HIPAA Authorization for Disclosure of Protected Health Information
I,  _____________________________, authorize ___________________________ 

to disclose my protected health information listed below to:

___________________________________________________________________

1.  I authorize the disclosure of this protected health information for the following purposes:

_________________________________________________________________

 _________________________________________________________________     
           _________________________________________________________________

2. Description of the protected health information to be disclosed:


________________________________________________________________

________________________________________________________________

________________________________________________________________

3. I understand that _________________________ is not covered entities under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), and that the information described above may be re-disclosed and no longer protected by HIPAA.

4. This authorization shall be effective until ______________________________.

5. I understand that I may revoke this authorization in writing at any time by _______________________________________________________________ except to the extent that action has been taken in reliance on this authorization.

6. I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment or payment or my eligibility for benefits.  However, refusal to sign this authorization will prevent the disclosure of my protected health information.
_____________________________________


____________________

Signature of Patient/Employee





Date

_____________________________________

Patient/Employee Name







