SCOT R. McKENNA, M.D., P.C.

Specializing in Plastic & Reconstructive Surgery

1736 Sanderson Avenue                  141 Salem Avenue

telephone  570-340-6920           fax  570-340-6923

AUTHORIZATION TO USE OR DISCLOSE HEALTH INFORMATION

Please read entire document before signing

Patient Name:_____________________________________________Date of Birth:____________________

1. I authorize the use or disclosure of the above named individual’s health information described below.

2. The following individual(s) or organization(s) are authorized to make this disclosure:

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

3. The information identified below may be disclosed to or used by the following individual(s) or organization(s):

Scot R. McKenna, M.D., P.C.

1736 Sanderson Avenue

Scranton, PA 18509
4. The type of information to be used or disclosed is as follows:

· Medication list

· Most recent history/diagnosis

· Lab results (Please list specific studies and dates below.)

· X-ray and imaging reports (Please list specific studies and dates below.)

· Operative report: Procedure: ________________________________________________

· Progress note(s):  Date:____________________________________________________

· Entire record

· Other __________________________________________________________________

5.  Specially protected information

· I understand that the information to be disclosed may include information relating to AIDS or HIV.

· I understand that the information to be disclosed may include information about voluntary inpatient or involuntary outpatient mental healthcare.

· I understand that the information to be disclosed may include information about treatment for drug, alcohol or substance abuse

7.  I understand that I have the following rights:

Right not to sign.  You may refuse to sign this authorization.  Refusal to sign will not affect your ability to obtain treatment by Scot R. McKenna, M.D., P.C, except when health services are solely for the purpose of reporting to a third party.  An example is a pre-employment physical.

Right to revoke.  You may revoke this authorization at any time.  Your revocation will not apply to any release we have already made in response to this authorization.  To revoke this authorization, you must submit a written revocation to our privacy officer at the following address:

Scot R. McKenna, M.D., P.C.

Attention: Privacy Officer

1736 Sanderson Avenue

Scranton, PA 18509
I have read and understand this authorization, and authorize the use and/or disclosure of the health information as described in this authorization.

__________________________________________                                           __________________

Signature of Patient (or personal representative)                                                   Date

