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Houlton Pediatrics Health Information Management Departmenit
22 Hartford St Houlton Reglonal Hospital (0)
Houlton ME 04730 Houlton, Maine

X # 683-2335 Authorization for Release/Receipt of Protected Health Information

MR #

Patient’s Name;

Telephene #: DOR:

I hereby authorize Houlten Regional Hospital to releass/receive my health information as specified below:
Name and Address of the
Person authorized to
[DRelease CReoeive the records:

1 0DO ODO NOT  authorize disclosure of information wiich refers to treatment or diagnosis drug or alcohol abuse.
1 DDO [ DONOT authorize disclosure of information which refers to the trestment or diagnosis of psychiatrie illness,

10 D0 DO NOT  authorize disclosure of information: which refers to testing, reatment, or diagnosis of HTV infeetion, ARC
or AIDS. '

A, description of the information to be used or disclosed (if applicable, please specify time frames or visit dates to be
released): .

Description of the purpose of the disclosure;

Expiration date of this authorization:

{Expiration may not exeeed 30 months)

I understand that T may revoke this authorization at any time by notifying Houlton Regional Hospital, but if I do, it will
not have any effect on the actions they have taken prior to my revocation, Requests to revoke this authorization should be
sentto: Health mformation Management Departraent, Houlton Regjonal Hospital, 20 Hartford Street, Houlton, ME

04730.

I understand that if my protected healkh information is disclosed o someone whe is not required to comply with the
federal privacy prateciion regulations, then such thfortnation may be re-disclosed and would no longer be protected.

I understand that T do not have to sign this authorization, and that ray refusal to sign will not affect my ability to obtain
treatment frorn Hounlfon Regional Hospital.

I understand that I may refuse authorization to disclose all or some hezlth care information. Any revocation of this
authorization ot refusal to authorize disclosure of all or some heelth care information may result in improper diagnosis
and treatment, denial of coverage or a claim for heslth benefits or other insurance, or other adverse consequences.

1 understand that under some circumstances, there may be a fee for the copying of the requested records, and that T will be
. told in advanee if such a fee will apply to my request. I understand that I am entitled to a copy of this authorization form,

Date/Time Sipnature of Patient o *Perzont! Represontative Relgtionship ta Fatient

Date/Thme Signature of Witness -

*Parsonal Represeniative {refer 1o Administraltve Pollgy #316; Parants a3 Personal Represuntatives of Unemarzipated Minors; #3525 Personal Representatives;#520;
Alpoiithen for Obiatning Consent fur Treaitien in the Evant the Patient is Unable-to Sign)
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