AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION

To the following person(s) or class of persons: Any and all physicians, health care providers, health care
facilities, or health care entities that provide or have provided health care services to the patient named below.

Patient Name: Date of Birth:

Address:

Note: “You” refers to the person(s) to whom this Authorization is directed. “I,” “me’%ers to the
Patient.

AUTHORIZATION

mental health, including but
treatment informatig

PATIENT’S RIGHTS

I understanthl]_do_not have to sign this authorization to receive health care benefits (treatment, payment or
enrollment) from the person(s) to whom this authorization is directed. | may revoke this authorization in writing
at any time. If I do so, it would not affect any actions already taken by someone in reliance on this
authorization. 1 may not be able to revoke this authorization if its purpose was to obtain insurance coverage. If
I wish to revoke this authorization, | shall do so by sending a letter to the person(s) to whom this authorization is
directed. Once the health care provider discloses health information, any person or organization that receives it
may re-disclose it. Patient privacy laws may no longer protect that information. I must sign an authorization
form to take part in a research study, or to receive health care when the purpose is to create health information
for a third party.

Patient or Legally Authorized Individual Signature Date Time

Printed Name (If Signed on Behalf of Patient) Relationship (Parent, Legal Guardian, etc.)






