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           AUTHORIZATION FOR RELEASE OF PROTECTED
CORNERSTONE FAMILY PRACTICE


          HEALTH INFORMATION
P.O. Box 550, 200 Main Street


  

Guttenberg, Iowa 52052-0550 




   
(563) 252-1121

I authorize the Guttenberg Municipal Hospital /Cornerstone Family Practice to allow release of, or request from another party my protected health information (medical records) as outlined in this authorization. 
                        *Please complete all areas of information to insure a complete authorized request. 

PATIENT INFORMATION

Patient Name: ________________________________________________
DOB: ___________________

Address: ____________________________________________________
Phone: __________________

SSN: ___________________
MR#/Acct# (Business Use Only):____________________________________

PURPOSE OF DISCLOSURE:    
 ____Treatment/Shared Care
    ____ Patient Request            ____ Payment/Insurance

____ Legal

 ____ Transfer of Care

    ____Other (specify): __________________________________________
ACTION REQUESTED: 

____To Release To
  _____ To Request From
____ To Verbally Exchange With
____ To Review Only

Release TO: 
_______________________________________________________________________________



_______________________________________________________________________________

Request Records FROM: (Name/Address/Phone#) __________________________________________________
 ( Facility/Person)   ____________________________________________________________________________

Dates of Treatment/Service (Specify Dates): __________________________________________________
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Information to be Released or Requested: 



I specifically Authorize Release of: 

____ Lab, X-ray, & EKG’s
____ ER Record


____ Substance Abuse Treatment Records
____ Discharge Summary
____ Operative Records


____ Mental Health Treatment Records

____History & Physical

____ All Records (last 3 years)

____ HIV/AIDS/Hep B Treatment Records

____ Office Note

____Other Reports (list): _______________________________________________

This authorization is will expire on: __________________. If I fail to specify expiration date this authorization will expire in 1(one) year from the date of signing. 

I understand that I may revoke this authorization at any time by providing written notice to the Guttenberg Municipal Hospital, except to the extent that this authorization has already been acted upon. 

I understand that I have the right to inspect the information to be disclosed upon proper notification to and under appropriate conditions established by Guttenberg Municipal Hospital. 
I understand that my health care and payment for my health care will not be affected if I do not sign this form. I understand that if the organization authorized to receive this information is not a health plan or health care provider, the released information may no longer be protected by federal privacy regulations. I understand that this authorization is voluntary. 
PROHIBITION IF REDISCLOSURE: This form does not authorize redisclosure of medical information beyond the limits of this consent.  Where information has been disclosed from records protected by federal law for alcohol/drug abuse records or by state law for mental health records, and HIV/AIDS test results, federal requirements (42 C.F.R. Part 2) and state requirements (Iowa Code ch. 228 & ch. 141) prohibit further disclosure without the specific written consent of the patient, or as otherwise permitted by such law and/or regulations. A general authorization for release of medical or other information is not sufficient for these purposes. Civil and/or criminal penalties may result from unauthorized disclosure of alcohol/drug abuse or mental health related information or HIV/AIDS test results. 

I acknowledge that I have received a copy of this Authorization. 

___________________________________________

_________________

________________________
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Date


          Witness Signature

________________________________________
                   [ ] Copy offered/provided       



Relationship to Patient
AUTHORIZATION FOR RELEASE OF PROTECTED


          HEALTH INFORMATION
5/23/13 


