HIPAA COMPLIANT AUTHORIZATION TO DISCLOSE MEDICAL INFORMATION

Name: __________________ 

Medicare/Medicaid #_______________

Social Security #: _______________

D/O/B: _______________

1. I authorize the use or disclosure of the above-named individual’s health information as described below:

2. The following individual or organization is authorized to make the disclosure: Any medical provider that has treated the undersigned.

3. The type and amount of information to be used or disclosed is as follows: ENTIRE RECORD – Any and all medical records and other information relative to the undersigned care and treatment. 

4. I understand that the information in my health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndromes (AIDS) or human immunodeficiency virus (HIV). It may also include information about behavioral or mental health services and treatment for alcohol and drug abuse.

5. This information may be disclosed to and used by the following individual or organization: The law firm of Craig W. Elhart, P.C., 329 South Union, Traverse City, MI 49684.  I further authorize that a photocopy of this medical release may be used by Craig W. Elhart, P.C., to order and obtain medical information for the purpose of: Representing undersigned.

6. I understand I have the right to revoke this authorization at any time. I understand that, if I revoke this authorization, I must do so in writing. I understand the revocation will not apply to information that has already been released in response to this authorization. Unless otherwise revoked, this authorization will expire on the following date, event or condition: 3 years from date of signature. 

7. I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization.  I need not sign this form in order to assure treatment. I understand any disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal confidentiality rules.

______________________________________ Dated: ______________

Client/ guardian  

