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AUTHORIZATION TO DISCLOSE HEALTH INFORMATION
I,_____________________________________ hereby authorize _____________________________________________________to


    (Person Signing Authorization)




    (Healthcare Provider/Medical Facility)

furnish the following medical information to_______________________________________________________________________.








   (Name of Receiving Party)

___________________________________________


____________________________________________
                  Receiving party phone #




                           Receiving party fax #

Purpose of disclosure: ( Continuation of care  ( At request of patient   ( Transfer of Care  (  Other:___________________________
Patient’s Name:________________________________________________________________Date of Birth:____________________

Address:____________________________________________________________________________________________________
Date(s) of Service:___________________________________________________        

Specific information to be released:                  ( Discharge Summary     ( Pathology Report                  ( Office Notes/Clinic Visits    
 ( History and Physical
( Laboratory Reports
( Mammogram Reports   ( Emergency Room Report     ( Radiology Reports
 ( Operative Report
( Consultation Report
( Respiratory Reports      ( Progress Notes                     ( Immunizations

  (  Therapy Reports
( Other___________________________________________          

  ( Entire medical record
I  understand that this authorization authorizes  disclosing information regarding mental health, developmental disability, sexually transmitted disease, alcohol and/or drug abuse/services, HIV/AIDS test results and genetic testing unless I otherwise specify here_____.

I understand that I have the right to inspect and copy information to be disclosed. I understand that I have the right to revoke this authorization at any time.  I understand that if I revoke this authorization I must do so in writing and submit my written revocation to the Health Information Department, 1201 Pine Street, ∙Eldorado,  IL 62930  I understand that the  revocation will be effective upon receipt by the Health Information Department except that the revocation will not apply to information that has already been released in reliance on  this authorization. If I do not specify an expiration date here _______----, this authorization will expire in 6 months from the date of my signature below.  I understand that the information being disclosed under this authorization may be subject to re-disclosure by the recipient and no longer protected under the under the Federal or state privacy requirements. I understand that I do not have to sign this authorization and that treatment, payment, enrollment or eligibility for benefits may not be conditioned on signing the authorization.
I agree that a photocopy of this authorization is as valid as the original.   
Signed:χ___________________________________________________________________________Date:χ__________
           (Patient/Personal Representative)

If this Authorization is signed by the patient’s personal representative: Specify below the personal representative’s printed name, indicate personal representative’s authority to act on behalf of the patient and attach supporting documentation: 
____________________________________________________________________________________________________

Personal Representative’s Printed Name/Authority to Act on Behalf of Above Named Patient
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