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AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION
Patient Name: _ Health Record Number: M
Date of Birth: / / Other:

Completion of this document authorizes the disclosure and/or use of individually identifiable health
information, as sct forth below, consistent with California and Federal law conceming the privacy of such
information. Failure to provide all information requested may invalidate this Authorization.

USE AND DISCLOSURE OF HEALTH INFORMATION

I hereby authorize the use or disclosure of the above named individual’s health information as follows:
1. Persons/Organizations authorized to use or disclose the information:' O Alameda Hospital

Q Other:
2. Persons/Organizations authorized to receive and use the information: O Alameda Hospital

Q Other:
3. Purpose of requested use or disclosure:?

4. This Authorization applies to the following information to be used or disclosed:’

Dates of Service:

Q Discharge Summary Q History and Physical Q Consultation

O Surgery Report Q OP Surgery Report U Pathology Report O Pathology Slides
Q Rehab Services from (date) to (date)

Q) Laboratory results from (date) to (date)

O X-Ray/imaging reports  from (date) - to {date)

Q Cardiology Reports from (date) to (date)

U Minimum necessary record set: (includes discharge summary, history and physical, consultations,
physician progress notes, laboratory tests, available diagnostic testing such as radiology, nuclear
medicine, cardiology, vascular medicine).

Q Other (including dates):
Q Entire record: from (date) to (date)

[ EXPIRATION

5. This Authorization expires:*

[Insert date]
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I'understand I may refuse to sign this Authorization :

I have the right to revoke this authorization at any time, My revocation must be in writing, signed by me or
on my behalf, and delivered to the following address: Alameda Hospital, Health Information Management,

2070 Clinton Avenue, Alameda, CA 94501. I understand the revocation will be effective immediately, but

* Ibavea right to receive a copy of this authorization

* Neither treatment, payment, enrollment or eligibility.for benefits will be conditioned on my providing or
refusing to provide this authorization.® ' ' ‘

* Information disclosed pursisant fo this authorization conld be re-disciosed by the recipient and might no
longer be protected by federal confidentiality law (HIPAA). However, California law prohibits the person
receiving my health information from making further disclosure of it unless another authorization for such

[SIGNATURE ]

6. Date: Time: a.m./p.m.

Wizm/reprerzmawspma/ﬁmcially responsible party)
8. If signed by someone other than the patient, state your legal relationship to the patient:’

' If the Authorization is being requested by the entity holding the information, this entity is the Requestor,

? The statement “a the request of the individual” js & sufficient description of the purpose when the individual initiates the authorization and does
not, or elects not fo, provide a statement of the purpose.

* This form may not be used to release both psychotherapy notes and other types of health information (sse 45 CFR 164.508(03)(it)). If this form is
uged to authorize the relegse of psychotherapy notes, a separate form must be used o authorize release of any other health information,

* I authorization is for use or disclosure of PHI for research, including the creation and maintenance of a research database or repository, the
Statcment “end of research study,” "none” or similar language is sufficient,

¥ Undec HIPAA, the individual must be provided with a copy of the authorization when it has been requested by a covered entity for its own uses
and disclosures (som 45 CFR 164.508(d)(), (e)(2)).
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