Harbin Clinic - Authorization for the Release of Protected Health Information

Patient Name: ______________________________________________________Social Security Number (last 4 digits):_______________________
Previous Name, if applicable: __________________________________________________Date of Birth: __________________________________
Address: _________________________________________________City: _________________________ State: __________Zip ______________
Home Phone: _____________________________________Email: _________________________________________________________________
I authorize Harbin Clinic provider _______________________________________________to release my health information which may include treatment for drug abuse, child abuse, AIDS, alcoholism or mental illness.

Release the following information:
Complete Medical Record (Please specify dates of service): From: _____________________________ to: ___________________________
Partial Medical Record (Please specify, including dates) ___________________________________________________________________
I authorize the release of billing records for the same date of service/requested record_____________________________________________
Send health information to:
Name_____________________________________________________________________________________
Address:___________________________________________________________City:________________________________________________

State: _______________________ Zip _______________________________________________________________________________________
Phone Number: ________________________________________________Fax Number: ______________________________________________
Purpose of Disclosure
 Personal request;  Specialist Visit;  Travel Purposes;  Attorney;  Disability;

 Changing doctor; Other: ______________________________________________________________________________________________
Process For Release (Please allow at least five business days if picking up the record or two weeks if mailing)
 eDelivery via secure link sent to your email, provide Email address______________________________________________________________
 Mail to patient Mail to individual named above
Expiration Of Authorization (choose one)
*If I do not choose either of the two options below, this authorization will expire ninety (90) days from the date on which I signed this authorization.
 I understand that this authorization will automatically renew every 12 months unless I notify the Clinic in writing,

 I understand that this authorization will expire on ________________________(Insert expiration date or event) unless I request otherwise in writing.
Right To Revoke Authorization - I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this authorization, I must do so in writing and present my written revocation to the physician’s office indicated above.  I understand that the revocation will not apply to any health information that has already been released in response to this authorization.

Re-Disclosure - I understand that if my health information is disclosed to a party other than a health care provider, health plan or health care clearinghouse subject to the federal privacy regulations, my health information disclosed pursuant to this authorization may no longer be protected by the federal privacy regulations.

Fees - I understand that federal and state laws allow a fee to be charged for copying patient records and I will be responsible for the payment of such fees, if any are applied.  It is Harbin Clinic’s policy not to charge patients for copies of their medical records.
Refusal To Authorize Use And/Or Disclosure - If I have been asked to sign this form in order to authorize the disclosure of my health information for purposes related to worker’s compensation I understand that Harbin Clinic may decline to treat me if I refuse to sign this authorization only if: the treatment would be for the sole purpose of creating health information for disclosure to a third party (such as a workers compensation examination).

Release And Waiver - If the health information that I have requested to disclose contains any privileged psychiatric or psychological information related to the treatment of physical and/or mental illness, chemical dependency or alcohol abuse, or testing or treatment of any communicable or infectious disease such as acquired immunodeficiency syndrome (AIDS), Immunodeficiency Syndrome Related Complex (ARC), human immunodeficiency virus (HIV), Venereal Disease, Tuberculosis, or Hepatitis, I hereby waive any privilege concerning such information for the purpose(s) of releasing it to the party or parties authorized above. I also release Harbin Clinic, and their officers, managers, agents and employees from any and all liabilities, damages and claims, which might arise from the release of the above health information.
Signature of Patient (or Patient’s LEGAL Representative) _________________________________________ Date ______________
Description of Authority to Act for Patient ________________________________________________________________________
              Original to Patient’s Medical Record Number ___________________(reviewed/revised 09/07, 07/09, 04/12, 2/16, 06/19, 01/20, 09/20)
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