providers who have access.
e | understand that opting out of Epic Care Everywhere may cause a delay with my health information being
disclosed to providers, including emergency situations.

O Request to Cancel (Rescind) Opt-Out of Sharing: | request to cancel my previous decision to opt out. By completing
and signing this form, | am allowing my health information to be shared with my non-CoxHealth providers through
Epic Care Everywhere.

[0 Request to Cancel (Rescind) Opt-Out of Receiving: | request to cancel my previous decision to opt out. By

completing and signing this form, | am allowing my health information to be received by CoxHealth providers through
Epic Care Everywhere.

Signature: Date:
(If signed by a personal representative of the patient, please complete the following)

Personal Representative’s Name:

Relationship to Patient:

Send completed forms to: CoxHealth - Corporate Compliance Department

# CoxHealth Corporate Compliance Department

OXHEALTH Mail: 1550 E. Sunshine St.
EPIC CARE EVERYWHERE PATIENT OPT-OUT Springfield, MO 65804

Email: CorporateCompliance@CoxHealth.com
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