MEDICAL AUTHORIZATION FORM

HIPAA AUTHORIZATION FORM

I hereby authorize use or disclosure of protected health information about me as described below.

1. The following specific person or class of persons or facility is authorized to make the requested disclosure:

              
All physicians who have provided treatment to me__________________________________________

              
All hospitals, clinics, other medical facilities from which I have received medical services__________

              
                                                                                                                                        . 
              
                                                                                                                                        . 
              
                                                                                                                                        . 
2. The following may receive the disclosure of protected health information about me:

              
                                                                                                                                        . 
              
                                                                                                                                        . 
              
                                                                                                                                        . 
3. The specific information that should be disclosed is:

              
Invoices for services rendered___________________________________________________________
              
Office notes and records from physicians/clinics____________________________________________
              
Hospital Charts______________________________________________________________________
              
Radiology Reports____________________________________________________________________
              
Laboratory Results___________________________________________________________________

              
                                                                                                                                         . 
4. I understand that the information used or disclosed may be subject to re-disclosure by the person or class of persons or facility receiving it, and would then no longer be protected by federal privacy regulations.

5. I may revoke this authorization by notifying _JOHNS EASTERN COMPANY, INC._ in writing of my desire to revoke it. However, I understand that any action already taken in reliance on this authorization cannot be reversed, and my revocation will not affect those actions. I understand that the medical provider to whom this authorization is furnished may not condition its treatment of me on whether or not I sign the authorization.

6. This authorization expires on               , 20              , OR upon settlement of the insurance claim from which this authorization arises.

THIS FORM MUST BE FULLY COMPLETED BEFORE SIGNING


_________________________________________


_____________________________________



                  Signature




          
           Date of Signature


_________________________________________


_____________________________________



               Date of Birth





      Social Security Number

--OR, IF APPLICABLE--

__________________________________


_______________________________


Signature of Guardian/Personal Representative



        Date of Signature of 

            Guardian/Personal Representative


_________________________________________


_______________________________

Name of Patient (Print)




              Relationship of Guardian/Personal Representative

