Authorization to Obtain PHI Info for PS 


****Authorization to obtain Private Health Information for PSC****  

	Patient Name:
	     
	
	Date of Birth:
	     

	
	
	
	SS#:
	     

	
	
	
	
	

	Address:
	     

	
	

	
	     


	Patient’s Medical Record Number:
	     
	
	Phone #:
	     


I hereby authorize the use and disclosure of individually identifiable health information relating to me as described below:

I, __________________________ do hereby authorize _________________________ to release the following information to Pinehurst Surgical Clinic.  

 FORMCHECKBOX 
 Lab & X-Ray Reports       FORMCHECKBOX 
 MRI Results      FORMCHECKBOX 
 Clinic Notes    FORMCHECKBOX 
OP Reports 

 FORMCHECKBOX 
 H&P        FORMCHECKBOX 
D/C Summary     FORMCHECKBOX 
ER Report     FORMCHECKBOX 
Pathology Report  

 FORMCHECKBOX 
 Entire Chart __________DR:_______________________ Other._________________  

 FORMCHECKBOX 
 X-Ray Films     FORMCHECKBOX 
CT Scans
  FORMCHECKBOX 
MRI Films
 FORMCHECKBOX 
Mammogram Films & Report


 FORMCHECKBOX 
Ultrasound Films & Report   Study: _________________

I do  FORMCHECKBOX 
 I do not  FORMCHECKBOX 
 authorize release of information related to AIDS or HIV Infection, psychiatric care and or psychological assessment, and treatment for alcohol and/or drug abuse.  

Release Information to :      __________________________

                                             Pinehurst Surgical Clinic 

                                             5 FirstVillage Drive

 PO Box 2000

                                             Pinehurst, NC   28374

                                             Fax #: 910____________________ 

Authorized Private Health Information will be used for continued care.  


At all times I have the right to revoke this authorization.  Such revocation must be submitted in writing.


I understand that information used or disclosed pursuant to this Authorization may be subject to redisclosure by the recipient of such information, and, at that point, the information may no longer be protected under the federal or state confidentiality rules.  


I understand that I may refuse to sign this authorization and that my refusal to sign in no way affects my treatment, payment, enrollment in a health plan, or eligibility for benefits.  

I have read and understand this information.  I have received a copy of this form and I am the patient or am authorized to act on behalf of the patient. 

Signature of Patient: _____________________________ Date: ___________________

Signature of Witness: ____________________________  Date: ___________________  
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