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Neuro Pain Consultants, P.C.
799 Denison Ct. Bloomfield Hills, M1 48302
Phone 248/751/7246  Fax 248/418/2311
Patient Name: Date of Birth:

To:

Patient Authorization

Authorization to use or disclose my personal health information

[. My Authorization
You may use or disclose the following health care information
(check all that apply)

[] All health care information in my medical record
[] Other (e.g. X-ray, Bills, Lab Results) specify date(s):

| understand that the information in my health record may include information relating to sexually trans-
mitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It
may also include information about behavioral or mental health service, and treatment for alcohol and drug
abuse. Code 42 of Regulations, Part 1.

You may disclose this health care information to:

Name (or title) and Organization:
Address:

City, State Zip Code:

Reason(s) for the authorization (check all that apply):
FEE FOR MEDICAL RECORDS

[] At my request Initial Fee: §21.95+
; First 20 pages: §1.09 per page
[ Qther(specify) Pages 21-50: S.55 per page
. L Pages 51 and over:  5.23 per page
Patient Authorization Shipping Fee: $6.00
II. My Rights

| understand the following:
¢ Authorizing the disclosure of this Health Information is voluntary
e | can refuse to sign this authorization
¢ | do not have to sign this authorization in order to assure treatment
¢ | may revoke this authorization in writing. If | did, it would not affect any action already taken by Neuro Pain Consultants P.C. based upon this authorization.
¢ | may not be able to revoke this authorization if its purpose was to obtain insurance

¢ To revoke this authorization: | must fill out the Neuro Pain Consultants P.C. revocation form
¢ Once health care information is disclosed, the person or organization that receives it may re-disclose it. Privacy laws may no longer protect it.

I would like a copy of this authorization. []Yes [INo

If you understand and agree with all of the above policies, please sign your name below

Print Full Name Signature Date of Signature

Witness Signature Date of Signature




	                                                         
	__/__/____
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