<NAME OF PRACTICE>

<ADDRESS>

<PHONE/FAX>

AUTHORIZATION TO USE OR DISCLOSE PHI

FOR MARKETING, FUNDRAISING, OR SALEs
Patient Name
Date of Birth:


Address 


Phone Number
Chart Number

I authorize <PRACTICE NAME> to use and/or disclose my:
· Protected Health Information (PHI): PHI means information about a patient, including demographic information that may identify a patient, that relates to the patient’s past, present, or future physical or mental health or condition, related health care services, or payment for health care services. 
· Sensitive Protected Health Information (SPHI): SPHI means Protected Health Information that pertains to particularly sensitive information, as defined by state law, such as (i) an individual’s HIV status or treatment of an individual for an HIV-related illness or AIDS, or (ii) an individual’s substance abuse condition or treatment of an individual for mental illness.

For the following activities:
· Notify me or send me information on health-related or non-health-related products, treatments, services, or opportunities. I understand that sometimes, third-parties may subsidize or compensate the practice named above to notify me of such.
· Notify me of Fundraising or promotional activities.
· Disclose this protected information in exchange for remuneration (i.e., “sale”) to a third-party.
I authorize disclosure of the following information from my medical record: 

Note: Include a detailed description of information to be released, including dates.

I Understand that:
· Treatment will not be conditional on whether I sign this Authorization.

· This Authorization is voluntary and I have the right to refuse to sign it.

· By signing this form, I am allowing <PRACTICE NAME> to use and release my health information for the marketing efforts described in this document.
· If I sign this authorization, I may revoke it later, at any time by <ENTER THE METHOD(S) BY WHICH IT MAY BE REVOKED. THIS MAY BE A WRITTEN AUTHORIZATION OBTAINED VIA THE PRACTICE EMAIL ADDRESS OR A PHONE NUMBER. REQUIRING WRITTEN NOTICE FOR THESE TYPES OF ACTIVITIES IS PROHIBITED>. The revocation is effective upon receipt by the practice.
Note: The only exception to your right to revoke is if the practice has already acted in reliance upon the authorization.

· This authorization will expire on ____/___/___ OR when the following event occurs: _________<EITHER AN EXPIRATION DATE OR EVENT IS REQUIRED. BOTH MAY BE INCLUDED ON THE FORM. IF USING AN EVENT, ENTER AN EVENT (E.G., 2 YEARS FROM THE DATE THIS AUTHORIZATION IS SIGNED, WHEN A MINOR REACHES THE AGE OF MAJORITY)>
· The information disclosed pursuant to this Authorization, except information protected by Federal and/or State regulations about confidentiality of drug and alcohol abuse records, HIV, and mental health may be subject to re-disclosure by the recipient and no longer protected by federal privacy regulations or other applicable state or federal laws.

· This authorization CANNOT be used to disclose Psychotherapy Notes.

· Once signed, if requested, the Practice will provide me with a copy of this Authorization.

Signature(s)
Patient signature
Date


Sign below if you are a personal representative of the patient.

Representative signature
Date


Print Name


Relationship to Patient




Form may only be copied and/or customized by the owner of this book for use in his/her own organization.
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