Authorization to Disclose Health Information

Patient Name: _____________________________  Date of Birth: __________

Address: _______________________________________________________

SSN: ___________________________  

If the patient/individual listed above requires emergency medical treatment and a family member/responsible party cannot be reached, I authorize the disclosure of the above-named individual’s health information as described below:

· Medical condition/status

· Treatment being provided or to be provided
· Diagnostic/surgical procedures performed or to be performed

· Other information as needed to assess condition of individual to return to the assisted living community

This information may be disclosed to and used by the following individual(s) or organization:

             Staff from COMMUNITY NAME – list specific names/titles


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 the information to be used or disclosed.  I understand any disclosure of information carries with it the potential for an unauthorized disclosure and that the information may not be protected by federal confidentiality rules.

I acknowledge receipt of a signed copy of this authorization _________ (initials)

_____________________________________

________________

Signature of Patient or Legal Representative


             Date

__________________________________________

If Signed by Legal Representative, Signature of Witness

Relationship to Patient:________________________

A photocopy of this authorization will be considered as an original.
