AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Per ORS 192.518 – 192.549

**THIS AUTHORIZATION MUST BE WRITTEN, COMPLETE, DATED AND SIGNED BY THE PATIENT OR BY A PERSON AUTHORIZED BY LAW TO GIVE AUTHORIZATION**

INCOMPLETE FORMS WILL BE RETURNED TO THE REQUESTING INDIVIDUAL/ENTITY FOR COMPLETION
I authorize:    __________________________ 

       __________________________

            ________________________


To release a copy of the protected health information for: ______________________________          _________________






          Name of patient


DOB





           _____________________________






           Social Security Number

To: UCAN Head Start
      511 W Umpqua St. 

      Roseburg, OR 97470
      541-673-3236 Fax

      541-673-6306 Phone
The information will be used on my behalf for the following purpose: (check all that apply)
_____Continuity of Care
_____ Reciprocal
     
Other: Health and/or Dental Status determination for Preschool
By initialing the spaces below, I specifically authorize the release of the following records, if such records exist:

_____ Dental Exam most recent

_____ Diagnostic imaging reports                    _____Vision exam notes
_____ Clinician office progress notes

_____ Laboratory reports                                 _____ Hearing exam notes                    
_____ Pathology reports


_____ Education notes
_____ Hospital records






____   Most recent Well Child Check, recent labs or follow-up treatment following the WCC if applicable, dental exam if applicable
Dates of service from: most recent 
If the information to be disclosed containing any of the types of records or information listed below, additional laws relating to the use and disclosure of the information may apply.  I understand and agree that this information will be disclosed if I place my initials in the applicable space next to the type of information.  *** This section should only be initialed if this information is being requested******
_____
HIV/AIDS information

_____
Mental health information (including diagnosis and medication management)

_____
Genetic testing information

_____
Drug/alcohol diagnosis, treatment and/or referral information

I understand that the information used or disclosed pursuant to this authorization may be subject to re-disclosure and no longer be protected under federal law.  However, I also understand that federal or state law may restrict re-disclosure of HIV/AIDS information, mental health information, genetic testing information and drug/alcohol diagnosis, treatment or referral information.

You do not need 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 the disclosure.

You may revoke this authorization in writing 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 written authorization.  The only exception is when a covered entity has taken action in reliance on the authorization or the authorization was obtained as a condition of obtaining insurance coverage.

I have read this authorization and I understand it.  Unless revoked this authorization is good for 1 year from date of signature.  

By: _______________________________________
_________________

Signature of parent or representative   

Date
__________________________________________

                Printed Name of signer

Description of patient’s representative’s authority: __________________________________________________

