AUTHORIZATION FORM FOR PATIENT RECORDS RELEASE

Section A: Must be completed for all authorizations

I hereby authorize the use and disclosure of my individually identifiable health information as described below. I understand that this authorizations is voluntary. Any health information disclosed pursuant to this authorization may be subject to redisclosure by the recipients and may no longer be protected by the Federal privacy regulation.

Patient name: _____________________________


SSN: ___________________________

Persons authorized to use or disclose my information:


Carolyn Hartl, Ph.D.

Persons/organizations who may receive my information:

________________________________________


Specific description of the information to be used or disclosed:

_____________________________________________________________________

Description of each purpose of the use or disclosure of my health information: )Note: if the release of information is requested by the patient, please insert “at the request of patient” here if the patient does not provide a statement of purpose).

_______________________________________________________________________

Section B: The patient or the patient’s representative must read the following statements:

I understand that this authorization will expire on ___________________.

I understand that I may refuse to sign this form and that my health care and the payment fo rmy health care will not be affected if I do not sign this form.

I understand I will get a copy of this form after I sign it.

I understand that I may revoke this authorization at any time by notifying Dr. Carolyn Hartl in writing, but if I do not, the revocation will not have any effect on the actions Dr. Hartl has already taken in reliance on this authorization.

________________________________________

______________________

Signature of patient





Date

(Note: This form MUST be completed before signing).

