Individual Authorization for Use and/or Disclosure of Protected Health Information

Individual’s Name: ___ _____________________________
Social Security Number: ____________________ Date of Birth: ____

I hereby authorize ____(Individual making request)________________to use, disclose and/or obtain my information as follows (check all that apply)

____ disclose the following health information to: _____________________

____ obtain the following information from: _________________

Specific description of the health information to be used/disclosed/obtained (include dates of service, type of service, etc.) _ IQ tests, IEPs, Eligibility Assessments. 
______________________________________
This information us used/disclosed/obtained for the following purpose (if Authorization requested by the individual put “at the request of the individual”)
Obtaining Services. ____________________
_________________________________________________________________________

By providing this Authorization, I understand as follows:
1. I understand that this Authorization is voluntary. I may refuse to sign this Authorization and my services and/or payment obligations will not be affected.
2. I understand that the health information to be released may be subject to re-disclosure by the recipient of the health information and no longer protected by the federal Privacy Rules.
3. I understand that I may revoke this Authorization at any time by notifying recipient in writing, but if I do, it will not have any effect on uses of disclosures prior to the receipt of the revocation. 
4. I understand that I will receive a copy of this Authorization form after I sign it.

_____________________________________                ____________
Signature of Individual/Representative		      Date

_____________________________________
Printed Name of Representative

_____________________________________
Representative’s Relationship to Individual
