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AUTHORIZATION TO USE AND DISCLOSE
 PROTECTED HEALTH INFORMATION (Health Care)
1.  I am completing this form to permit the use and disclosure of Protected Health Information (PHI) about:

______________________________________
_____________________________

Patient Name              




Patient Date of Birth

2.  I do/do not (circle one) authorize: __________________________________________
                                   Behavioral Health Care Provider Name

3.  To use or disclose the following protected health information (check all that apply):

___COMPLETE MEDICAL RECORD

___Inpatient or outpatient treatment records for physical and/or psychological illnesses

___Admission and discharge summaries

___Psychological evaluations, reports and assessments

___Treatment notes, summaries, or other self-report, observational or test report data

___Treatment, rehabilitation and aftercare plans

___Social, family, educational and vocational histories

___Social work assessments and plans

___Progress, nursing, case or similar notes

___Consultant evaluations and reports

___Disability determination evaluations and reports

___Career/vocational evaluations and reports

___Billing records

___Academic and educational records

___HIV/AIDS-related information

___Records from state or local programs for the treatment of alcohol and/or drug abuse

___Other: ____________________________________________________

4. To the following primary care physician (PCP) or other relevant health care providers: 

______________________________________

_______________________

Health Care Provider Name




Phone
______________________________________

_______________________

Street Address






Fax

______________________________________

City, State, Zip Code

5.  My PHI will be used/disclosed for the following purposes: ________________________________________________________________

6.  I understand and agree that this Authorization will be valid and in effect until 12 months from the date it is signed.  I understand that after that date or event, my PHI can no longer be used or disclosed to the person or organization listed above unless I sign a new Authorization.

7.  I understand that I can revoke this authorization (in writing) at any time.  Although doing so will prevent any further disclosures of my PHI, I understand that some of my information may already have been disclosed prior to my revocation.

8.  I understand that if I refuse to sign this authorization, I will not in any way be restricted from obtaining further treatment from my behavioral health care provider.

9.  I understand that I may inspect and ask for a copy of the PHI described in this authorization.

10.  I understand that if the person or organization receiving my disclosed PHI is not a health care provider or health plan covered by federal privacy regulations, my PHI may not be protected by those regulations.

11.  I understand and accept that my behavioral health care provider may receive compensation for the use or disclosure of my PHI.

12.  I affirm that everything in this form that was not clear to me has been explained.

________________________________________

________________________

Signature of Patient (or Personal Representative)

Date

_________________________________________

________________________

Patient Name (or Personal Representative Name) 

Relationship to Patient

___I acknowledge that I received a copy of this completed form.
I, a behavioral health care provider, have discussed the issues above with the patient and/or his/her personal representative.  I believe that he/she is competent to authorize the use and disclosure of his/her protected health information.

_______________________________________________

__________________

Signature of Behavioral Health Care Provider


Date

_______________________________________________

Behavioral Health Care Provider Name

