AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION: 

HIPAA COMPLIANT RECORDS RELEASE

	Name of Patient: 
                             
	Date of Birth: 
SSN:


I hereby authorize the use or disclosure of the “protected health information” of the Patient covered under privacy regulations issued pursuant to the Health Insurance Portability and Accountability Act of 1996 (“HIPAA Privacy Rule”) as specified in this Authorization. 

1)
The following persons (or class of persons) may disclose protected health information about the Patient: _________________________________________________________
2)
The following persons (or class of persons) may receive disclosure of protected health information about the Patient:  _______________________________________________
3)
The specific information that should be disclosed is: Any and all records, meaning every page in the Patient’s record, including but not limited to: office notes, face sheets, discharge summaries, history and physical, consultation notes, intra-operative records, anesthesia records, operative reports, recovery room, pathology reports, tissue samples, cytology, blocks, slides or other pathology specimens, medical administration records, EKG reports, EKG strips, EEG reports, EEG strips, therapy notes, orders, progress notes, laboratory results, nurse notes, vital sign sheets, intake/output records, reports of all x-rays, CT scans, MRIs or PET scans, respiratory therapy records, nutrition records, social worker records, transfusion records, code sheets, consent forms, emergency room records, transfer records, discharge instructions, personal property list, in-patient records, clinic records, correspondence, photographs, videotapes, telephone messages, computer generated information, medical bills, pharmacy and drug records, health insurance, insurance claim forms, insurance payment forms, Medicaid or Medicare records, and any other documents, records, or papers concerning any past medical history and/or treatment, examinations, periods of hospitalizations or confinement, diagnosis, or any other information pertaining to and concerning the Patient’s physical or mental condition and treatment and billing/payment/insurance information relating thereto (collectively “the Patient’s Health Information and Records”). I understand that “protected health information” includes records disclosed to health care providers and facilities by other health care providers and facilities who previously provided treatment to this Patient.  I also understand that “protected health information” may include information and records protected under Federal Law and/or protected under State Law.  See 45 C.F.R. § 164.501 (further defining “protected health information”). I specifically hereby authorize the release of all information, records and notes regarding family counseling, mental health, psychiatric ,and psychotherapy care. 
4)
I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure by the recipient and the information may no longer be protected under the HIPAA Privacy Rule.
5)
I understand that authorizing the disclosure of this health information is voluntary.  I can refuse to sign this authorization.  I need not sign this form in order to assure treatment.  I understand that I may inspect or copy the information to be used or disclosed, as provided in C.F.R. 164.524.
6)
I understand that I may revoke this authorization at any time by submitting a written revocation to the Medical Records Department.  However, I understand that any action already taken in reliance on this authorization cannot be reversed, and my revocation will not affect those actions.
7)
Unless otherwise revoked, this authorization will expire six (6) months from the date it is originally signed below.
8)
Photocopies of this authorization are valid and may be used in lieu of the original.
9)
This authorization provides the attorneys representing this client to obtain and disclose protected health information contained in the medical and billing records. This authorization includes counsel for the client engaging in conversations with patient’s healthcare providers.  
10)
All parties utilizing and receiving information through this authorization agree to destroy all protected health information at the patient’s request.






_________________________________________







Signature of  Client






_________________________________________






Date of signing
