HIPAA Compliant Authorization for Release of Protected Health 

Information (42 CFR § 106,164.508)


Patient’s Name:



         D/O/B: 

   SSN: 



Patient’s Address: 

_____







_____________






Person/Facility/Class of Persons Authorized to Disclose Protected Records/Information:


_____________________________________________________________________________________________


	





Person/Entity Authorized to Receive Protected Records/Information:





UNITE Healthcare, LLC  1112 W 6th St Ste #210-B  Lawrence KS 66044    FAX INFO TO:  1.866.623.6314	 


c/o Samantha Durland, MD____785.393.5171 Phone___________________________________________________ ______________________________________________________________________________________________


____________________________________________________________________________________________________________________________________________________________________________________________Dr. Kathy Gaumer_c/o Natural Hormone______________________________________________________________  ______________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________     








Type of Records/Information to be Disclosed:	





Entire medical record from _______ to present.  The information to be disclosed includes a complete duplicate copy of medical and prescription records, testing and laboratory results, pathology reports, operative notes, dictated or referring provider reports, office notes via nursing staff, billing statements, substance abuse or HIV records, office notes, hospital records, bills, statements, telephone messages, correspondence, x-ray films, diagnostic reports, copies of films, discs and studies, monitoring strips, mental health statements and records, and raw testing data.


I hereby specifically EXCLUDE the following records from being released: _______________________________








Purpose of Disclosure:  Appropriate continuity of patient care, medical plan, maintenance of health and wellness,  as it applies to above said specific patient. 





Expiration:  This Authorization will expire on:________________________ (Expiration cannot exceed one year from current date).





Signature:


I understand that the information disclosed may include information relating to sexually transmitted diseases, acquired immunodeficiency syndrome (AIDS), or infection with the Human Immunodeficiency Virus (HIV).  It may also include information about behavioral or mental health services or treatment for alcohol and drug abuse unless I specifically EXCLUDE as noted above. 


I understand that I may refuse to sign this authorization and my signing is strictly voluntary.


I understand that I may revoke this authorization at any time by providing written notice of that revocation to this provider.  Any revocation, however, will not affect any actions taken prior to that revocation.


I understand that information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be protected by state or federal law or regulations.


I understand that treatment, payment, enrollment or eligibility for benefits may not be conditioned upon signing this authorization.  





I have read the above and authorize disclosure of the protected health care information as stated above.  I hereby expressly agree that a photocopy of this authorization shall be as valid as an original.





____________________________________________________________	_____________________


Signature of Patient/Authorized Representative 						Date		





____________________________________________________________	_____________________


Printed Name of Patient/Authorized Representative 				             Relationship to Patient


_____________________________________________________________________________________________	


Address/Contact info of Patient/Authorized Representative 








