
South Lake ENT & Audiology

REQUEST FOR ACCESS TO PROTECTED HEALTH INFORMATION

I  hereby request South Lake ENT & Audiology to provide me or the person l isted below
rvith access to all protected health information about me that is rnaintained by South Lake ENT &
Audiology. Specif ical ly. I  would l ike to:

tr Inspect rny protected health infonnation:

!  Inspect a sumllary or explanat ion of rnv protected health information;

tr Obtain a copy of my protected health infonnation: or

tr Obtain a copy of a sumrnarv or explanation of mv protected health infonnation.

I  wou ld  l i ke  to :

tr  Pick up the copy or sulnlnan, lerplanat ion I  requested;

!  Have South Lake ENT & Audiolog! rnai l  the copy or summary/explanat ior l  to rne or
to sorneone else at the address u riften belorv: or

D Receive the copr or surnrran /erplanat ion on paper or CD or f lash dr ive or _ by
e- rna i l .

Pat ierr t  r tarnc: Date of bir th:

Narne of persolt  to receir  e cop\ ( i f  appl icable):

Recipient 's address:

Rec ip ien t ' s  e -Mai  I  address :

Pat ien t ' s  te lephone

Dates of t reatrnent: Frorn

Patient Number:

to

(Write "c//" if vou u'ant inforrnation for all dates of treatrnent)

I understand that I mav be charged a fee for the preparation of a surnmary or explanation of rn1,
protected health information. Ialso mav be charged a fee for reproduction costs to obtain a cop) of rn1,
protected health information or to obtain a copy of the sLlmrnary or explanat ion. I f  I  ask to have the
infbrrnation rnailed to me, I understand that I mav be charged a fee for rnailing costs. lf I ask for an
electronic copy of my protected health information. I understand that I mav be charged a fee for the
rnedia (CD. flash drive) on which my copy is stored and provided to me and for the labor costs associated
with making the copy. l f  I  ask to have information e-rrai led to me or another person, I  understand that
sending e-mai ls is not always secure, and I  agree that I  wi l l  not hold South Lake ENT & Audiology
responsible if the information e-rnailed is intercepted by'an unautlrorized third parry.

[ovER FOR STGNATUREI
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Signature of Patient or Representative Date

Print Name

Relat ionship of Representat ive to Pat ient (please describe Representat ive's authori ty to act on behalf  of
the Pat ient) :
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AUTHORIZATION FOR USE/DISCLOSURE OF
PROTECTED HEALTH INFORMATION

I  hereby authorize the use or disclosure of my individual ly ident i f iable health information as described

befow. I understand that this authorization is voluntary. I understand that if the organizalion authorized

to receive tfte information is not a health plan or health care provider. the released inforrnation may no

longer be protected by federal priracr regulations.

I  authorize South Lake ENT & Audiology to disclose the fol low' ing inforrnat ion from the medical

records of:

Pat ient  Natne:

Address:

Date of Birth:

Telephone: Pat ient Number:

Covering the period(s) of health care:
Frorrr

F-ror.n

lnfornrat ion to be disclosed:

D Cornplete health record(s).  includine al l  images (r-ra1,s.  photographs, etc.)

!  Conrplete l real th record(s).  ercludins al l  i rnages
OR
Select f ionr the fol lowing (chcck as rrar l \  as apply ') :

!  Discharge Surnr lan E Progrcss Notes

D History and Phrsical  Eranrinat ion D Laboratory Tests

I Consultation Reports D X-ray reports
tr  AIDS (Acquired Immunodefic iency S1'ndrorne) or HIV (Hurnarr Imrnunodef ic iency Virus)

infect ion
! Mental  health care or sen ices
tr  Pslchotherapr Notes
D Treatment fbr alcohol and/or drr.rg abuse
I Photographs. r  ideotapes. digi tal  or other images

E Other (please specif \ ' )

to

to

This information is to be disclosed to the fol lowing individual or ent i ty for t l re purpose of:

Name:

Address:

Puge 1

Rela t ionsh ip :
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Telephone:
T h e p a t i e n t t r e a d a n d i n i t i a l t h e f o l l o r v i n g S t a t e m e n t S :

a. I  understand that unless earl ier revoked. this authorizat ion rvi l l  expire on - l  l -  or on the

happening of
In i t ia ls :

b. I understand that I rnay revoke this authorization at any tirne by notifoing South Lake ENT &

Audiology in writing, but if I do it rvon't have any effect on any actions South Lake ENT &

Audio|ogy took before it received the revocation. Initials:

c. I understand that South Lake ENT & Audiology carlnot rnake tne sign this authorization as a

condition to receive treatrlent frorn South Lake ENT & Audiology except:

(i) rvhen South Lake ENT & Audiology provides me rvith research-related treatment: or

( i i )  when South Lake ENT & Audiolog,v provides me rvi th health care solely for the purpose of

creating protected lrealth informatiort for disclosure to someone else.

ln  i t ia ls :

South Lake ENT & Audiology its emplol'ees. officers. and physicians are hereby released from any

legal responsibi l i ty or l iabi l i ty for disclosure of thc abore infortnat ion to the extent indicated and

authorized herein.

(Form MUST be completed beJbre signing)

Signature of Pat icnt or Representat ive

Date

Print Name

Relat ionship of Represerrtat ive to Pat ierr t

Please describe the Represetrtat ive's authori ty to act on behalf  of  t l re Pat ient:

*YOU MAY REFUSE TO SIGI| THIS AUTHORIZATION*
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