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PRITHIPAL S. SETHI MD        THOMAS A. SORBERA MD

PATIENT AUTHORIZATION TO REALEASE PROTECTED HEALTH INFORMATION

 __________________________________________________                            _______________________________________________                                           
 Patient Name					                        Birth Date
   
 ___________________________________________________	_______________________________________________
Street Address				                        City, State, Zip Code

I authorize the use and/or release of my protected health information as described in paragraph 4 below.  I understand this authorization is voluntary and is made to confirm my instructions.

I understand that the information used or released as a result of this authorization may no longer be protected by federal privacy laws and may be further used or released by person or organizations receiving it without obtaining my authorization.


AUTHORIZE:

Name of Physician/Healthcare Facility/Other:______________________________________________________________
Street Address:_________________________________________________________________________________________________
City, State, Zip Code:___________________________________________________________________________________________                                                         


TO RELEASE PROTECTED HEALTH INFORMATION TO:		

Name of Physician/Healthcare Facility/Other:______________________________________________________________
Street Address:_________________________________________________________________________________________________
City, State, Zip Code:___________________________________________________________________________________________  


HEALTH INFORMATION TO BE RELEASED:	
_____ All Medical Records			
_____ Immunization Records				
_____ Lab Reports              ALL                OTHER:_______________________________________________________________	
_____ Radiology Reports
_____ Billing Records	       ALL             OTHER:______________________________________________________________
_____Other:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________	


For the following dates:_____________________________________________________________________________________

In compliance with California Statutes which require special permission to release otherwise privileged information, please release records pertaining to:
_____ Mental Health 		
_____ Developmental Disabilities
_____ Alcoholism	     		
_____ Drug Abuse
_____ HIV (AIDS)	                               
 _____Other: _____________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PURPOSE OR NEED FOR DISCLOSURE:  (Check applicable categories)
_____ Further medical care	         		
_____ At the request of the patient		
_____ Legal investigation
_____ Insurance eligibility/benefits       
_____ Vocational rehabilitation evaluation
_____ Disability determination	         	
_____ Other: _____________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

EXPIRATION:
This authorization will expire on _____/_____/_____ (DD/MMM/YYYY).  If I do not indicate a date, this authorization will expire one (1) year from the date of my signature below.


SIGNATURE:
I have had full opportunity to read and consider the contents of this Authorization, and I confirm that the contents are consistent with my direction to the healthcare provider.  I understand that, by signing this form, I am confirming my authorization that the healthcare provider may use and/or disclose to the persons and/or organizations named in this form the protected health information described in this form.

Signature: ____________________________________________________________          Date: ____________________________

If this Authorization is signed by a representative on behalf of the patient, complete the following:

Name of Representative: __________________________________________      Date: _______________________________

Relationship to Patient: _________________________________________            Date: _______________________________		
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