QHear’t Centered Healing Connections

AUTHORIZATION FORM (HIPAA)

AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION

1. I AUTHORIZE MY HEALTHCARE PRACTITIONER AND/OR ADMINISTRATIVE AND
CLINICAL STAFF TO DISCLOSE MY PROTECTED HEALTH INFORMATION, AS
SPECIFIED BELOW, TO:

2. I AM HEREBY AUTHORIZING THE DISCLOSURE OF THE FOLLOWING PROTECTED
HEALTH INFORMATION:
OUTPATIENT MENTAL HEALTH

3. THIS PROTECTED HEALTH INFORMATION IS BEING USED OR DISCLOSED FOR THE
FOLLOWING PURPOSES:
COORDINATION OF CARE

4. THIS AUTHORIZATION SHALL BE IN FORCE AND EFFECT UNTIL ONE (1) YEAR
AFTER THE DATE BELOW AT WHICH TIME THIS AUTHORIZATION TO DISCLOSE
PROTECTED HEALTH INFORMATION SHALL EXPIRE.

5. I UNDERSTAND THAT | HAVE THE RIGHT TO REVOKE THIS AUTHORIZATION, IN
WRITING, AT ANY TIME BY SENDING SUCH WRITTEN NOTIFICATION TO MY
HEALTHCARE PRACTITIONER, . | UNDERSTAND

THAT A REVOCATION IS NOT EFFECTIVE TO THE EXTENT THAT MY HEALTHCARE
PRACTITIONER HAS RELIED ON MY AUTHORIZATION OR IF MY AUTHORIZATION
WAS OBTAINED AS A CONDITION OF OBTAINING INSURANCE COVERAGE AND THE
INSURER HAS A LEGAL RIGHT TO CONTEST A CLAIM.

6. I UNDERSTAND THAT INFORMATION DISCLOSED PURSUANT TO THIS
AUTHORIZATION MAY BE DISCLOSED BY THE RECIPIENT AND MAY NO LONGER BE
PROTECTED BY HIPAA OR ANY OTHER FEDERAL OR STATE LAW.

7. MY HEALTHCARE PRACTITIONER WILL NOT CONDITION MY TREATMENT ON
WHETHER | PROVIDE AN AUTHORIZATION FOR DISCLOSURE EXCEPT IF HEALTH
CARE SERVICES ARE PROVIDED TO ME SOLELY FOR THE PURPOSE OF CREATING
PROTECTED HEALTH INFORMATION FOR DISCLOSURE TO A THIRD PARTY.

NAME OF CLIENT, OR PARENT OF MINOR BIRTH DATE OF CLIENT
SIGNATURE OF CLIENT, OR PARENT OF MINOR DATE
WITNESS DATE
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