
Reques t  for Family  M edical Cent er, PA t o Rece i ve  P rot ect ed
Healt h Informat ion from Someone Else

Sect ion 1 – Descrip t ion of t he Prot ect ed Healt h Informat ion T o Be Disclosed

P lease speci fy what  copies  are being reques t ed as  wel l  as  t he speci fi c t ime frames .

           Doctor’s  offi ce not es :            l as t  fi ve years            al l

          Lab & X-ray report s :           l as t  fi ve years            al l

          R ecords  of hospi t al  i npat i ent  and outpat i ent  servi ces :

          l as t  fi ve years            al l

          R ecords  of other servi ces :           l as t  fi ve years            al l

          C opies  of records  which you have had forwarded from other hospi t al s  or
 P hys i ci ans :

             l as t  5  years            al l

          C opies  of admini s t rat i ve report s / l et t ers :                  l as t  5  years            al l

          C opies  of everything in  t he chart :           l as t  5  years            al l

          Include copies  of records  pert aining to  mental  heal th ,  al cohol i sm,  HIV,
  developmental  di sabi l i t i es ,  drug abuse,  and sexual ly  t ransmi t t ed di seases .

             l as t  5  years            al l

If t he choices  above do not  al l ow you to  adequately describe t he i nformat ion you want
di sclosed,  pl ease describe your reques t  i n  wri t i ng on a separat e page and at t ach i t .

 Your records  wi l l  be part  of F ami ly Medical  C enter,  P A des ignat ed record set .

Sect ion II – Individual Aut horiz ed t o M ake t he Disclosure

P lease speci fy whom i s  authori zed to  di sclosure t he reques t ed prot ect ed heal th  i nformat ion.

                                                                                 

                                                                                 

                                                                                 

                                                                                 

Sect ion III – Ident it y  of Individual t o Receive Disclosed Informat ion

P lease send the reques t ed prot ect ed heal th  i nformat ion to:

Medical  R ecords  Department
C ommuni ty Medical  C enter
200 S outh F i rs t  Avenue
P ierz,  Minnesota  56364



Sect ion IV – Purp ose for t he Disclosure

           At  t he reques t  of t he i ndividual

           Other:   If you feel  i t  i s  necessary t o  honor your wi shes ,  you may at t ach a
   wri t t en explanat ion of t he purposes  for di sclos ing the i nformat ion.

Sect ion V – Exp irat ion

           Thi s  authori zat i on expi res  i n  30 days

           Thi s  authori zat i on expi res  on:                                             OR

           Thi s  authori zat i on expi res  wi th t he fol l owing event :                                 

                                                                                                   

Sect ion VI – Required St at ement s

You have a ri ght  t o  revoke thi s  authori zat i on at  any t ime as  explained in  t he cl i ni c’s  Not i ce
of P rivacy P ract i ces .   You have the ri ght  t o  receive your own copy of t he N ot i ce of  Pr i vacy
Pract i ces .

The covered ent i t y  whom you are authori zing to  di sclose prot ect ed heal th  i nformat ion may
not  condi t i on t reatment ,  payment ,  enrol lment  or el i gibi l i t y  for benefi t s  i n  t he future on
whether or not  you s ign or revoke thi s  authori zat i on.

You must  unders t and that  t here i s  t he pot ent i al  for i nformat ion di sclosed pursuant  t o  t hi s
authori zat i on to  be t he subject  of redi sclosure by the recipi ent  and no longer prot ect ed by the
federal  HIP AA regulat i on.

Sect ion VII – Signat ure
I agree t hat  a photocopy of t hi s  authori zat i on may be accepted in  l i eu of t he original .

                                                                                                   
P at i ent  Name: DOB :

                                                                                                                    
Name of person reques t ing access  i f not  t he pat i ent R elat i onship t o  pat i ent

                                                                                                   
S ignature Date of S ignature


