AUTHORIZATION FOR USE AND/OR DISCLOSURE
OF MEMBER/PATIENT HEALTH INFORMATION
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Thereby authorize

NAME OF DI PARTY

ADDRESS

337 STATE i)
to disclose to

NAME OF RECEIVING PARTY 484 Jot Street

A Sebastopol, CA 95472

oy STATE r
records and information pertaining to
NAME OF PATIENT (LIST OTHER NAMES USED) NEDICAL RECGRD NUMBER  DATE OF RIRTH
ADORESS T THELEPHONE NUMBER
DURATION: This authorization shall become effective immediately and shall remain in effect until

or for one year from the dats of signature.

DATE

REVOCATION: This authorization is also subject to written revocation by the undersigned at any time between now and the disclosure of
‘nformation by the disclosing party. My written revocation will be effective upon roceipt, but will not be effective to the
extent that the requestor or others have acted in reliance upon this authorization.

REDISCLOSURE: T understand that the requester may not lawfully further use or disclose the health information unless another authorization is
ommmmm«mmmmmdhdmkspedﬂmuqu@ad«paﬁmdbth.

SPECIFY: Check the box and initial to specify which type of information is to be disclosed.
RECORDS: [ MEDICAL INFORMATION [IPSYCHIATRIC INFORMATION
SIGRATORE DATE
A [J DRUG/ALCOHOL INFORMATION [0 RESULTS OF AN HIV BLOOD TEST
STGNATURE DATE SIGNATURE DATE

[ OTHER HEALTH INFORMATION______ (specify below)
Specify the records to be disclosed:

The requester may use the health information authorized on this form for the following purposss only:

This authorization is in compliance with the Heelth insurance Portabiity and Acoountability Act (HIPAA) for authorizations for uses and disclosures.



AUTHORIZATION FOR USE AND/OR DISCLOSURE
OF MEMBER/PATIENT HEALTH INFORMATION

Neither treatment, payment, enrollment, nor eligibility of benefits will be conditioned on my providing or refusing to provide this authorization.

T hereby authorize el Hhis cecthen b\o..!\.k

NAME OF DI PARTY | ‘

to disclose to

oy STATE o
records and information ining to
NAME OF FATIENT (LIST NAMES USED) Tm‘guié‘w DATE OF

DURATION: This authgrizatjon shall become effective immediately and shall remain in effel
or for one year from the date of signature,

DA

REVOCATION: This authorization is also subject to written
information by the disclosing party. My
extent that the requestor or others
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SPECIFY: type of information is to be disclosed.
RECORDS: E@svcm«mc INFORMATION
\\
DATE
[T RESULTS OF AN HIV BLOOD TEST
“BATE
] OTHER HEALTH INFORMATION (specify below)
Specify the records to be disclosed:
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The requester may use the health information authorized on this form for the following purposes only:

—
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This authorization is in compliance with the Heelth insurance Portabiity end Accountability Act (HIPAA) for authorizations for uses and disclosures.
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