AUTHORIZATION TO DISCLOSE HEALTH INFORMATION
Name _______________________________​​​_________ Social Security # _______________________________

1. I authorize Hamby and Hamby Family Medical Clinic the use or disclosure of the above named individual’s entire health information as described below:

2. I understand that the information in my health record may include information relating to sexually transmitted disease acquired immunodeficiency syndrome (AIDS).  It may also include information about behavioral or mental health services and treatment for alcohol and drug abuse.

3. This information may be disclosed to and used by the following individuals or organizations that are listed by you along with anyone else that this office may refer you as a patient to for medical treatment of any kind an pharmacies for the purposes of medical information as deemed necessary by physician.

I understand if I do not list someone the clinic cannot even disclose appointment times (this includes my spouse and children).  

Parents Names ____________________________________________________

Spouse Name _____________________________________________________

Children and Their Spouse’s Names __________________________________

___________________________________________________________________
___________________________________________________________________
Other Individuals ____________________________________________________

A message may be left on your numbers given in patient information unless you choose to deny.

I do not wish any messages to be left for me on my phone numbers ____________ Initial

I understand I have the 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 health information management department.  I understand the revocation will not apply to information that has already been released in response to this authorization.  I understand that 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 I may inspect or copy this information to be used or disclosed as provided in DFR 164.524. I understand any disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal confidentiality rules.  If I have questions about disclosure of my health information I can contact: Tammi Hamby

___________________________________________________


________________________

Signature of patient or legal representative



Date

____________________________________________________


_________________________
Signature of Witness (If signed by legal representative)


Relationship to Patient

A photocopy of this authorization will be considered as an original

This Release Complies with the HIPAA Privacy Rules
