
AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED
HEALTH INFORMATION

I hereby authorize -----------------------------Name ofDisc1osing Party -

Duration: This authorization shall become effective immediately and shall remain in effect for one year
from the date of signature unless a different date is specified here _

Revocation: This authorization is also subject to written revQcation by the patient at any time. The written
revocation will be effective upon receipt, except to the extent that the disclosing party or
others have acted in reliance upon this authorization.

Redisclosure: I understand that the recipient may not lawfully further use or disclose the health information
unless another authorization is obtained from me or unless such use or disclosure is
specifically required or permitted by law.

Specify records: _Medical records. _Drug/Alcohol Abuse. Mental Health Records HN results
Other health infoill1ation: _ _ ~

I voluntarily sign this authorization, and I understand that my health care will not be affected if I do not sign -
this form.


