¢, Good Samari
(uﬁl ’[@ 00 amarltan 175 Samaritan Drive, lasper. Georgia 30143
Jw HEALTH & WELLNESS CENTER Phone 706.253.4673  Fax 706.253.4679
Patient Authorization for Disclosure of Protected Health Information (PHI) From GSHWC
Patient Name: DOB:
Address:
Phone(s): Cell Home

I request that my protected health information {PHI) from Good Samaritan HWC be disclosed to:

Recipient Name:
Address:

Phone: Fax:

I authorize the following PHI to be released from my medical records:

Complet-e Medical Records covering the period of healthcare from:

Specific Dates: __/_/ to__/ / _,or__all past, present, future encounters or the following;

Laboratory Report Date: _f / orAll Pathology Report Date:_/ / orAll
Radiology film/imaging studies/media Date:_/ / orAll__ Radiology Report Date: _/ / orAll__
Itemized Billing Records Date:__/ / orall Immunization Records  Date:__/ /  orAll__
Consult/Test Results of Date: _/ / orAll__ Other: Date: /[

| understand that the information in my health record may include information relating to sexually transmitted disease, acquired or
mental health services and treatment of alcohol or drug abuse. State and federal law protect the following information. If this
information applie_s ta you, plegse initinl, indicating that you would like this information released/obtalned:;

Alcohal, Drug or Substance Abuse Records HIV Testing/Resuits
Mental Health Records Psychotherapy Records
Genetic Records

Purpose for requesting information: Disclosure Format:

_ Legal ' __ Paper/us Mail
__Insurance __Paper/Pick Up, by whom
__Personal __Fax

__Continuation of Care __Dther

_ Other

By signing this authosization form, | understand that:

Requests for capies of medical records are subject to reproduction fees in accordance with federal/state regulations.

I have the right ta revoke this authorization at any time in writing to Geod Samaritan HWC. Revocation will not apply to information that has already been
disclosed in response to this autherization,

Unless otherwise revoked, this authorization will expire on the following datefevent: . If I fail to specify an expiration date/event, this authorization
will expire one year from the date signed.

Treatment, payment, enroffment or efigibility for banefits may not be conditioned on whether | slign this authorization.

Any disclosure of information carrles with it the potential for unauthorized re-disclosure, and the information may not be protected by federal confidentiali-

ty rules.
Patient or Authorized Representative Signature Date
Print Name Relation to Patient
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