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Date Request Received: ___/___/____

Date Request Completed: ___/___/____

Completed by: _____________________


LOCALLY OWNED AND OPERATED | OCCUPATIONAL MEDICINE | CERTIFIED URGENT CARE
[bookmark: _GoBack]
AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION
I authorize ________________________________ to disclose the following information from the health record of:

Patient Name:______________________________________________________   Birth Date ______________________

Mailing Address:____________________________________________________________________________________
                                   (Street Address)                                      (City)                                                 (State & Zip)

Primary Phone: (______) __________________
	Information Requested 

Service Dates:

From:_____________

To:_______________ 
    
    All Dates of Service
	      
         All Pertinent Records                                      X-Ray Report 
         (includes those listed below)                                                                                              
                                                                                 Assessment 
        Consultation
                                                                                 Specify:____________
        EKG Report 
       
        Laboratory
       

	

Release information to:
	
Company/Individual:  

Address:  

Phone:       
Fax: 


I understand that information in my health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), human immunodeficiency virus (HIV) and other communicable diseases, behavioral health/psychiatric health, treatment of alcohol and/or drug abuse; my signature authorizes release of any such information unless otherwise stated.
This authorization expires in 6 months from the date signed unless revoked prior to 6 months.  I understand that I may revoke this authorization at any time, except to the extent that action based on this authorization has already been performed.  
I understand that, if this information is disclosed to a third party, the information may no longer be protected by state, federal regulations and may be re-disclosed by the person or organization that receives the information.  

X Patient/Guarantor Signature_______________________________________________  Date ___________________

Relationship to Patient______________________________________________________________________________
1275 Sadler Way, Suite 101 | Fairbanks, Alaska  99701 | Phone: (907) 374-7911   Fax: (907) 374-7744
image2.jpg
%
(/

IMMEDIATE
CARE




