AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Developed for Texas Health & Satety Code § 181.154(d}
atlacive June 2013

Please read this entire form before signing and compiete ali the NAME OF PATIENT OR INDIVIDUAL

sactions that apply to your decisions relating to the disclosure

of protected health information. Covered entites as thal term i

dafined by HIPAA and Texas Health & Salety Code § 181001 must  To ) First T iaadie
oosin a signed authorization from the indnidual or the individual's

Ingaly muthorized representative 10 elactronically Gisciose that indi- OTHER NAME(S)USED oS
vidual's pratected health information. Authorization = not requred for DATE OF BIRTH Month Day Your
disclosures related o treatment, paymant, health care operations, ADDRESS }
periorming carlan insurance funclions. or as may be otherwise au- e
lhovizodbylaw.CovendmijumaymemisfoﬂnormotMr - - .
form that complies with HIPAA, the Texas Medical Privacy Act. and  CITY R STATE __ ZIP
other applicabie laws. Individuals cannot be densed treatmant bases

on a fadure to sign this austhorization form, and a refusal 1o sign ths e ). ALT. ‘PHONE | ) —

form will not affect the payment. enroliment, or eligibdity for benefits.  EMAIL ADDRESS (Opticaial). 2 TR I ey P S

1 AUTHORIZE THE FOLLOWING TO DISCLOSE THE INDIVIDUAL'S PROTECTED HEALTH REASON FOR DISCLOSURE
INFORMATION: (Choose oniy one option below)

Persen/Organization Name e e —— ot - L O Treaiment/Continuing Medical Care

gddrcss i ST - o e 0 Personal Use
e — - - State - 2dpCode _____._. (O Bilingor Claims

e PR, T Sy T ) N )b ISR AR AR ,m,im

WHO CAN RECEIVE AND USE THE HEALTH INFORMATION? O Legal Purposes

Person/Organization Name e e A ez O Disability Determination

Address P =Y o 2 T O School

Aty ] e St ZipCode O Employment

Phone {_____ ) i N b AT SR & Bt W T )IE  SRCENAR O e

WHAT INFORMATION CAN BE DISCLOSED? Cormplete the following Dy indicating thase ilems that you want dsclosed. The signature of a mnor
patient is required for the release of some of these tems. i all health nfarmavon is 1o be released, then check only the first bax.

3 Al health information 0 Hilory/Physical Exam O Past/Present Medications < o 23 Lab Resulls
0 Physician's Orders O Patien Allergies 0 Operation Reports O Consultation Reports
% Progress Notes T Discharge Summasy 1 Diagnostic Test Reponts 0 EXG/Cardiciogy Reparts
3 Pashalogy Reponts O Bifing Information T Radology Reports & Images o Rl AR
Your initials are required to release the following information:
_Mental Health Records {excluding psychotherapy notes) _____Ganetic information (including Gengiic Test Resulis)
Drug, Alcohol, or Substance Abuse Recorés _ -. ___ HIV/AIDS Test Resulis/Trealment

EEEECTIVE TIME PERIOD. This authonization is valid unsi the eardfier of the occurrence of the death of the individual, the ndividual reach-
ing the age of majority: or permission is withdrawn; or the following specific cate (optional): Month Day _ Year __ ——

RIGHT TO REVOKE: | understand that 1 can withdravw my permission at any fime Dy giving wrillen notice stating my intent to revoke this au-
ihadzation to the person or organizatien nemed under “WHO CAN RECEIVE AND USE THE HEALTH INFORMATION." | understand that
pror actions taken in refiance on this authorizalion by entities that had parmiss:on 1o access my health nformation will not be aflectad.

SIGNATURE AUTHORIZATION: | have read this form and agreée to the uses and dsclosures of the information as descnbed. | un-
derstand that refusing 1o sign this form does not siop disclosure of health information that has cccwred peior 1o revocation or that
is otherwise pemmitied by law wahout my specilic authorization of parmission, inciuding disclosures io covered entilies as pravig-
od by Texas Health & Safety Code § 181.154{c} andior 45 CFR. § 164.502(2)(1). | understand that niormation disciosed pursu-
ant 10 this authorization may be subject o re-disciosure by the recipient and may no longer be prolecied Dy federal or slale privacy laws.

SIGNATURE X____ S 5 S S K- et
Signature of Individual or Individual's Legally Authorized Representative DATE

Printed Name of Legally Authorized Representative f appscable): ___ =

1l representative, specify relationship 10 the individual: T Parent of mmor O Guardan IR, 1 R G D e e Sl O T O

A minor individual's signature is requiced for the releasa of cestain lypes of information, including for example, the reisase of information reiated to cer-
tain types of reproductive care, sexually transmitted diseases, and drug, alechol or substance abuse. and mental health reatment (See, e.g., Tex, Fam.
Code § 32.005)

SIGNATURE X __

Signature of Minor Individual ; B ' DATE
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