






HIPAA AUTHORIZATION FORM

Patient’s Full Name Patient’s Social Security Number/Medical Record Number

Address Patient’s Date of Birth

City, State Zip Code Patient’s Telephone Number

I hereby authorize use or disclosure of protected health information about me as described below.
1. The following person(s) may receive disclosure of protected health information about me:

Name/ Relationship

Name/ Relationship

Name/ Relationship

2. The specific information that should be disclosed is ( Please circle ALL that apply) :

Appointment information Medical information (Diagnosis/ Treatment Plan) Billing information

UNLESS YOU SIGN HERE, NO INFORMATION ABOUT ALCOHOL/SUBSTANCE ABUSE, HIV/AIDS, OR MENTAL HEALTH
WILL BE DISCLOSED:
YES, DISCLOSE THIS INFORMATION *______________________________________________

NO, DO NOT DISCLOSE THIS INFORMATION * _______________________________________

___________________________________________ _______________________________ ___________________________________
Signature of Individual* Date of Individual’s Signature Date of Birth or

Social Security Number
OR, if applicable –

_______________________________________ _______________________________ ___________________________________
Signature of Guardian* or

Personal Representative of Patient’s Estate
Date of Guardian’s/Personal
Representative’s Signature

Description of Authority to Act
for the Individual

Please initial on either YES or NO line if you would like a copy of this form:
YES _______ NO ______

Official Use Only

Processed By Date Time
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