
Peninsula, A Division of Parkwest Medical Center

Authorization to Release Protected Health Information

I, 
, hereby authorize  FORMCHECKBOX 
 Peninsula Hospital  FORMCHECKBOX 
 Peninsula Village

 FORMCHECKBOX 
 Peninsula Outpatient Services, please specify which Clinic/Service: 


 FORMCHECKBOX 
 Other, specify: 

to disclose health information regarding the following patient:

Patient Name:

Date of Birth: 


Address:

Social Security No.:


Phone:

Date of Death: 


The information is to be disclosed to the following persons or organizations:  


The purpose of the use or disclosure is:   FORMCHECKBOX 
 at the request of the patient;  FORMCHECKBOX 
 coordination of care;  FORMCHECKBOX 
 other, 

(specify)

Information to be Disclosed. The information to be disclosed includes only those items checked below, for the 

following dates of service 
 or on or around 
.


 FORMCHECKBOX 
 Entire medical record
 FORMCHECKBOX 
 Annual Update
 FORMCHECKBOX 
 Discharge Summary


 FORMCHECKBOX 
 Admission Medical Assessment
 FORMCHECKBOX 
 Intake Assessments
 FORMCHECKBOX 
 Treatment Plan

 FORMCHECKBOX 
 Psycho-Social Assessment (if applicable)
 FORMCHECKBOX 
 Lab Results (if performed)
 FORMCHECKBOX 
 X-ray results (if performed)

 FORMCHECKBOX 
 Medication Administration Records
 FORMCHECKBOX 
 Billing/Payment Records (specify)
 FORMCHECKBOX 
 verbal communication

 FORMCHECKBOX 
 Other (specify):

PSYCHOTHERAPY NOTES MUST BE REQUESTED ON A SEPARATE RELEASE

Revocation.  I understand that I may revoke this authorization at any time by sending a written notice to the specific Peninsula facility.  However, the revocation will not have any effect on any uses or disclosures the Peninsula facility may have made before the revocation was received.

Expiration.  I understand that unless I specify an expiration date or revoke the authorization earlier, this authorization will automatically expire six (6) calendar months after the date this authorization is signed.  Specify Expiration Date:  
.

Redisclosure. I understand that information used or disclosed in accordance with this authorization may no longer be protected by federal law, and could be redisclosed by the receiving party.  However, if the information contains reference to diagnosis, history, treatment, or rehabilitation for substance abuse, then federal law may prohibit the receiving party from re-disclosure without my consent.

Refusal to Sign. I understand that I may refuse to sign this Authorization and that the Peninsula facility will not condition treatment on whether I sign this Authorization. 

Certification. I certify that I am (check whichever applies):


 FORMCHECKBOX 

the patient, 16 years or older, and the identification that I have provided is true and correct.

 FORMCHECKBOX 

the patient’s authorized representative, and that the identification and proof of authority that I have provided are true and correct. My relationship to the patient is that of:  
.

 FORMCHECKBOX 

the attorney in fact under a power of attorney who has the right to make disclosures under the power

 FORMCHECKBOX 

the patient’s guardian ad-litem for the purposes of the litigation in which the guardian ad-litem serves.


 FORMCHECKBOX 

the treatment review committee for a patient who has been involuntarily committed.

 FORMCHECKBOX 

the executor, administrator or personal representative on behalf of a deceased patient.  (You must include the documents that furnish proof of authority.)

Signed this 
 day of 
, 20
.

Patient Signature:


Witness:


Authorized

Representative Signature:  

Print Name:


Print Name:


Phone:


Address:


Phone:


Chart No:
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