FORM APPROVED: OMB NO. 0917-003

DEPARTMENT OF HEALTH AND HUMAN SERVICES Expiration Date; 09-30-2023
indian Health Service Saa OMP Statement an Reverse.
AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION T
_ COMPLETE ALL SECTIONS, DATE, AND SIGN
L &k , heraby voluntarily authorize the disclosure of information frorm my
health record, (Weme of Peflent
IL. The Information Is to he disclosed hy: And is to be providad fo
HAME OF FACILITY NAME OF PERSON/ORGANIZATION/FACILITY
Passamaquoddy Health/Indian Township Health
ADDRESS - ADDRESS
CITY/STATE CITY/BTATE

L. The purpese or head for this disclosure is:
. D Further Medical Care [:] Attornay D School D Resaarch [:| Oher (Speciy)
[ Poraonet Use [ Jinsarance | Disabllty [ Hezith tnfosmation Exchange (IHS/Other )
IV. The Information to be disclosed frem my health record: (check appropriate box(es))
[7] nly infermation related ta (epeciy)

EJ Only the patied of gvents from to

E} Qther (specily} {OHS, Biling, ofc.)

D Enflre Record

i you wauld like any of the following sensitive Information disclosed, check the applicable hoxjas) below:
[ JAlcoholiDrug Abusa Treatment/Refarral ] HIV/AIDS-related Treatment

[} Gemualty Transmitted Dleazces [jMental Healtn (Other than Psychotherapy Notes]

D Psychotherapy Nates ONLY (by checking this hox, | am walving any psychotherapisé-patient privitege)

V. | understand that | may revoke this authorization in writing submitted &t any time o the Heallh Information Managsment Department, axcept to the
axtent that action has been taken in reliance or: this authorization. I this authorization was obtalned es & condition of obtaining insutance soverage of
& policy of insurance, other iaw may provide the insurer with the right to conitest a claim under the polisy, If this authorization has not basn revoled, it

wifl farminate one year from the date of my glgnature unless a different explration date or expatiorr evernt ls stated, For Health Information Exchange

authorizations, it is recommanded to sxpirs In et least five years.

£Speciiy new date)
{ undarstand that I8 will not canditien treatment or ellgibility for care on my providing this sutharization except if such care is:
{1) research releted or (2) provided solely fot the purpoes of creating Protected Health infarmation for disciosure to & third party.

| understand thai information disclosad by this authorkzation, except for Alcohol and Drug Abuse 23 definad n 42 CFR Part 2, may be subject to
redisclosure by tha recipient and may no longet bo protactad by ihe Health insurance Portabilily and Accountabifity Act Privacy Rule 45 CFR Pant

164] , and the Privacy Act of 1874 {5 USC 552a]
STrTATURE OF PATIENT OR PERSONAL REPRESENTATIVE (Sisie relsfionchin fo paltent)

DATE

STANATURE OF WITNES® (I signature of patient s & thumbprint or mar) DATE

‘ e - :
Ths itosmation I8 to be releaged for the purpose stared ebave ant may nat be uged by the reclpient for auy other pupose. Any person whe wnowmgly and willfully requests or
s information T falee pretenses shall be quilty of 2 misderearior (5 USC 552a(D(3). .

ghtains any record soneerning an {ndividual from a Federat agency under
I:ATInéNT IDENTIS'ICATIOI“E" llllllllllllllll ‘ NAME (Last, First, 1) RECORD NUMBER
ADDRESS
’: e
| CITYISTATE DATE OF BIRTH
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