AUTHORIZATION USE AND/OR DISCLOSE PROTECTED HEALTH INFORMATION







Name of Person Medical Information disclose for:
Tanya R. Sorrell, NP-C




__________________________________

255 W. 24th Street, Suite #4



__________________________________

Yuma, Arizona 85364




__________________________________








__________________________________

Name of Patient:_____________________________________Date of Service_____________________

Date of Birth: _____/_____/________

Purpose:_____________________________________________________________________________
By checking the spaces below, I specifically authorize the use and/or disclosure of the following medical information and/or medical records.  If such information and/or records exist:

_____Clinician office chart notes



_____Laboratory reports

_____Most recent 2 year history



_____Billing statements

_____Please send the two year history of all information to the above named recipient

*The following items must be checked to be included in the use and/or disclosure of other medical information:

_____*HIV/AIDS test or result information and/or records

_____*Mental health information and/or records

_____*Genetic testing information and/or records
_____*Drug/alcohol diagnosis, treatment or referral information (Federal regulations require a description of how much and what kind of information is to be disclosed.)

Describe:_____________________________________________________________________________

_____________________________________________________________________________________


I understand that the information used or disclosed pursuant to this authorization may be subject to disclosure and may no longer be protected under federal law.  However, I also understand that federal or state law may restrict disclosure of HIV/AIDS test or result information, mental health information, genetic testing information and drug/alcohol diagnosis, treatment or referral information.


I understand that the person or entity I am authorizing to use and/or disclose the information may receive compensation for doing so.


I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain health care services or reimbursement for services unless authorization is required to bill my insurance company.  The only circumstance when refusal to sign means I will not receive health care service is if health care services is if the health plan or eligible for health benefits unless the authorized information is necessary to determine if I am eligible to enroll in the health plan.


I understand that I may revoke this authorization in writing at any time, except to the extent that action had been taken in reliance upon this authorization.  If I revoke my authorization, the information described above may no longer be used or disclosed for the purposes described in this authorization.  Unless revoked earlier, this authorization will expire 180 days from the date of signing or on (insert applicable date or event).
____________________________________________

___________________________

Signature of Patient or Patient Legal Representative


Date

____________________________________________

___________________________

Print Patient Name or Patient Legal Representative


Relationship to patient
