Lake Superior Community Health Center

AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION

I,
,  



,  







NAME OF PATIENT



DATE OF BIRTH


CHART NUMBER

Hereby Authorize:
 FORMCHECKBOX 
To Release Information:

 FORMCHECKBOX 
To Exchange
(Name and address of releasing facility)
(Name and address)

REASON:
EXTENT OF INFORMATION TO BE SENT:

(   )
Payment of Claim
(   )
Including All Dates of Treatment

(   )
Continuation of Care
(   )
Between the Dates of

to



(   )
Litigation
(   )
Only Record of Dr.






(   )
Other



TYPE OF INFORMATION TO BE RELEASED:

(   )
Physicians/Dental Notes

(   )
CD Treatment Recommendations
(   )
Psychiatric Evaluation

(   )
Treatment Plan
(   )
Psychiatric Notes

(   )
Admission/Intake Summary
(   )
Counselors/Psychotherapist Evaluation

(   )
Discharge Summary
(   )
Counselors/Psychotherapist Notes

(   )
Testing Report and Recommendation
(   )
Chemical Dependency Evaluation

(   )
Other (Please Specify)

Information relating to alcoholism and/or drug abuse, mental health/rehabilitation, HIV/AIDS will be released unless the appropriate box(es) is checked.

(   )
My records relating to the diagnosis and/or treatment for alcoholism and/or drug abuse or dependence may not be released to the recipient noted on the consent above. 

(   )
My records relating to the diagnosis and/or treatment concerning my mental health/rehabilitation may not be released to the recipient noted on consent above.

(   )
My records relating to the diagnosis and/or treatment for HIV/AIDS may not be released to the recipient noted on the consent above.

REDISCLOSURE NOTICE:  I understand that the information disclosed through this authorization may be redisclosed by the recipient and/or may be no longer protected by federal privacy standards.

YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATION:  

Right to receive a copy of the health information to be used or disclosed-I understand that I have the right to receive a copy of the health information I have authorized to be used or disclosed by this authorized form unless exceptions by State statute apply (2003 MN 144.335 1.c).

Right to receive a copy of this authorization - I understand that I will receive a copy of this authorization form upon my request.

Right to refuse to sign this authorization – I understand that I am under no obligation to sign this form.  Treatment, payment, enrollment in a health plan, or eligibility to obtain health care benefits cannot be denied based on my refusal to sign this authorization. (Exceptions: Certain care is done solely for the purpose of creating information to release to another party.  In these cases, care cannot be provided without authorizing disclosure.  Authorization is needed to release information to payers.  If I refuse to sign the authorization form for this purpose, I understand I may be responsible for paying the entire bill for services provided.

Right to revoke this authorization – I understand written notification is necessary to cancel this authorization.  To obtain on how to withdraw my authorization or to receive a copy of my withdrawal, I may contact the Health Center.  I am aware that my withdrawal will not affect releases of information that have already occurred subsequent to this authorization.


I understand that this authorization will remain in effect 1 year from the date of signature.  I understand that it may be revoked by me, in writing, at any time, but would not apply to any information already released in good faith.  I also understand that a photo copy or fax of this document is as valid as the original.
Signature or mark of patient, parent of minor, or legal guardian/estate representative
Date

Witness signature required if patient unable to sign but uses X or a mark


Date

IF PATIENT IS UNABLE TO SIGN, THE PERSON SIGNING THE AUTHORIZATION WILL BE REQUIRED TO SHOW PROOF OF GUARDIANSHIP, OR OTHER AUTHORITY AND RELATIONSHIP TO PATIENT ALLOWING HIM/HER TO AUTHORIZE THE RELEASE OF MEDICAL INFORMATION.  ALL PERTINENT SECTIONS OF THIS AUTHORIZATION MUST BE COMPLETED FOR THE RELEASE OF MEDICAL INFORMATION. INCOMPLETE AUTHORIZATIONS WILL NOT BE ACCEPTED.
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