INDIVIDUAL AUTHORIZATION FOR USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION

Patient Name:  ______________________________  ID Number: _____________________

We understand that information about you and your health is personal, and we are committed to protecting the privacy of that information.  Because of this commitment, we must obtain your written authorization before we may use or disclose your protected health information for the purposes described below. This form provides that authorization and helps us make sure that you are properly informed of how this information may be used or disclosed.  Please read the information below carefully before signing this form.

USES AND DISCLOSURES COVERED BY THIS AUTHORIZATION

A representative of [__insert clinic name________] must answer these questions completely before providing this authorization form to you.  Do not sign a blank form.  Please read the descriptions below before signing this form.

Who will disclose the information?  

[Describe the person(s) or class of persons authorized to disclose the information.]
Who will use and/or receive the information? 

[Describe the person(s) or class of persons authorized to receive the information]
What information will be used or disclosed? 

[Describe the information in enough detail so that you (or any organization that must disclose information pursuant to this authorization) can understand what information may be used or disclosed]
What is the purpose of the use or disclosure? 

[Describe the following for which the information will be used or disclosed.  The words, “at the request of the individual,” are a sufficient description of the purpose when a patient initiates the authorization and chooses not to provide any further explanation of the purpose.]

[Include the following statement if the covered entity will receive remuneration from a third party in exchange for the use or disclosure of PHI by the third party:  By authorizing this disclosure, we will receive remuneration in exchange for disclosing your PHI to the party listed above.] 

[Include the underlined statement if the covered entity will receive remuneration from a third party in exchange for a recommendation by the Covered Entity that the individual use the third party’s product or service:  This disclosure is for the purpose of marketing and [___________] will receive a direct or indirect payment from [the company] that makes[ the product or service] that your provider is recommending to you.
When will this authorization expire? 

[Describe the date or event that will trigger the expiration of this authorization.]
By signing this authorization form, you authorize the use or disclosure of your protected health information as described above.  This information may be re-disclosed if the recipient(s) described on this form is not required by law to protect the privacy of the information, and such information is no longer protected by federal health information privacy regulations.

You have a right to refuse to sign this authorization.  Your healthcare, the payment for your health care, and your healthcare benefits will not be affected if you do not sign this form.  You also have a right to receive a copy of this form after you have signed it.

If you sign this authorization, you will have the right to revoke it at anytime, except to the extent that the hospital has already taken action based upon your authorization.  To revoke this authorization, please write to [__________] at [________________].
SIGNATURE

I have read this form and all of my questions about this form have been answered.  By signing below, I acknowledge that I have read and accepted the above.

_____________________________________________

Signature of Patient or Personal Representative

_____________________________________________

Print Name of Patient or Personal Representative

_____________________________________________

Date

_____________________________________________

Description of Personal Representative’s Authority

CONTACT INFORMATION
The contact information of the patient or personal representative who signed this form should be filled in below.

Address:







Telephone:

_______________________________________


________________________(daytime)

_______________________________________


________________________(evening)

_______________________________________

_______________________________________


Email Address (optional):









________________________________

THE PATIENT OR HIS OR HER PERSONAL REPRESENTATIVE MUST BE PROVIDED 

WITH A COPY OF THIS FORM AFTER IT HAS BEEN SIGNED.
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