Facility/Provider:

l

AN HPI AFFILIATE

AUTHORIZATION TO USE OR DISCLOSE
PROTECTED HEALTH INFORMATION

Patient Name: Date of Birth:

Recipient & Purpose of Request: [ authorize Provider to disclose my protected health information to the following (*Recipient™):

Recipient Name: Address:
For the following purpose;

1 authorize Provider to use or disclose the following protected health information of the Patient described above to Recipient
described above in a manner consistent with this authorization (check ali that apply):

[] Entirc medical record concerning this patient (excluding psychotherapy notes, if any).

(] Entire biliing record concerning this patient.

] Medical record concerning this patient for the following date(s) of service;
[ Bitling record concerning this patient for the following date(s) of service:
] Other:

T understand the following:

Protected health information is health information that identifies me. The purpose of this authorization is to allow Provider to share
my protected health information as set forth above.

I understand that this authorization is voluntary and that | have the right to refuse to si gn this authorization. IT | refuse, my protected
health information will not be used or disclosed by Provider except as otherwise permitted by law. Provider may not condition
treatment on my providing this authorization for use or disclosure of my medical information. 1 refise to sign this authorization, [
will still be eligible to receive medical services from Provider.

Subject to certain exceptions, | have the right (o revoke this authorization at any time by sending a letter to Provider which gives my
name, the date 1 signed this authorization, and states that I revoke the authorization to use my protected health information. The
letter will not affect any actions taken in refiance of my previous authorization.

This authorization may result in Provider disclosing my medical information to a recipient who could possibly later vse or disclose
the information without my authorization. Provider cannot control re-disclosure by Recipient.

1 may inspect or copy the information that will be disclosed or used for the purposes set forth in this authorization. I will receive a
signed copy of this authorization form and may contact Provider to get a copy if | do not have one.

Protected health information authorized for release may include records that indicate the presence of or regarding trestment
of HIV/AIDS, sexually transmitted disease, and drug and/or alcohol abuse,

Signature of Patient or Patient’s Representative Date

Description of Representatives authority (attach documentation):
Printed Name of Patient or Palient’s Representative o Parent of a minor o legal guardian

o Power of attorney

0 Other:

This authoerization is only effective if it is signed and dated. Uniess | revoke this anthorization prioy to expiration, this
authorization expires on {or if this is left blank, one year after the date it is signed).
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