Authorization To Use And Disclose Protected Health Information


I authorize _______________________________________________ (Write the Name of organization or person who will release your health information) to send a copy of the specific health information described below regarding this person:

____________________________________(Write the Name of the person whose information is being released.)

The information to be disclosed and released is: _____________________________________________________________________________________________
_____________________________________________________________________________________________

Send this information to (Name and Address or Fax):      
  The rheumatology clinic: William P Maier MD PC, 633 E 11th Ave, Eugene Oregon 97401                                
FAX (541) 345-2821   TEL (541) 434-5585

 Another clinic or provider or agency: _______________________________________________________________                   

Because:  ____________________________________________________________________________________
_____________________________________________________________________________________________

If the information contains any of the information listed below, I MUST put my initials in the space next to the special type of information I agree to release.

___HIV/AIDS information

___Mental Health Information

___Genetic Testing Information

___Drug/Alcohol diagnosis, treatment or referral information

I understand that the information used or disclosed by this authorization may be subject to re-disclosure and no longer protected under federal law.  However I also understand that federal or state law may restrict re-disclosure of HIV/AIDS information, mental health information, genetic testing information and drug/alcohol diagnosis, treatment or referral information.

You may revoke or cancel this authorization in writing at any time.  To revoke this authorization, send a written statement to the recipient of this authorization.
I have read this authorization and I understand it.  If it expires, enter the date here: _____________________
_____________________________________________________________________________________Signature (person; or the representative)                                   Date

Description of the personal representative’s authority: ________________________________________
