Authorization to Use and/or Disclose Protected Health Information

I authorize the use and/or disclosure of my health information as described below.

1. Patient Name





 Date of Birth



    
Medical Record Number




 Phone Number




2. Health Care Provider authorized to use and/or disclose the health information:

Center for Orthopaedic Surgery & Sports Medicine  DBA: my OrthoTeam.com, LLC
3. Person(s) or class of persons authorized to receive the health information: ___________________________________                    
Address:  __________________________________________________________________________________________

Dates of care related to the health information authorized for use and/or disclosure:

Start Date




  End Date





4. Health Information to be used and/or disclosed under this authorization:


 FORMCHECKBOX 
  Complete Health Record
 FORMCHECKBOX 
 History & Physical Examination
 FORMCHECKBOX 
 Operative Report



 FORMCHECKBOX 
  Consultation Reports
 FORMCHECKBOX 
 Immunization Record
 FORMCHECKBOX 
 Photographs, videotapes, images

 FORMCHECKBOX 
  Discharge Summary
 FORMCHECKBOX 
 List of Allergies

 FORMCHECKBOX 
 Progress Notes

 FORMCHECKBOX 
 PT Notes



 FORMCHECKBOX 
  Emergency Room Record
 FORMCHECKBOX 
 Medication List

 FORMCHECKBOX 
 X-ray Reports

 FORMCHECKBOX 
 MRI Films


 FORMCHECKBOX 
  Other (please specify) 








   
5. Information that may not be included in above use/disclosure unless specifically indicated otherwise: 

 FORMCHECKBOX 
  Release any AIDS or HIV test results




 FORMCHECKBOX 
  Release any records of psychiatric care



 FORMCHECKBOX 
  Release any records of alcohol/substance abuse treatment



 FORMCHECKBOX 
  Other: _____________________________________________________________________________________   
6. Purpose of the authorized use and/or disclosure:  _______________________________________________________                                                                                    
7. Expiration of Authorization:  I understand that I may withdraw my authorization at any time except to the extent that action has been taken in reliance on this statement.  If I choose to withdraw my authorization, I will do so in writing and address the revocation to the Privacy Officer at 8141 S. Emerson Ave. Suite A Indianapolis, IN 46237.  I understand that even if I do not withdraw consent that this statement shall expire in 3 months.
                   

8. Remuneration from the use and/or disclosure of health information:  If the Provider requests the authorization, complete the following:


 FORMCHECKBOX 
  The Provider will not receive a monetary benefit from the use of the Patient’s information


 FORMCHECKBOX 
  The Provider will receive a monetary benefit from the use of the Patient’s information


 FORMCHECKBOX 
  Not applicable
9. I understand that if the person or entity that receives the information is not a health care provider or health plan covered by federal privacy regulations, the information described above may be re-disclosed and no longer protected by privacy regulations.
10. I understand that The Provider may not condition treatment on whether I sign the authorization, unless the treatment is related to research or has been created solely for disclosure to a third party and an authorization is required to disclose to that third party.
11. I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment.  I may inspect and/or copy any health information used and/or disclosed under this authorization pursuant to 45 CFR 164.524.
12. I understand I may review The Provider’s Notice of Privacy Practices for a complete listing of patient rights.
13. Personal Representative:  If it is necessary for a personal representative to sign and date this authorization due to lack of capacity of the patient, including minority, interdiction or any other legal reason, indicate below how the person signing as personal representative has authority to do so.

 FORMCHECKBOX 
  The judicially appointed tutor or curator of the Patient, if one has been appointed.

 FORMCHECKBOX 
  An agent acting pursuant to a valid mandate, specifically authorizing the agent to make health care decisions

 FORMCHECKBOX 
  The Patient’s spouse not judicially separated.

 FORMCHECKBOX 
  An adult child of the Patient.

 FORMCHECKBOX 
  Any parent, whether adult or minor, for his minor child.

 FORMCHECKBOX 
  The Patient’s sibling.

 FORMCHECKBOX 
  The Patient’s other ascendants or descendants.

 FORMCHECKBOX 
  Any person temporarily standing in loco parentis, whether formally serving or not, for the minor under his care and any guardian for his ward.

 FORMCHECKBOX 
  Other (please specify):  ___________________________________________________________

14. In compliance with the State of Indiana there is a record processing and duplication fee that is required to be paid at the time of records pick-up or may be billed to you by an outside agency.

Patient Signature: ___________________________________________________ Date_____________________________

Printed Name:________________________________________________
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