ST CHARLES FAMILY CARE - REDMOND
211 N.W. LARCH

REDMOND, OR 97756

PHONE: 541-548-2164  FAX: 541-548-0534

AUTHORIZATION TO USE/DISCLOSE PROTECTED HEALTH INFORMATION
Name of Patient: «FirstName» «MiddleInitial» «LastName»  DOB:  «DOB»
I hereby Consent and Authorize St Charles Family Care - Redmond to:
CHECK AT LEAST ONE   ____Send a copy of my specific health information to person or organization named below



                           ____Receive a copy of specific health information from person or organization named below



                           ____Orally exchange specific health information with person or organization named below
CONSISTING OF              _____ Medical Record
_____Appointment Information
_____Billing Information
(Check all that apply)
        _____ All    

_____ Other _____________________________________________
 

      Specific dates of information, billing, etc________________________________________
To/From
Name: __________________________________________________________________



Address:_________________________________________________________________



City/State/Zip:____________________________________________________________



Phone/Fax Number:________________________________________________________

FOR THE PURPOSE OF: (describe purpose of disclosure)  ⁭Continuing Care; ⁭ Other (describe below)


Other:__________________________________________________________________


**** The following must be initialed in order for it to be included in your report****
If the information to be disclosed contains any of the types of records or information listed below, the laws relating to this information may apply, I understand that this information will be disclosed if I place my initials in the applicable space next to the type of information;
_______ HIV/AIDS information

_______ Mental Health information

_______ Genetic Testing information

_______ Drug/alcohol diagnosis, treatment, referral information
I understand that the information used or disclosed pursuant to this authorization may be subject to redisclosure and would no longer be protected under federal law. However, I also understand that federal or state law may restrict redisclosure of HIV/Aids information, mental health information, genetic testing information and drug/alcohol diagnosis, treatment, or referral information. 
Provider Information: You are not required to sign this authorization. Refusal to sign the authorization will not adversely affect your ability to receive health care services or reimbursement for services. The only circumstance when refusal to sign means you will not receive health care services is if the health care services are solely for the purpose of providing health information to someone else and the authorization is necessary to make that disclosure. 
You may revoke this authorization at any time. If you revoke your authorization, the information described above may no longer be used or disclosed for the purposes described in this authorization form. Any use or disclosure already made with your permission cannot be undone. To revoke this authorization please send a written statement to Jill Dubisar Clinic Administrator, at St Charles Family Care - Redmond, 211 NW Larch Avenue, Redmond, OR 97756. Verbal revoking of authorizations will not be accepted.

I have read this authorization and I understand it.____________________________ Date:__________






(Signature) individual or authorized representative
Description of personal representative authority:____________________________________________
Unless revoked this authorization will expire in one year from date signed.
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