AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION
(Use this form to request records from your specialist, previous primary care doctor)

This authorization may be used to permit a covered entity (as such term is defined by HIPAA and
applicable Texas law) to use or disclose an individual’s protected health information. Individuals
completing this form should read the form in its entirety before signing and complete all the sections that
apply to their decisions relating to the use or disclosure of their protected health information.

Patient information:

Full Name:

Other Name(s) Used: Date of Birth:

Address: City: State: Zip Code:
Phone: ( ) Email (Optional):

Information regarding health care provider or health care entity authorized to disclose this
information (previous doctor/specialist):

Name:
Address: City: State: Zip Code:
Phone: ( ) Fax: ( )

Information regarding person or entity who can receive and use this information:
Name: Elizabeth Clanton, MD

Address: 11842 Wurzbach City: San Antonio _ State: TX Zip Code: 78230
Phone: (210) 460-7632  Fax: (210) 591-1192

Specific information to be disclosed:

0 Medical Record from (insert date) to (insert date)
o Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test
results, radiology studies, films, referrals, consults, billing records, insurance records, and records
received from other health care providers.

0 Other:

Include: (Indicate by Initialing) Reason for release of information:
Drug, Alcohol or Substance Abuse Records (Choose all that Apply)
Mental Health Records (Except Psychotherapy Notes) | O Treatment/Continuing Medical Care
HIV/AIDS-Related Information (Including o Personal Use
HIV/AIDS Test Results) o Billing or Claims

Genetic Information (Including Genetic Test Results) o Insurance

o Legal Purposes
o Disability Determination
o School

o Employment

o Other (Specify):




The individual signing this form agrees and acknowledges as follows:

(1) Voluntary Authorization: This authorization is voluntary. Treatment, payment, enrollment or
eligibility for benefits (as applicable) will not be conditioned upon my signing of this authorization form.

(i) Effective Time Period: This authorization shall be in effect until the earlier of two (2) years after the
death of the patient for whom this authorization is made or the following specified date: Month:
Day: Year:

(ii1) Right to Revoke: I understand that I have the right to revoke this authorization at any time by writing
to the health care provider or health care entity listed above. I understand that I may revoke this
authorization except to the extent that action has already been taken based on this authorization.

(iv) Special Information: This authorization may include disclosure of information relating to DRUG,
ALCOHOL and SUBSTANCE ABUSE, MENTAL HEALTH INFORMATION, except psychotherapy
notes, CONFIDENTIAL HIV/AIDS-RELATED INFORMATION, and GENETIC INFORMATION
only if I place my initials on the appropriate lines above. In the event the health information described
above includes any of these types of information, and I initial the corresponding lines in the box above, I
specifically authorize release of such information to the person or entity indicated herein.

(v) Signature Authorization: I have read this form and agree to the uses and disclosure of the
information as described. I understand that refusing to sign this form does not stop disclosure of health
information that has occurred prior to revocation or that is otherwise permitted by law without my specific
authorization or permission. I understand that information disclosed pursuant to this authorization may be
subject to redisclosure by the recipient and may no longer be protected by federal or state privacy laws.

SIGNATURES:

Patient/Legal Representative: Date:

If Legal Representative, relationship to Patient:

Witness(optional): Date:

A minor individual’s signature is required for the release of certain types of information, including for
example, the release of information related to certain types of reproductive care, sexually transmitted
diseases, and drug, alcohol or substance abuse, and mental health treatment.

Signature of Minor (if applicable): Date:

MOTICE: This sample Notice of Privacy Proctices was prepared by the Texas- based low firm of

Jackson Walker, LLP. Any questions reganding this material ane subject o the following parsgraph and should be directed to your own legal counsel ar o Jeffery
Dirummonid ag (214) 4333781, The Teans Medical Association {TMA) hos no respansibility for the contend of this materinl and makes no representation regarding the
ECURICY, CUTEncy, of complilencss of this inlormen o,

Inckson Walker, L. and TMA provide this information ns a commeniary on legnl issues with the understanding that it is not indended ix provide ndvies on any
apecilis legal manier. Due oo the specili aircuintanses of a pamicular medsial pracice, somé providers niay be subyéel 10 otber reginieimsals ool coveied by the
provisians of this document {for example, certain covered entities dealing with substance abuse treatment services will also be subject i the reguirements of 42 CFR
Pari 2 disclosune restriciions), and shonld consult thedr own stiorney, This information should WOT be considered legal ndvice and receipt of it does mat crenie an
antoamy- el elanoesliop, This 5 ol § subsritine vigy opbeye Jackson Walker, LL.E and TVA provide ths mformatwon witk 1 express
understanding that 1 it does not create an atiomey-client relationship with wou, 21 neither TMA, Jackson Walker, L.LT nor i atiomeys are engaged in providing
legnl advice ta yom, and 3} that the mfarmation is of a general chracier,

4though Jeckson Walker, L.L.F. and TMA have attempled to present materials thal are aocurate and wseful, some materials may be outdated, and Jackson Walker,

L L P and TMA shall not be lizhle o anvane for any insccuracy, emor or omission, regardless of cawse, o for any damages resulting thenefrom, Any legal fomns are
anly prowidkd Foe the ase of phvsscians i comsiltation with ther ationieys, You should notnely on Bis inlommaton when dealing with persosal legal waners, rather,
legnl advice from retained begal counsel should be soughl.




