
AUTHORIZATIONFORRELEASEOFINFORMATION
*A fee for reproductionmaybeassessed

SectionA: Mustbecompletedforall authorizations

Iherebyauthorizethe useordisclosureofmyindividually identifiable health informationasdescribedbelow.

PatientName:_____________________________________________________ Last four of SSN:____________ DOB:____________

Address:_________________________________________________________________________ Phone: ________________________

To/From (circle one) To/From (circle one)

MahaskaHealthInformationManagement _________________________________________

1229CAvenueEastOskaloosa, Iowa 52577 _________________________________________

Ph: 641.672.3152Fax: 641.672.3153 _________________________________________

TypeofInformationRequired: ___ Surgery ___Lab ___ Discharge Summary ___Office VisitNotes ___Immunizations

___History& Physical ___EmergencyRoom ___X-Ray/Imaging Report Other:_____________________________

Dates ofServices: ________________________

PurposeofRelease:

___Insurance ___ 2ndOpinion ___ Rehab/Disability___ MovingOutofArea ___ Legal ___ Transferring Care ___ Other:____________

Iunderstandthatall informationmaybereleasedelectronically andmayincludeinformationinthefollowingcategoriesunlessIspecificallydenythe release.

(Please initial anycategoryNOTtobereleased).

___Substance Abuse ___ MentalHealth ___ HIV-Related Information___Genetic Tests/Info

SectionB: Patient mustreadandsignbelow

•Thisauthorizationiseffectivefor12months. Iunderstandthat I mayrevokethisauthorizationatanytimeinwritingexcept tothe extentthat actionhasalreadybeentakeninreliance
uponit, bygivingwrittennotice to theDirectorofHealth Information.

• Iunderstandthatauthorizingthedisclosureofthis informationisvoluntary; Icanrefusetosignthisauthorization. Ineednot signthisformtoreceive furthertreatment.

• Iunderstandthat I havetherightto inspect the informationtobediscloseduponpropernotification andunderappropriateconditionsestablishedbyabovenamedfacility. Thefacility,
itsemployees,officers,andattendingphysiciansarereleasedfromlegalresponsibilityor liability forreleaseofaboveinformationtothe extent indicatedandauthorizedherein.

• Iunderstandthat I amauthorizingthereleaseofdataandinformationrelatingtoany/allsubstanceabuse,mentalhealth, HIVrelated informationorassaultand/orabuseinformation
ifnotrestricted inthespecificdescriptionabove.

•IhavepersonallyreceivedandassumeresponsibilityforanyinformationIhavereceivedif transportingtoanother physicianorinstitution listedabove.

• Iunderstandthat if the personorentity that receives the information isnotahealthcareproviderorhealthplancoveredbyfederalprivacyregulations, the informationdescribed
abovemayberedisclosedandnolongerprotectedbythoseregulations.

• IunderstandtheprovidermaydenyrequestandIwillbeprovidedthereasonfordenial in letter format.

Iherebyacknowledgethat Ihavereceived acopyofthisdocument.

Signatureof Patient orAuthorized Representative: _____________________________________________ Date:______________

AuthorizedRepresentative Relationship topatient:_____ Parent_____ Power ofAttorney:_____ Guardian: _____Other: _____________________

PROHIBITIONOFREDISCLOSURES:Thisformdoesnotauthorizeredisclosureofmedical informationbeyondthelimitsofthisauthorizationWhere information
hasbeendisclosedfromrecordsprotected byFederalLawforalcohol/drugabuserecords(42CFRPart 2), formentalhealth records(Iowa CodeCH.228),or
HIV/AIDSrecords(IowaCodeCH.141), federalrequirementsandstaterequirementsprohibitfurtherdisclosurewithoutthe specificwritten consentofthe
patient, orasotherwisepermittedbysuchlawand/orregulations.Ageneralauthorizationforthereleaseofmedical informationisnotsufficientforthese
purposes.OncePHIisdisclosedtoothers, itmayberedisclosedtoindividualsororganizationsnotsubjecttoHIPAAandmaynolongerbeprotected byHIPAA.A
photocopy,orexact reproductionofthisauthorization, asdulyexecuted, shallhavethesameforceandeffectastheoriginal.

OFFICE USE ONLY CompletedBy: _____________________Dept.: ______________Date:__________ Verifiedwith ID

Via:___ Fax___ Emailed___ Mailed___Given toPatient___ Other:____________________________ Patientknown to:______________________
PR2/2022 EmployeeSignature


