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Authorization for Release of Protected Health Information TC \l2 "
 TC \l2 "
Name: _______________________________

Date of Birth: __________________________

Address:_____________________________

Phone Number: ________________________

________________________________

Social Security No: ______________________

I authorize the use or disclosure of my protected health information by ___________________

                                                                                                    , as specified below.  I understand that 


(Name of agency from whom records are being requested)

signing this authorization is voluntary and that  _____________________________________________




 



(Name of agency from whom records are being requested) 

may not require me to sign this authorization before it provides me with treatment.  I understand that I have the right to revoke this authorization at any time by providing a signed, written notice of such revocation to _______________________________________.  I understand that a description of my right to revoke
(Name of agency from whom records are being requested)  

my authorization is set forth in the Notice of Privacy Practices of __________________________________.

(Name of agency from whom records are being requested)

I understand that the information released pursuant to this authorization may no longer be protected by law or regulation and may be redisclosed by the recipient.

1.a.
Please use or disclose the following health information, if such information exists:

       
The entire medical record (all information maintained by 

____________________________________)

 (Name of agency from whom records are being requested)

or

      
The following limited health information

____________________________________________________________________________________________________________________________________________

1.b.
_________________________________________ cannot use or disclose certain information

(Name of agency from whom records are being requested)

unless you specifically authorize such use or disclosure.  Please initial next to each item below if you specifically authorize the release of health information relating to the testing, diagnosis or treatment for:

____
Drug and alcohol abuse

____
Mental health/psychiatric disorders

2.
Please specify the time period during which you wish the information described above to be disclosed:

____
All information maintained at any time by ____________________________________








(Name of agency from whom records are being requested)

or

        
From:        /       /       

To:        /       /       

3. 
I authorize the release and use of the above information to and by 

Center for Children's Advocacy, Inc.

University of Connecticut School of Law

65 Elizabeth Street

Hartford, CT  06105
4. 
I am requesting the release of my confidential health information to the Center for Children's Advocacy, Inc. for purposes of legal representation.

5. 
Unless revoked earlier, this authorization will expire one year from the date that it is signed.

By signing below, I understand and acknowledge the following:

a. 
I have read and understand this Authorization;

b. 
I am  authorizing________________________________________________________




(Name of agency from whom records are being requested)

to use or disclose the health information to the Center for Children's Advocacy, Inc. for the purpose identified in this authorization; and

c. 
If I have any questions about disclosure of my protected health information pursuant to this authorization, I may contact the HIPPA Coordinator at: _____________________________________________



(Name of agency from whom records are being requested)


A photocopy of this release or one sent via telefacsimile is as valid as one with an original signature. 

__________________________________________

Print Name of Individual or Personal Representative

__________________________________________

_________________

Signature of Individual or Personal Representative


Date

If signed by the individual’s personal representative, describe the legal authority of the representative to act on behalf of the individual: ______________________________
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