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Authorization for Use and Disclosure of Health Information

Patient Name: 		Chart #: 	
Address: 	
Phone Number: 		Date of Birth: ______/______/________ (mm/dd/yyyy)
I authorize the use/disclosure of health information about the above named patient as described below.
	The information is to be disclosed by:
	And is to be provided to:

	Name of facility
	Name of person/organization/facility

	Address
	Address

	City, State
	City, State


The purpose of need for this is disclosure is:
 Further Medical Care	 Attorney	 School	 Research
 Personal Use	 Insurance	 Disability	 Other (specify) 	
The information to be disclosed from my health record:
 Only information related (specify) 	
 Only the period of events from ___________________________________________ to ____________________________
 Other (specify) (e.g. CHS, Billing, etc.) 	
 Entire Record
I authorize the information listed below to be used, disclosed and/or received:
 Mental Health information     Developmental disabilities information  AIDS, HIV, ARC
Information to be released and how it will be used: 	
I understand that if the person or entity that receives the health information is not a health care provider or health plan covered by federal privacy regulations, the health information above may be subject to re-disclosure and no longer protected by these regulations. 
I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment or payment or my eligibility for benefits.
I understand that I may revoke this authorization in writing at any time by notifying the Privacy Official except to the extent that action has been taken in reliance on this authorization.
Unless revoked, this authorization will expire 6 months from the date signed or as specified: 	
I may inspect or copy any information used/disclosed under this authorization. I have received a copy of this authorization. 
Signature: I have read this authorization, and I understand it:
			
Signature of Patient or Legally Designated or Personal Representative	Date
		
Printed Name of Legally Designated or Personal Representative (if applicable)
If not signed by Patient, description of authority: 	
FOR YFHC USE: 3-5 days processing time for Medical Record Release. Date Received: 	
 Fees explained (if needed)  Verification of Identity and Authority	 Identification: 	
· Patient decline to provide the above information. ________ (Initials)
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