DOCTORS MEMORIAL HOSPITAL

333 N. Byron Butler Pkwy.  Perry, FL.  32347

(850) 584-0800  FAX (850) 584-0627

AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

PATIENT NAME: ________________________     DATE OF BIRTH:  _________

VISIT DATE: _____________

I authorize DOCTOR’S MEMORIAL HOSP to disclose the health information of the above named individual to __________________________. I understand that the information in my health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency (HIV).  It may also include information about behavioral or mental health services, and treatment of alcohol and drug abuse.

INFORMATION DISCLOSED:

____  Complete record – List reason: _________________________________

____  H & P, Discharge summary

____  Test results

____  Operative report

____  Consultation

____  Other – Specify: _____________________________________________
PURPOSE OF DISCLOSURE:

____  Personal record

____  Follow-up health care

____  Insurance purposes

____  Other – Specify: _____________________________________________

EXPIRATION DATE:  ONE YEAR SPECIFY: _____________________________
I understand that I have a right to revoke this authorization at any time; I understand that if I revoke this authorization, I must do so in writing and present my written revocation to the Health Information Management Department.  I understand that at the revocation will not apply to information that has already been released in response to this authorization.  I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy.

I understand that once the above information is disclosed, it may be re-disclosed by the recipient and federal privacy laws or regulations may not protect the information.  I understand authorizing the use or disclosure of the information identified above is voluntary.  I need not sign this form to ensure healthcare treatment.

__________________________________

________________

Signature of patient or legal representative

Date

__________________________________



Relationship – If signed by legal representative



__________________________________

_________________________

Signature of witness





Date

FOR FACILITY USE:

Date request received: ___________________
Date information released: ______________


Person releasing information: _______________________________
Chart#: ____________

