Fast Jefferson Family Practice

AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEAT TH INFORMATION

Patient Name:

Patient's Date of Birth:

Patient's SSN:

T3 Torecsive from [LJ To release to:

Name;

Address:

Phone: Pax:

T authorizo the releage of any records in regards to!

. Complete Medical Records .. Medication List

___LabReports __Radiology Repuoits

—____ Operative Reports/Notes woee Suibstanco Abuse/Drug Related Records
Othet: .

For Dates of Service:

1 anthorize the release of HIV resuits, I understand I am authorized by law to allow or to refuse the release of HIV Test Results, I
understand that the person(s) listed above will be notificd that I must give specific written permission before disclosure of these test

results to anyons!

3 Iauthorize the release of HIV test vesults
3 Idonot authorize the reloase of HIV test resulis

o Tunderstand that this authorization will expire on
Tunderstand that I may revoke this authorization (except to the action was already taken in rellance on this signed

suthorization).

Tunderstand that I can refuse to sign this authorization and that my refusal will not affect my ability to obtain freatment,

payreent or my eligibility for benefits.

o I may inspect or copy any information vsed or disclosed under this agreement.

o lunderstand that if the person or organization that receives the information is not a health care provider plan covered by
federal privacy regulations, the information describe above may be re-disclosed and wonid no longer be protected by these

regulations.

Signature of Patient/ Representative Date:
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