AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Developed for Texas Health & Safety Code § 181.154(d),
effective Jung 2013

Please read this entire-form bejore signing-and complete all the sections  NAME OF PATIENT OR INDIVIDUAL
that apply to your decigicns relating to the disciosure of protected health
Information. Coveted entifies'as that temi fs.defined by HIPAA and Texas

Health & Safety Code § 181.001 must obtain-a signed .autharizationfrom tha, Last Flest Middie
individudl or the-individual's legally authorized representative. fo electronically 'OTHER NAME(S) USED
disclose that individual’s profecied health information. Autharizztion i5-not : ' ; , ;
tequiired for disclosutés refted fo raatmerit, payment, healfr care operations; DT OF BIRTH. Month Day___Year,
performing tertain insurance functions, or as may be otherwise authorized by ADDRESS SRS ———— =

law. Covered entities may use this form or any other form that complies ]
with HIPAA, the Texas Medical Privacy Act, and other applicable laws. CITY STATE Z1p
Individuais cannot be denied tréatment bésed on atfailure to-sign this ;

authorization form,.and & refusal to sign this form will not gffect the payment ,PH_O!SE L—*‘JW'ALT" PHONE ( )
enrollmeit, ‘or eligibility fof benefits. EMAIL ADDRESS (Optionalj:
FAUTHORIZE THE FOLLOWING TO DISCLOSE THE INDIVIDUAL'S PROTECTED HEALTH REASON FOR DISCLOSURE
INFORMATION: ) _ {Chigose only one-option below)
Person/Organization Name Notthwest Texas Healthcars System A Treatment/Continuing Medical Gare
Address _1501 S. Coulter ‘ e . [ Personal Use
city___Amarilio State_1X  ZipCode _79106 {3 Billing or Claifis
Phone (806 ) 354-1785 Fax{ 806 )354-1788 .0 Insurance
-0 Legal Pisrposes.
INFORMATION TO BE RELEASED TO: 17 Disabliity Deternination
- 3 .School

'arson/Q tion Name et i s o

idds_qr_'l_ rganizaftion Name: O Employmert
ress . . -~ : : -H3-Othet

L1 i o S . ZPTOdE | e **Fae s walved when reieasmg information dlrectiy (CEN
Phone (. ) . Fax/{ ) . treating physicidn-of healthcare facility.

WHAT INFORMATION CAN BE DISCLOSED? Gomplete the faflowing by indicating those items thit U want tisclosed, The signature of & Tifiaf-
ptient is-required for. thie release of some of tese items, If all heaftty information.is ta be released, then check:only the first box.

Pate(s) of service: From: L Ter Records requested as 03 Paper OO €D
1 Basic (H&P, Discharge-Summary, Test Resulis) TED Basic (F‘hysnman Surmiriary & Test Results) 0 Compiete (4l pages).

7 History/Physical Exam 3 Discharge Summary O Past/Present Medications {7 Lab Results/Pathology Réports
T Progress Notes £ Operation Regorts. 01 Diagnostic Test Reports {EEG, EMG; Sieep; PFFT) T EKG/Gardiology Reports:

a Censuit‘atian Repcrté' El Wound/Physmal Therapy m ) Radlology Reports & Images (tray, MBL, GT, etc:j O Other

Mental Health Records (excluding psychotherapy nmes) Gisnatic inforration {ircfuding Geretic Test Resuits)
Drug, Alcohol, or Substance Abuse.Records.  HIVIAIDS Test Hesults/Treatment

EFFECTIVE TIME PERIOD. This authorization isvalid ungl the earlier of the ooclirretice of the death of the individual; the iidividual reaching the age.of
‘majority; of pernilssion is Withdraiwn; ot the following specific date (aptional): Motith Day, Yeaf
RIGHT TO REVOKE: | understand that | can withdraw my permission af any time by giving written notice stating my intent to revoke this althofization o

the persan ot organization named under "WHO CAN RECEIVE. AND USE THE HEALTH INFORMATION.” | urwderstarid that prior actiohs taketi in
reliance of this authotization by entities that had perrhission to access my heatth informaition will riot be-affécted.

SIGNATURE AUTHORIZATION: | haveread this form and agres to the uses and disclosures of the information. as described. 1 onderstand thaf refusing

to.sign this form does hot stop distiosure of health infofmation that has-occlifred prior to revoealion of that is othenwise pefmitied by law without my

specific authorization or permissioi, Including disclosures to-covered entities as-pravided by Texas Health & Safety Code § 181.154{c) andiot 45 CF.R.§

164.502(a){1). | understand that information disclosed pursuant to-this authorization may be subject to re-disclosure by the recipient-and may no longer be

‘protected by federal of stdte piivacy laws.

SIGNATURE X TN * /-4 1 =12 1| | |5
Signafure of Individual orindividual’s Legally Authorized Reépresentative

Pririted Netiie of Legally. AUthorized Represeritative(if applicable):. .

I representative, specify retafionship to the frdividual: (3 Parent of Minior O Guardian .01 Cther

A milnor ndividual's signisture-is reguired Tor the telease of certaln types of inféimation, incluting far éXample, ths release of information related to ceﬂaln
types of reproductive care, sexually transmilted diseases, and drug, aleohet or substance abuse, and mental health treatrent (See, e:g., Tex. Fam.
Code §.32:003).

SIGNATURE X o . . . — . DATE/TIME
Signature of Minor Individual

Withess Sighatiife: ) . . DATETIME__
D-verified by: 0 DL/Passport O Birth Gertificate O -School/Prison [D £ Other:.
“Nﬂrthweﬂ REQUEST & PATIENT IDENTIFICATION

P.0. Box 1110 AUTHORIZATIONFOR. |

Amailio, Texas RELEASE OF INFORMATION
AR R A T

§r11/2016 I DoB: SX:
RI0010-Release.of Information PageLofl 1 '




