
FPMG 25.3
Exhibit A

AUTHORIZATION FOR USE ANDIOR DISCLOSURE OF
PROTECTED HEALTH INFORMATION

(MEDICALRECO~)

BY signIng thIS Airifioiliafltji I Mreny alJf60ilie and Manit the "sa andior dlsrJl5S'lm 6f my pmffiEka health rnonnanob .MedlCSl recoto J tor me
limited pu,pose(s), Slid hi Ihe IlIlilted maBile" desCiibed III this fOilli, III additioli,l uudelstilld dial Oils Authorization Is~mpletel)".'t)h:lntaf)' and I
am signing It under my pwn free wilL •

~,1'1le·jbUowing items must be Initiated to be includea fn tile use o!".disciosure of other- health irrronnation:
/

~H!\{ / AIDS reiaied health information and/or records.,0
t:lo
D

* Mental health information and/or records.

• Genetictes.ting information and/or records.

* Drug/alcoholdiagnosis, trealmentand/or referral information (Federal regUlations require a description of hoW mucha nd what kind of
information Is to be disclosed. Federallaw rohibils the disclosure of such information.

1. FPMG must complete the following: .

a Wh~ the PUrpDSe of the use or disclosure? (Check one.)

gAt the patient's (or the patlenfs representatlve's) request or direction.

D Formaaketlng.
D Forfundralslng.

~ Other(describe~ r ~---_,...._ __ - __ ------------
b. Wllthe FP~G racIIce requesting the Authorization, receive 1inandal or In-klntl compensation, directly or Indirectly, In exchange for using

or dIscIosln e health Infonnatlon described above?

Yes []No .



2. The pallent or the pallenfrs represenlallve must read and Initial the following statements:
a. I understand that my health care and the payment for my health care will NOT be affected If

I DO NOT sign this form.

b. I understand thai 1may see and copy the Information described on Ihis form If I ask for It,
and that 1get a copy of this form after 1sign IL

No expiration (permitted only for AuthorlzaUons used 10creale or
maintain research databases or repositories).

_____ (DDIMMIYYYY)
Dale

When.th~ following event occursl _

Signature of Patient or PatJenrs Representative
(Form MUST be completed before signing)

Reason Authorization is signed by ihe Patient's Represeniative: (Check one.)

o Minoro lncompetellltbJ Ot.her(EXDi~!,.;) .

• yOU MAY REFUSE TO SIGN THIS AUTHORIZATION
kif this Authorization form authorizes use and/or disclosure of psychotherapy notes,

it may not be uSaQ to authorize the use andler disclosure of any other protected health Information.
A separate Authorization form is needed for any other use and/or disclosure.




