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AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION (HIPAA)
Authorization

| hereby authorize any and all healthcare providers, physicians, hospitals, clinics, laboratories,
pharmacies, mental health providers, rehabilitation facilities, imaging centers, health insurance
companies, and any other entities or persons that maintain my Protected Health Information
(“PHI”) to disclose such information to Embassy of the State of Kuwait — Cultural Office —

USA ,including its authorized officers, employees, medical case managers, insurance
administrators, legal counsel, and contractors acting on its behalf, solely for the purposes
described in this Authorization.

| authorize the disclosure of all Protected Health Information contained in my medical records,
including, but not limited to, medical records, medical history and physical examination records,
consultation reports, diagnostic and laboratory reports, imaging reports, treatment records,
surgical reports, progress notes, medication records, billing and payment records, insurance
claims and benefits information, and any other records relating to my medical care and
treatment. This Authorization applies to all healthcare providers, healthcare facilities, and
health insurance companies that have provided or may provide medical care, healthcare
services, or insurance benefits to me.

This Authorization also includes, where applicable and to the extent permitted by applicable
law, information relating to mental or behavioral health treatment, substance use disorder
treatment records to the extent permitted by applicable federal and state law, information
related to Human Immunodeficiency infection, genetic information, and any other sensitive
health information that may be contained in my medical records. | understand that certain
categories of records may require additional authorization or may be subject to additional
federal or state legal protections before disclosure.

Purpose of Disclosure

The information disclosed pursuant to this Authorization may be used for verification of medical
treatment, medical case management and coordination, payment and insurance processing,
administration of sponsorship and healthcare benefits, determination of eligibility for medical
or educational benefits, coordination with healthcare providers and health insurance
companies, legal, administrative, or governmental purposes related to my sponsorship or
studies, and any other purpose reasonably necessary for the administration and management
of my sponsorship or supervision by the Cultural Office.

Method of Disclosure

The information may be provided by any lawful and reasonably secure means, including secure
electronic transmission, encrypted email, secure electronic portals, mail or courier, CD/DVD,



flash drive, facsimiles where permitted by applicable law, personal pickup, or any other mutually
acceptable secure method.

Expiration and Revocation

This Authorization shall remain in effect until the earliest of the following events: my
graduation; my transfer or change of scholarship location to a country outside the United
States; the completion or termination of my studies and/or scholarship; my dismissal from the
scholarship program; my withdrawal from the scholarship program; or the termination of my
scholarship for any reason in accordance with the rules and policies of the Ministry of Higher
Education, sponsors and/or the Cultural Office.

| understand that | may revoke this Authorization at any time by providing written notice to the
healthcare provider(s) or other entity maintaining my Protected Health Information ,except
with respect to actions that have already been taken in reliance upon this Authorization. |
must also notify the Cultural Office in writing of the revocation and obtain confirmation from
the Cultural Office that the revocation notice has been received.

| further understand that if | revoke this Authorization, the Embassy of the State of Kuwait and
its Cultural Office may be unable to administer, coordinate, verify, or pay for medical services,
insurance benefits, or other sponsorship-related healthcare benefits. As a result, my eligibility to
receive Embassy-sponsored health insurance coverage, payment of medical expenses, or other
related benefits may be suspended, limited, or terminated in accordance with the applicable
rules and policies of the Ministry of Higher Education .In such circumstances, | will be
responsible for the full cost of my medical treatment and any related medical expenses.

Voluntary Authorization

| understand that signing this Authorization is voluntary. Except as otherwise permitted by
applicable law, my healthcare provider may not condition my treatment, payment, enrollment,
or eligibility for healthcare benefits on whether | sign this Authorization.

However, | understand that the Embassy of the State of Kuwait requires access to my Protected
Health Information to administer my sponsorship, coordinate my medical care, verify treatment,
process insurance claims, authorize payment of medical expenses ,and determine my eligibility
for sponsorship-related healthcare benefits.

| further understand that if | choose not to sign this Authorization, or if | subsequently revoke it,
the Embassy may be unable to provide or continue sponsorship-related medical insurance
coverage, payment of medical expenses, or other healthcare benefits in accordance with the



rules and policies of the Ministry of Higher Education and the Cultural Office. Consequently, |
will be responsible for the full cost of my medical treatment and any related medical expenses.

Potential Redisclosure

| understand that information disclosed pursuant to this Authorization may no longer be
protected by the HIPAA Privacy Rule once it has been received by the authorized recipient and
may be subject to redisclosure to the extent permitted or required by applicable law.

Copy of Authorization

| understand that | have the right to receive a copy of this signed Authorization, and |
acknowledge that | have been offered a copy.

Acknowledgment

By signing below, | certify and acknowledge that | have read and understand this Authorization
in its entirety; | have had the opportunity to ask questions concerning this Authorization; |
understand my rights under the Health Insurance Portability and Accountability Act of 1996
(HIPAA); 1 understand that | may revoke this Authorization as described above; | understand the
potential consequences that revocation or refusal to authorize disclosure may have on the
administration of my Cultural Office medical insurance and related benefits; No information will
be shared or disclosed except as permitted by law and when necessary; and | am signing this
Authorization knowingly, voluntarily, and without coercion.

Patient Name (or Legal Guardian):

Date of Birth:

Civil ID:

Patient Signature (or Legal Guardian):

Date:




