FRANKLIN COMMUNITY HEALTH NETWORK 
AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION (PHI)

I, the undersigned, hereby authorize the disclosing of protected health information for the given patient as per the following instructions:

	
	The information is to be disclosed by:
	And is to be provided to:

	Name of person, organization, facility
	
	

	Address
	
	

	City / State / Zip
	
	

	Phone Number
	
	


Processing Fee: $10.00 for the first page and $0.35 for each additional page.

Name of Patient:______________________________   Birth:____/____/____     SSN:  ___/____/____

I AUTHORIZE DISCLOSURE OF PHI FOR THE FOLLOWING REASON(S)

__________________________________________________________________________________

__________________________________________________________________________________

TYPE OF PROTECTED HEALTH INFORMATION TO BE RELEASED AND DATE(S) OF SERVICE
__________________________________________________________________________________

__________________________________________________________________________________

· Information about Mental Illness or Developmental Disability

· Information about Substance Abuse (i.e. alcohol or drug)

INFORMATION ABOUT HIV/AIDS WILL NOT BE RELEASED UNLESS SPECIFICALLY AUTHORIZED
THIS AUTHORIZATION WILL EXPIRE ON THE FOLLOWING DAY, EVENT OR CONDITION 
· One time release

· Until the following occurs:    ____________________________________________________





           ____________________________________________________
I may refuse to sign this authorization for any reason.  My refusal to sign this authorization will not affect the commencement, continuation or quality of my treatment.  If I approve this authorization and later change my mind, I must give written revocation of this authorization to the disclosing party listed above.  I understand that revocation will not take place until the written notice has been received and that information may have already been released.  I understand that revocation or refusing to sign this authorization may also result in improper diagnosis or treatment, denial of coverage in a claim for  health benefits  or other adverse consequences.    Information  disclosed  by  this authorization could be subject to 

re-disclosure by the recipient and, if so, may not be subject to federal or state laws protecting its confidentiality.  A copy of this completed form is available to the signer upon request.  

_________________________________________

_____/_____/_____

Signature of Patient or Patient Representative                                            Date

If minor___________________________________

_____/_____/_____
________________

                       Signature of Guardian                                                         Date                     State Relationship

If the patient is deceased or mentally incapacitated and request is by a legal representative – sign and state the authority.  Attach a copy of the authority.  

_________________________________________

_____/_____/_____

                Signature of Legal Representative                                             Date
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