
Authorization To Release

@I;JnffirJi
Na Date of Birth:

I understand that as part of my healthcare, this organization originates and maintains health records describing my health history, symptoms, examination andtest results, diagnoses, treatmenL and any plans for future care or treatment.

I understand that, ifthe persons or orSanizations I authorjze to receive and/or use the protected health information described below are not health plans,
health care providers or health care clearinghouses subiect to federal health information privacy laws, they may further disclose the protected healtir
information and it may no lonBer be protected byfederal health information policy laws.

lunderstend that this lnformation s¤rves asi. Abasis for planning my care and treatment.. A means ofcommunication amonSthe many healthcare professionak who contributeto my care,. A source ofinformation forapplying mydiagnosis and surStcatinfomation to my bilt.. A means by which a thhd party payer canverifythat seNices billed were actually provided.
' Atoolfor routine heelthcare operations such a5assesslngcare qualityand reviewingthe competence ofhealthcare professjonals.

I undeBtand thet I have the rigl$:. To inspect or copy th e prctected health information to be used or d isctosed.

' To req uest restrl.tlons as to how my hea lth information may be used or d kclosed to ca rry out treatmen! payment or healthca re ope rctions - a nd that the org. nizatlon
Is not requlred to agree to the restrlctions requested.. To refuse tosign the authoriktion.. To a statementthat covered entity may receive rehuneration trom use or disclosure ofrequested information.. To a copy ofthis form.

I understand that I may revoke this authorization at any time by giving written notice, However, I understand that I may not revoke this authorization for
actions taken before receipt of mywritten notice to revoke this authorization or ifthe covered entity had taken a.tion i; reliance thereon. tnaddition,t
understand that if I am giving this authorization as a condition of obtaining insurance coveraBe, and if I revoke this authorization, the insurance company has aright to contest my claims under the insurance policy.
I (the patient) am requesting that you (North Georgia Endocrioology) may re ease the following information retarding my health information tol

{Appointment lnformation, Medical Records, or Health lnformation). Pleose list the nome ol peltr]gn(s) to whom we mdy rcleqse tnfo|nr,qtioni

Home Phone Work Phone Cell phone
Yes/No Yes/No yes/No
Yes/No Yes/No yes/No
Yes/No yes/No yes/No

signing th is authorizatio n is not a condition of treatm ent. My physician will not condition mytreatment, payment, enrollment in a health plan or eligibility forbenefits (ifapplicablel on whethei I provide authorization forthe requested use or disclosure except (1) if my treatment is related to research, of (zthealih
care services are provided to me solely for the purpose of creating protected health information for disclosure to a third pafty.

I have had the chance to read and think about the consent of this authorization form and lagree with all statements made in this authorizatioh. lunderstandthat by signing this form, I am confirming my authori2ation for use and/ or disclosure ofthe protected health information described in this form with thepeople and/or organization named in this form.

Name (Relationship to patient)
Name (Relationship to patient)

(Relationship to patient)

t Pleq'E hhntlh the l$ormo on tl'tr/t npy be ,eleot.d b thb peEonl

appolntment Infolmatbn 

-Trratrnent 
lniormdon H¤ahh Intomatlon accouit lnformatlon ____Jall of the Above

. May we leave o message/contdct you regarding
Appointments:
lab Results
Office lnformation

Signature of Patient or Legal Representative Date


