Authorization for Release of Protected Health Information (PHI)


Section A: This section must be completed for all Authorizations - I authorize  John F. Kennedy Memorial Hospital (JFK) to release my Protected Health Information (PHI)  to the recipient identified below :

Patient Name:       

*

     

Birth Date:                                                 *

      

Social Security No. (optional):
     


      

Recipient’s Name:                                                                                                        *               



Patient Address: 


Phone:                                            *     Fax:



     
Address:                                                                                                                        *                                       




City:                                                           *


State:               *


Zip:                     *

This authorization will expire on the following: (Fill in the Date or the Event but not both.)                                                                          *
Date:                                                        Event:                                                                  

                           

Purpose of disclosure:                                                                                                                                                                                *                                                                                                                                                                                                                                  


Description of information to be used or disclosed

Is this request for psychotherapy notes?    FORMCHECKBOX 
 Yes, then this is the only item you may request on this authorization. You must submit another authorization for other items below.  FORMCHECKBOX 
  No, then you may check as many items below as you need.

Description:                             *
Date(s)*
Description:
Date(s)
Description:
Date(s)

 FORMCHECKBOX 
 All PHI in medical record

 FORMCHECKBOX 
 History and Physical

 FORMCHECKBOX 
 Discharge Summary

 FORMCHECKBOX 
 Laboratory Tests

 FORMCHECKBOX 
 Radiology Reports

 FORMCHECKBOX 
 Progress Notes

 FORMCHECKBOX 
 Consultation Reports

 FORMCHECKBOX 
 Transfer Notes

 FORMCHECKBOX 
 ER Information
     
     
     
     
     
     
     
 FORMCHECKBOX 
 Operative Information

 FORMCHECKBOX 
 Cath lab

 FORMCHECKBOX 
 Special test/therapy

 FORMCHECKBOX 
 Rhythm Strips

 FORMCHECKBOX 
 Nursing Information

 FORMCHECKBOX 
 Psychiatric Assessments

 FORMCHECKBOX 
 Psychosocial History

 FORMCHECKBOX 
 Psychosocial Notes
     
     
     
     
     
     
     
 FORMCHECKBOX 
 Labor/delivery sum.

 FORMCHECKBOX 
 OB nursing assess

 FORMCHECKBOX 
 Postpartum flow sheet 
 FORMCHECKBOX 
 Itemized bill:      
 FORMCHECKBOX 
 UB-92:      
 FORMCHECKBOX 
 Other:      
 FORMCHECKBOX 
 Other:      
     
     
     
     
     
     
     


I acknowledge, and hereby consent to such, that the released information may contain alcohol, drug abuse, psychiatric, HIV testing, HIV results or AIDS information.   _______________  (Initial)   If not applicable, check here. FORMCHECKBOX 
                                                                        *

I understand that:

1. I may refuse to sign this authorization and that it is strictly voluntary. 

2. My treatment, payment, enrollment or eligibility for benefits may not be conditioned on signing this authorization. 

3. I may revoke this authorization at any time in writing, but if I do, it will not have any affect on any actions taken prior to receiving the revocation.  Further details may be found in the Notice of Privacy Practices.

4. If the requester or receiver is not a health plan or health care provider, the released information may no longer be protected by federal privacy regulations and may be redisclosed. 

5. I understand that JFK may deny this request under limited circumstances as provided for under federal and state law protecting the privacy of health information and that I will be notified within five (5) business days if JFK is unable to comply with my request. 

6. If I am a parent or legal guardian requesting access to a minor’s information, I understand that I will not be provided access to records related to certain categories of treatment as required by law.

7. I understand that John F. Kennedy Memorial Hospital may charge me a $15.00 processing fee as well as $ .25 per page for the copying services necessary to complete my request.

8. I get a copy of this form after I sign it.     I want a copy of this form:   □Yes     □No                                                                             *



 

I have read the above and authorize the disclosure of the protected health information as stated.



Signature of Patient/Plan Member/Guardian/Patient/Plan Member Representative:           *

Date:                                              *

Print Name of Patient/Plan Member’s Representative:                                                            *
     

Relationship to Patient/Plan             *  Member:                            

Section C: Signatures                           ID Verified:      □Yes     □No

The identity of the requestor has been validated either with a government issued picture ID, such as a driver’s license or passport, or comparison of signatures documented in the PHI records.

* These boxes must be completed

After you have completed this form please return it to the Medical Records Department by mail or by facsimile at the following address:   Medical Records Department, John F. Kennedy Memorial Hospital, 47-111 Monroe St., Indio, CA  92201  or Facsimile:  (760) 775-8054

Please contact Health Information Management/Medical Records, (760) 775-8124 or the Facility Privacy Officer, (760) 775-8005, if you have any questions.
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