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Authorization to Obtain or Disclose Protected Health Information
Thisform must be complete iii orderJbr ivquest to beJiq’fihled

Patient name: Date of birth:

Previous name (if applicable): Last 4 digits of SSN:

University ID: Phone:

MEDICAL

o ALL my health information

O ONLY my health information as specified below

O Chart Notes

O Immunizations

O Lab Results

O Sexual Health Gyn, STI Tests &Treatment~

o Medical Mental Health Fvaluation & Treatment

O Other:__________________________________

Select One: Disclose Health Information TO Holistic

Name (or title) and organization:

Address: City:

State: Zip: Phone:_______________________________ Fax:

This authorization is valid until date specified or 1 year unless revoked in writing:

\[i personal records Sharing with other health care providers Ocher (please describe)

My ~ghts
I understand that whin I revoke this authonzation, it is nor effective to the extent that LI IS has already relied on the use or disclosure of the protected health infonnarion. I
understand the protected health information released pursuant to this authorization might be re disclosed by the pam- who receives that information and may no longer lae
protected by federal or state law. UI-IS will not base my treannent or payment on ‘vlictlier I provide an authonzation for the requested use or disclosure, unless the provision of

health care is solely for the purpose of creating protected health information for disclosure to a third pan. I understand chat I have a nght to refuse to sigil this authorization.
l’o revoke this authorization, please submit a reqLicst in wncing to the L 115 privacy officer. If von ha’ e an~ qotstions concerning this fonm please phone (20~ 426-1459.

Specific Authorization: i understand that my health information to be released NI \\ l\Cl_ DL information that is related to sexually transmitted discase. acquired

immunodeficicncy syndrome \IDS , r human nninunodeficienc~ mis Nfl , behavioral or menial health senicet, and or treatment for alcohr,l and or drng ibuse. \h

signature below authorize-. a-lease of - U cli inf nnation, unless I havc indicated othenvise

Patient Signature Date of Request

Office Use Only

Holistic Care & Recovery
315 Doris Drive

0 Progress Notes

COUNSELING

C Testing Summary

0 Summary Letter

0 AODA Information

0 Other:

Request Health Information FROM

Other date of expiration Qf desired): _____________________________________________

This information for which I’m authorizing disclosure will be used for the following purpose:

Date Completed By pnnt name C \[ailed 0 Ined 0 l’atient Pick Up 0 Orhcr~

Revised Mareh 2014 \IMD Lakeland, FL 33813


