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Authorization to Use or Disclose Protected Health Information


Patient’s Name: ___________________________________________________________________________________________

Medical Record #: ______________________________ Account#: _____________________________________________

Date of Birth: ___________________________________ Date of Service: ________________________________________

1. The following individual(s) or organizations are authorized to make the use or disclosure: 

______________________________________________________________________________________________________________
2. The information to be used or disclosed is as follows:
______________________________________________________________________________________________________________



3. I understand that the information in my health record may include information related to sexually transmitted diseases, acquired immunodeficiency syndrome, or human immunodeficiency syndrome. It may also include information about behavioral or mental health services, treatment for alcohol and drug abuse, or serious communicable diseases as defined by the Department of Public Health Rules including Hepatitis B, Venereal disease, and Tuberculosis.
4. The information identified above may be used by or disclosed to the following individual(s) or organization(s):
Name:      __________________________________________________________________________________________________
Address: __________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________

5. This information that I am authorizing will be used for the following purposes:
6. I understand that I have the right to revoke this authorization at any time.  I understand that this authorization will expire one year from the date of which it was signed unless otherwise specified.
7. I understand that once the information is disclosed, it may be redisclosed by the recipient and the information may not be protected by federal privacy laws or regulations, although, such use/disclosure may be subject to other Michigan and federal laws. 
8. I need not sign this form as a condition of receiving health care treatment. 


____________________________________________   ________________________________________________  _____________________
 Signature of Patient   			Signature of Witness       			Date
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