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Revised: January 15, 2020
AUTHORIZATION FOR DISCLOSURE OF 
PROTECTED HEALTH INFORMATION
*PLEASE COMPLETE THE ENTIRE FORM & PRINT LEGIBLE…THANK YOU!
	PATIENT INFORMATION – PLEASE PRINT

	PATIENT NAME: (FIRST/MIDDLE/LAST)


	DATE OF BIRTH:
	SOCIAL SECURITY #:

	ADDRESS:


	CITY/STATE/ZIP CODE:



	TELEPHONE #:


	CELL #:


	EMAIL:

	DISCLOSURE OF INFORMATION


I hereby authorize:    
TOTAL HEALTH CARE, INC.




1501 N. Division Street




Baltimore, MD 21217
*Please check THC Health Center in which the Authorization Request is being completed.
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FAX #:  (           ) ____________________________________ 
(Maximum of 50 pages or less, over 50 pages PLEASE MAIL)
(CIRCLE ONE) to DISCLOSE or RECEIVE protected health information from the medical records of the above named patient.  I, further authorize the above name provider to disclose/receive my PHI electronically, photo copy and/or disclose/receive my PHI verbally with the individual, entity, facility, or company named below.
	MUST BE COMPLETED ONLY IF A HEALTH PLAN OR HEALTHCARE PROVIDER HAS REQUESTED THE AUTHORIZATION


(A) The protected health information is being used or disclosed for the following purposes:

___________________________________________________________________________________________________
(B) Will the health plan or health care provider requesting the authorization receive financial or any kind of compensation in exchange for using or disclosing the protected health information described above?                     Yes _____    No _____
	NAME/ORGANIZATION TO WHICH DISCLOSURE IS TO BE MADE OR RECEIVED


	TELEPHONE #:

	ADDRESS: (TO WHICH DISCLOUSRE IS TO BE MADE)


	CITY/STATE/ZIP CODE:
	FAX#:


OFOLAS
	TYPE OF PROTECTED HEALTH INFORMATION AUTHORIZED

	
	ENTIRE RECORD

	
	EKG/ECG/EEG REPORT


	
	SCREENING & ASSESSMENT
	
	MEDICATION LIST

	
	EMERGENCY REPORTS
	
	PSYCHIATIC EVALUATION


	
	RADIOLOGY REPORTS
	
	LABORATORY REPORTS

	
	IMMUNIZATION RECORD

	
	PROGRESS NOTE
	
	HISTORY & PHYSICAL
	
	CARDIAC CATH 

	OTHER:
	

	VERBAL AUTHORIZATION FOR IMMUNIZATION RECORDS


This is to certify that I ______________________________________________ authorize TOTAL HEALTH CARE, INC. to release my Child’s Immunization Records to _________________________________________ (Name of School), for processing of the necessary documents needed by the aforementioned school.   Verbal Authorization shall not constitute a breach of my rights to confidentiality. ____/_____/_____(DD/MM/YY) INITIALS:____________  
	VALIDITY OF TIME PERIOD


I understand that this authorization will automatically expire one (1) year from the date of my signature, and that I may revoke this authorization by sending a written notice to Total Health Care at the above address but, that the revocation will not apply to any disclosure which has been made prior to the receipt of my revocation.  Initials:____  

	ACKNOWLEDGEMENT OF DISCLOSURE


· I understand that the protected health information authorized for disclosure may contain alcohol, drug abuse, psychiatric, HIV testing, HIV results, or AIDS information.

· I understand that health information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient, and no longer protected by federal and state law.
· I understand that I may refuse to sign this Authorization and such refusal will not affect health care or payment for my healthcare.

· I understand that I may inspect the information being disclosed and receive a copy of this form after I sign it.
· I will hold Total Heath Care, Inc. harmless for complying with this “Authorization for the Disclosure of Protected Health Information.” 
	SIGNATURE OF PATIENT:


	DATE:

	SIGNATURE OF PARENT/GUARDIAN/AUTHORIZED REPRESENTATIVE:


	DATE:

	PRINTED NAME OF PARENT/GUARDIAN/LEGAL REPRESENTATIVE:


	DATE:

	RELATIONSHIP TO PATIENT:



	SIGNATURE OF WITNESS:


	DATE:


	PROHIBITION ON REDISCLOSURE


This information has been disclosed from records protected by Federal confidentiality rules (42 CFR part 2). The Federal rules prohibit the recipient of the information from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise for this purpose.  The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.  
NOTE:  If you have any questions or concerns, please don’t hesitate to contact the Health Information Management 

             Department, Monday – Friday, between the hours of (9:00 a.m. – 4:30 p.m.) at (410) 383-8300 ext. 20800. 
THANK YOU!
