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                         PATIENT AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

  Patient Name: _____________________________________ Date of Birth: ______________________

  I authorize the use or disclose of my health information to be released from the following:
               
               Name:_______________________________________________________________
               Address: _____________________________________________________________
                              _____________________________________________________________ 
               Phone: _____________________________Fax: ______________________________

   I authorize the following health information to be released to Community Primary Care and I understand                    that their office is compliant with the HIPPA privacy regulations set on April 15, 2003.

               (  ) Entire Chart
               (  ) Test Results: ______________________ Dates:  ___________________
               (  ) Other: _____________________________________________________

    I understand that the information in my health record may include information relating to sexually    transmitted disease, human immunodeficiency virus (HIV) or acquired immunodeficiency syndrome (AIDS). It may also include information about behavioral or mental health services and treatment for alcohol and/or drug abuse. I give specific authorization for these records to be released. 

    I understand I have the right to revoke this authorization at any time. I understand that if I revoke this   request I must do so in writing and present my written revocation to the medical records department. I understand the revocation will not apply to my insurance company when the law provides my insurer with   the right to contest a claim under my policy.

     I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I need not sign this form in order to assure treatment. I understand any disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may not be information, I may contact Community Primary Care.


_______________________________________                             ____________________________
(Signature of Patient or Legal Guardian)                                                             (Date)

_______________________________________
(If Guardian Relationship to Patient)




