MEDICAL AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

I, ______________________________________________authorize ___________________________ _______________________________________________to release a copy of the medical information identified below to YOUR FIRM, YOUR ADDRESS.  The information will be used on my behalf for health care provider review. 

By initialing the spaces below, I specifically authorize the disclosure of the following health information and records:

_____
Please send the entire medical record (all information) to the above named recipient.  The requesting patient understands this record may be voluminous and agrees to pay all reasonable charges as set forth in the HIPAA regulations.  

_____
Narrative Report.

_____
All billing records, including HCFA forms and summary billing statements.

_____
All hospital records (including nursing records and progress notes.)

_____
Dental records

_____
Surgical notes of all varieties

_____
All computer notes, photos, audio and / or video recordings regarding this patient including those made in surgery.

_____
All computer notes, reports, & pictures on this patient submitted on 3 ½ floppy disc, Zip disc or CD-ROM format.

_____
All interoffice or intraoffice memos regarding this patient in original format.

_____
All correspondence between your office and any Insurance company, HMO, PPO or IME review service.

***  If the information to be disclosed contains any of the following types of information or records listed below, additional laws relating to the disclosure of this information may apply.  I agree the following categories must be initialed to be included in this authorization to release information.

_____
***
HIV/ AIDS – related records

_____
***
Mental health information / Psychotherapy Notes

_____
***
Genetic testing information

_____
***  
Drug / alcohol diagnosis, treatment or referral information:_____________________________________


____________________________________________________________________________________________
**  Federal Regulation, 42 CFR Part 2, requires a description of how much and what kind of information is to be disclosed.
Except to the extent that action has been taken in reliance of this authorization, I understand that I may revoke this authorization at any time by giving written notice to this provider.  Unless revoked earlier, this authorization will terminate upon the completion of the legal matter for which YOUR FIRM, P.C. represents me.

I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment, payment, enrollment or eligibility for benefits.  I may inspect or copy any information disclosed under this authorization.  

I understand that if the person or entity receiving this information is not a health care provider or health plan covered by federal privacy regulations, the information described above may be disclosed and no longer protected by the HIPAA Privacy regulations.  However, the recipient may be prohibited from disclosing my health information under other applicable state or federal laws and regulations.  

A copy of this Authorization shall have the same force and effect as the original.  

_____________   
___________________________________________     ___________________

Date


Signature of Patient




       SSN
_____________
__________________________________________________________

Date


Signature of Person Authorized by Law
