Maine Health Data Clinical Repository Opt-Out Election Form

If you do not want your health information included in the MaineHealth Clinical Data Repository,
please complete the information requested below and mail this form to:
InterMed
Attention: Compliance Officer
100 Foden Road West, Suite 205
South Portland, Maine 04106

Family Member #1
First Name: Middle Initial: Last Name:
Date of Birth: Gender: Street Address:
Female Male
City: State: Zip: Phone:

| understand and acknowledge that by submitting this Opt Out election form | do not want my personal health information included in the Maine
Health Clinical Data Repository.

Patient signature (or parent/guardian of minor): Date: / /
Family Member #2
First Name: Middle Initial: Last Name:
Date of Birth: Gender: Street Address:
Female Male
City: State: Zip: Phone:

| understand and acknowledge that by submitting this Opt Out election form | do not want my personal health information included in the Maine
Health Clinical Data Repository.

Patient signature (or parent/guardian of minor): Date: / /
Family Member #3
First Name: Middle Initial: Last Name:
Date of Birth: Gender: Street Address:
Female Male
City: State: Zip: Phone:

| understand and acknowledge that by submitting this Opt Out election form | do not want my personal health information included in the Maine
Health Clinical Data Repository.

Patient signature (or parent/guardian of minor): Date: / /
Family Member #4
First Name: Middle Initial: Last Name:
Date of Birth: Gender: Street Address:
Female Male
City: State: Zip: Phone:

| understand and acknowledge that by submitting this Opt Out election form | do not want my personal health information included in the Maine
Health Clinical Data Repository.

Patient signature (or parent/guardian of minor):

Date: / /

If additional family members need to be listed, please use the back of this form or download another at

www.intermed.com



http://www.intermed.com/

