 SEQ CHAPTER \h \r 1Kodiak Area Native Association
3449 East Rezanof Drive     Kodiak, AK 99615

(907) 486-9800      Secure Fax: (907) 486-9897
AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION
Patient Name:
______________________________________________________
DOB:_____________________

Patient Mailing Address:
 _______________________________________________________________________

Patient Telephone Number:
_______________________________________________________________________

Complete all sections, date and sign




I. 
I voluntarily authorize the use/disclosure of health information from the health record of the above named patient.


 Relation: 
_________

__________________________________________________________



     
 Self (check)

 Other (Specify)

II.
The information is to be disclosed by:


And is to be provided to:

Name of facility
Name of person or facility



Address
Address



City/State/Zip
City/State/Zip



III. 
The purpose or need for this disclosure is: ______________________________________________________________________________________________________________________________________________________________________________________

IV. 
The following information is to be disclosed from my health record: (check appropriate box (es))

9 Only information related to the following injury, illness or treatment: (specify): ________________________ ___________________________________________________________________________________________


9 Only the period of events from _______________________________ to _____________________________

9 Other (specify): ___________________________________________________________________________

V. 
The following health records require your SPECIFIC authorization for disclosure, unless required by law.  Please INITIAL next to the information you would like disclosed: 


____Substance Abuse Treatment and/or Referrals

_____ HIV/AIDS/ARC


____Developmental Disabilities



_____ Mental Health/Psychotherapy Notes 

VI. 
I understand that if the person or entity that receives the health information being used/disclosed is not a health care provider or health plan covered by federal privacy regulations, including, but not limited to the Health Insurance Portability and Accountability Act Privacy Rule (45 CFR Part 164), the health information may be subject to redisclosure and no longer protected by these regulations.  The recipient, however, may be prohibited from disclosing substance abuse information under Federal Substance Abuse Confidentiality Requirements.  

I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment or my eligibility for benefits at this facility. 

I understand that I may revoke this authorization in writing at any time by notifying the Privacy Official except to the extent that action has been taken in reliance on this authorization. 


Unless revoked, this authorization is limited to the following time period commencing: 


9 Date of Authorization

9 Other date (specify) _______________________________________


Expiration date: _____________________________________________________________________________

I understand that I may inspect or copy any information used/disclosed under this authorization.  I may also receive a copy of this authorization. 


SIGNATURE: I have read this authorization and I understand it: 


___________________________________________________________________________________________


Signature of Patient or Legally Designated Personal Representative


___________________________________________________________________________________________


Printed Name of Legally Designated or Personal Representative (if applicable) 


___________________________________________________________________________________________


Description of Authority if Legally Designated or Personal Representative 


________________________________________


Date

Original in health record

Copy to patient 

For Organization’s Use:
Date Received: ____________________________________

9 
Verification of Identity and authority
Identification:_______________________________________________
9 
Fees explained (if any).
Date Copied:
____________________________________

Copied By: 
____________________________________________________________________________________

