Authorization / Request for Release of Protected Health Information

	             Patient

Information

&

Mailing 

Address
	Full Name________________________________________________________  Medical Record #____________________

Maiden Name or Other Names Used______________________________________________________________________

Address/City/State/Zip__________________________________________________________________________________

Date Of Birth______________________________________

Day Phone #______________________________________Evening Phone #______________________________________


	Release

Information
	I Authorize/ Request the following entity:                 Yampa Valley Medical Center


To Release my PHI to the following: _____Myself_______________Other (Specify)__________________________________

Address/City/State/zip_________________________________________________________________________________

Fax #:____________________________________________Phone #:___________________________________________


	Purpose
	[  ] Continuation of Care               [  ] Insurance               [  ] Legal               [  ] Worker’s Compensation

[  ] Personal/ Other (specify):______________________________________________________________________________   


	PHI 

to be 

Disclosed
	I Authorize/ Request the following Information to be released:

Date(s) of Service:_____________________________________________________________________________________

[  ] Discharge Summary               [  ] Laboratory Reports                [  ] History & Physical

[  ] Operative Report                    [  ] Consultation Report               [  ] Diagnostic Imaging Reports

[  ] Complete Visit                        [  ]  Complete Record (all visits)  [  ] Physical Therapy Notes

[  ] Other (Specify)_____________________________________________________________________________________


	Delivery Instructions
	[  ] Mail Records Directly to the person or organization specified.          

[  ] Call me for pick up when records are ready.                              [  ] Fax Records to​ #:________________________________

[  ] I authorize _________________________________to pick up records for me.  (Relationship to Patient):________________


	Authorization
	· Colorado State Law Limits the validity of a signed authorization to 1 year. If you prefer an alternative date for  expiration (not to exceed 1 year) please indicate here:___________________ 

	
	· Right to Revoke: I understand that I have the right to revoke this Authorization in writing at any time subject to the exceptions stated below. To revoke this Authorization, I understand that I must make the request in writing and mail or deliver my request to: Yampa Valley Medical Center, Attention Director of H.I.M. 1024 Central Park Drive, Steamboat Springs, CO  80487.

· Exceptions to Right of Revocation: I understand that my written revocation will not affect the ability of the Hospital to continue to use or disclose my Protected Health Information (PHI) to the extent that it has already acted in reliance on the Authorization. For example, the Hospital cannot rescind disclosures it has already made, and may use my PHI as necessary to bill and collect for services rendered.

	
	· Potential for Redisclosure: Your health information disclosed according to this Authorization will no longer be protected by the federal privacy law (known as “HIPAA), and the recipient of the information may potentially redisclose it.

	
	· This Authorization is Binding: The statements made in the Authorization are binding, controlling, and I understand that they take precedence over statements made by the Notice of Privacy Practices. 


	Signatures
	· My Signature is required to validate this authorization/ request. 

______________________________________________________________________   Date__________________

Signature of Patient / Guardian / Personal Representative                                         








Yampa Valley Medical Center Use Only

Date Authorization/ Request Received:_________________________



Fax this completed form


Request Received by:______________________________________

   
to Yampa Valley Medical Center

970-879-0297


Date Request Completed:___________________________________


     *1840*


Request Completed by:_____________________________________







Identification Verified:_______________________________________
 

