PATIENT AUTHORIZATION

TO DISCLOSE PROTECTED HEALTH INFORMATION

(HIPAA compliant)

PATIENT:

Name _______________________________ Medical Record # (if known) ______________

Date of Birth __________________________ Phone # ______________________________

Address ____________________________________________________________________

 _____________________________________________________________________

Soc. Sec. #____________________________________ 

(Providing your SS# is voluntary, but necessary to accurately identify your medical records.  Failure to provide this information may delay the processing of your request).

1.
I authorize this health care provider TO DISCLOSE my health information in paragraph 2 to the person or organization in paragraph 3:

Name: ______________________________________ Phone: ___________________

Address: ______________________________________________________________

______________________________________________________________________

2. a.
Please disclose this health information about me: 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

b. From or between these dates (that I was seen or treated): 

______________________________________________________________________

3. I authorize this person or organization TO BE GIVEN this health information:

Name: ______________________________________ Phone: ___________________

Address: ______________________________________________________________

______________________________________________________________________

4. This is the purpose of requesting my health information to be released:

______________________________________________________________________

______________________________________________________________________

5. I may decide not to sign this authorization.  The provider listed above will not deny me treatment solely for that reason.
6. If I do sign this authorization, I may revoke it at any time, except as to records already disclosed.  To revoke this authorization, I need to send a revocation in writing to my health care provider in Paragraph 1.
7. If the person or organization given my health information is not subject to the federal privacy regulations, the information they receive will no longer be protected by the regulations, and they may re-disclose the information.  However, they may be prohibited from disclosing substance abuse information under the federal requirements for confidentiality of care for substance abuse.

8. If I was referred to or participated in a substance abuse treatment program on the dates I was seen or treated, I understand that this authorization may disclose information about my participation in that program.

9. This authorization expires 30 days after the information is sent to the recipient, unless I revoke it or put another expiration date here: 
__________________________
10. I may request a copy of my health information from the provider in paragraph 1.

_____________________________________
__________________________________

Signature of Patient or Representative 
Patient’s Name

________________________
__________________________________

Date
Name of Personal Representative 



(if applicable)

· If signed by a Personal Representative, describe Personal Representative’s authority to act for the patient and include documentation showing the authority: 

______________________________________________________________________

Subscribed and sworn before me this ____ day of ________________, 20____.





_________________________________________





NOTARY PUBLIC





Residing in ________________________________





My Commission expires:  _____________________
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