HEADACHE & PAIN CENTER, AMC
AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION

YOU MAY REFUSE TO SIGN THIS AUTHORIZATION
Patient Name:_____________________________________________________________________
Address:___________________________________________________________________________

Date of Birth:_______________________Social Security #:______________________________
I hereby authorize:

Facility/Provider Name:___________________________________________________
Address:________________________________________________________________

Phone/Fax #:____________________________________________________________
To release copies of my health information, specifically:

_________  Any & all records

________ Only the following test ____________________________________________
________ Only the following dates of treatment_______________________________
________ Other specific information

To:

Facility/Provider Name:           HEADACHE & PAIN CENTER, AMC
Address:                           123 Frontage Road-A, Gray, LA  70359-6301
Phone/Fax #:                  Phone: 985-580-1200        Fax: 985-580-1218

Purpose of Disclosure:________________________________________________________________

THE PATIENT MUST READ AND INITIAL THE FOLLOWING STATEMENTS:

· I understand that my healthcare and payment for my healthcare will not be affected if I do no sign this form.
· I understand that I may see and copy the information described on this form if I ask for it, and that the Headache & Pain Center, AMC will give me a copy of this form after I sign it.
· I understand that if the organization authorized to receive this information is not a health plan or health care provider, the released information may no longer be protected by federal privacy regulations.
· I understand that I may revoke this authorization at any time by notifying the Headache & Pain Center, AMC in writing, but if I do revoke it, the revocation will not have any affect on any actions the Headache & Pain Center, AMC took before it received the revocation.
_____________________________________________                                    __________________________________

                  Signature of Patient                                                                              Date

_____________________________________

             Printed Name of Patient
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