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         Authorization to Disclose Health Information
   Date: ___________
        Completed by:_____Completed Date:________          Faxed___Mailed___Picked up___  
Release Medical Records From: 



Send Medical Records To:
_________________________________

____________________________________

*Doctor/Hospital/Facility Name



*Name of Company/Agency/Facility/Person

________________________________________

___________________________________________

*Street Address





*Street Address

________________________________________

___________________________________________

*City, State, Zip Code




*City, State, Zip Code

________________________________________

___________________________________________

*Phone Number





*Phone Number

Patient Information

________________________________________

___________________________________________

               *Print Patient’s Full Name



*Date of Birth (Month/Day/Year)

________________________________________

___________________________________________


*Street Address






________________________________________

___________________________________________


*City, State, Zip Code




*Daytime Phone Number
Information  to be released

I understand that my medical records may contain information concerning my mental and/or psychiatric treatment, drug and/or alcohol treatment as well as any HIV test results (AIDS)
_____
I authorize the release of this information to the party above

_____
I do not authorize the release of this information to the party above
_____ 
Not applicable

* Release the following records:

___records pertaining to gastrointestinal referral.

___ last year medical records, including progress notes and diagnostic results.







___only some portion of records stated as follows:________________________________________
Purpose of Disclosure
___Referral to Specialist          ___Permanent Transfer
___Personal


___Insurance

___Workers Comp
      ___Legal Investigation

___Disability Determination
___Other 
*this authorization is valid for 6 months unless otherwise indicated: _______________________________________

Right to Revoke:  I understand that I have the right to revoke this Authorization in writing at any time subject to the exceptions stated below.  To revoke this Authorization, I understand that I must make my request in writing and clearly state that I am revoking this specific Authorization.  In addition, I must sign my request and then mail or deliver my request to:  Center for Gastroenterology.  

Potential for redisclosure:  Your health information disclosed according to this authorization will no longer be protected by the federal privacy law (known as “HIPAA”), and the recipient of the information may potentially redisclose it.  

Exceptions To Right of Revocation:  I understand that my written revocation will not affect the ability of the Physician Office to continue to use or disclose my health information to the extent that it has already acted in reliance on this Authorization.  For example, the Physician Office cannot rescind disclosures it has already made, and may use my health information as necessary to bill and collect for services rendered.

Prohibition on conditioning of authorization:  The Center for Gastroenterology cannot condition treatment on   your signing this authorization, unless you are receiving research-related treatment.

  [image: image1.png]
           Patient’s signature                                          Personal Representative and description of authority
Centers for Gastroenterology                                                                                             Phone 970-669-5432
2555 E. 13th St. Suite 220                                                                                                   Fax 970-207-1893
Loveland, CO. 80634

_1264247259.bin

