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HARDIN COUNTY REFGIONAI HEAITH CENTER




HARDIN COUNTY REGIONAL HEALTH CENTER

Authorization for Release of Patient Information

Patient Name_______________________________
Date of Birth___________________________________
Address___________________________________
Social Security#________________________________
__________________________________________
Phone________________________________________
__________________________________________
Alternate Phone_________________________________
Description of Information to be released: 

Purpose of the use/disclosure:
□Most recent history and physical
  

□Continuing Care    

□Consultations
  




□Consultation   

□Laboratory reports




□Transfer Care    
□Radiology/Imaging reports

   

□Other______________________
□Progress notes

□Entire medical record (*)



Please send records to include the following 


□Other_____________________


dates:___/___/_____to___/___/_____ 
        □ All dates 

This authorization shall expire no later than: ___/___/___ or upon the following event ________________________  (whichever is sooner), and may not be valid for greater than 180 days from the date of this signature.

This information may be disclosed to or released by the following individuals or organizations:
□Disclosed to    or     □Released from


□Disclosed to    or     □Released from

Lifespan Health 




_______________________________________

PO Box 655





_______________________________________

Savannah, TN 38372




_______________________________________

Attn: ___________________________________
_______________________________________
(phone)731-925-2300           (fax)731-926-8686
             _______________________________________

I understand that this authorization is voluntary and I may refuse to sign this authorization.  I further understand that my health care and the payment of my health care will not be affected if I do not sign this form. I understand I may inspect or copy the information to be used or disclosed. I understand that information used or disclosed pursuant to the authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal and state privacy regulations.  
I understand I may revoke this authorization at any time by notifying Hardin County Regional Health Center. I understand that if I revoke this authorization I must do so in writing and the written revocation must be signed and dated with a date that is later than the date on this authorization.  The revocation will not affect any actions taken before the receipt of the written revocation.

_________________________________________

_________________________________________

Signature of Patient or Patient’s Representative


Date

_________________________________________

_________________________________________

Printed name of Patient or Patient’s Representative

Relationship to the Patient
_________________________________________

__________________________________________

Witness (Only required IF patient signs with an “X”

Date

*I understand that the information in my health record may include information relating to communicable disease, Acquired Immunodeficiency Syndrome (“AIDS”), or Human Immunodeficiency Virus (“HIV”), alcohol/drug (substance) abuse or any such related information. The health record does not include psychotherapy, behavioral or mental health notes.
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