: AUTHORIZATION FOR USE AND/OR DISCLOSURE OF
PROTECTED HEALTH INFORMATION
(MEDICAL RECORD)

FPMG 25.3 .
Exhibit A

[SECTION A:_Must be completed for ALL Authorizations

am slgnlng it undermy own fnae will.

Patient Name: Patient #

Home Address: Date of Birth:

Persons/organizations providing the information: (Complete w/Address)

Persons/organtzations recelving this information: (Complete w/Address)

MT. DORA PEDIATRICS .. .
(352) 353 ST fep

Specific description of information (including date(s)) to be used and/or disclosed about me:

oA

Th.eyﬁiiowing iterns must De initialed 1o be incisces in ihe use or disctosurs of other kealth information:
D * HiV / AIDS refaied healih information and/or records.
; E * Mental heaiih informiation and/or records.

[[] = Genetictesting information and/or records.

w

[] *Druglalcohol diagnosis, treatment and/or referral information (Federal regulations require a description of how mucha nd what Kind of

information is 1o be disclosed. Federal law prohibiis the disclosure of such mformatmn )

i
|

2

{SECTION B: Must be completed only if FPMG has requested the Authorization

1. FPMG must complete the following:
a. Whatis the purpose of the use or disclosure? (Check one.)
At the patients (or the patient's representative’s) request or dirsction.
[ Formarketing.
[] Forfundraising.

* [[] other (describe):

b. WIll the FPMG practice requesting the Autherization, recelve financlal or in-kind compensation, directly or indirectly, In exchanga for using

or disclosingthe health information desciibed above?

Yes CIne

Practice Mgmt Notebook /PHI Auth



2. The palient or the palient's representative must read and Initial the foliowlng statements:

a. lunderstand that my health care and the payment for my health care will NOT be affectad If Initiat:
1 DO NOT sign this form, "

b. | understand that | may see and copy the Information described on this form if | ask for it, . Initial:
and that | get a copy of this form after I slgn It. " —

-

: iViusi be compieted for ALL Authorizations

1. 1understand that this Authorization will expire. (Please choose one.)

No explration (permitted only for Authorizations used to create or

maintain research databases or repositories). Initial:
On (DD/MMIYYYY) Initlal: ____
Dats
When the following event occurs ‘ Initiak;
Signature of Patlent or Patlent's Representative Date

{Form MUST be complated before signing)

Print Name of Patient's Representative:

Relationship to the Patient:

Reason Authorization is signed by the Patient's Representative: (Check one.j
1 ®inor
i ] incompatent

[1 Other (Bwizin)

* YOU MAY REFUSE TO SIGN THIS AUTHORIZATION
*If this Authorization form authorizes use andfor disclosure of psychotherapy notes,
it may not be ussd to authorize the use and/or disclosurs of an y other protected health Information.
A separate Authorization form is nesded for any other vse and/or disclosure. :





