HIPAA AUTHORIZATION FORM
I, _______________________________, hereby authorize the use or disclosure of my protected health information as described below:

1. AuthorizeD persons to use and disclose protected health information:  
_________________________________, is Hereby authorized to disclose the following protected health information to ______________________________________________.
2. description of information to be disclosed:  the health information that may be disclosed:
□ ___________________________________________
   ___________________________________________
   ___________________________________________
□ all past, present and future healthcare information
3. the purpose of the use or disclosure is:

_______________________________________________________________________________________________________________________________________________
4. validity of authorization form.  
this authorization form is valid beginning on the date identified below and expires on ________________________.

5. acknowledgement.  
i understand that the information used or disclosed under this authorization form may be subject to redisclosure by the person(s) or facilitY(ies) receiving it and would then no longer be protected by federal privacy regulations.

I have the right to refuse to sign this authorization form.  If signed, i have the right to revoke this authorization form, in writing, at any time.  I understand that any action already taken in reliance on this authorization cannot be reversed, and my revocation will not affect those actions.


by:  






date:  
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