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Authorization to Release Medical Information

Walnut Street Health and Wellness

245 W. Walnut, Ogden, IA  50212

 Patient Name_______________________________________________________________________

Patient Date of Birth:____________________________________

       Obtain from:                                           Release from WSHW to:

__________________________________________________________________________________

__________________________________________________________________________________

_________________________________________________________________________________
 



INFORMATION TO BE RELEASED: (Check all applicable)


( All Information
( All Progress Notes
( Lab Reports



( Electrocardiogram (ECG)
( Allergy Records
( Immunization Records
( Other:______________



RECORDS FROM THE TIME PERIOD:          /        /           through          /        /_____


PURPOSE OF DISCLOSURE:  (Check applicable purpose)


( Continued Medical Care
( Payment of Insurance Claim
( Legal


( Personal
( Workers’ Compensation Claim
( Other: ____________

I understand that this authorization shall be valid for five years. I understand that I may revoke this consent at any time except to the extent that action has already been taken.


I understand that a reasonable fee may be charged for duplication of records. An estimate of those charges will be provided upon request prior to duplication.



The requestor may be provided with a copy of this authorization.

Patient/Guardian Signature: _______________________________________ Date: ____________________________

Date of Birth: __________________ Home Phone: __________________ Work Phone: __________________

For office use only:

__________________________________________________________________________________________

MR#


Date


Initials of Staff Member Sending
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Walnut Street Health and Wellness

Patient Rights Regarding Medical Records

*All requests to inspect, copy, amend, restrict, or share health information must be made in writing on the proper forms which will be provided upon request.  All changes to preferred forms of communication must also be made in writing.

You have the following rights regarding health information we maintain about you: 

Right to Inspect and Copy: You have the right to inspect and copy health information that may be used to make decisions about your care. Usually, this includes health and billing records. 

If you request a copy of the information, we may charge a fee for the costs of copying, mailing, or other supplies and services associated with your request. 

We may deny your request to inspect and copy in certain very limited circumstances. If you are denied access to health information, you may request that the denial be reviewed. This review will be conducted by another licensed health care professional chosen by our practice. The person conducting the review will not be the person who denied your request. This practice will comply with the outcome of the review. 

Right to Amend: If you believe that health information we have about you is incorrect or incomplete, you may ask us to amend the information.  We may deny your request for an amendment if it is not in writing or does not include a reason for the request. In addition, we may deny your request if you ask us to amend information that: 

Was not created by us, unless the person or entity that created the information is no longer available to make the amendment

Is not part of the health information kept by or for our practice

Is not part of the information that you would be permitted to inspect and copy

Is accurate and complete

Any amendment we make to your health information will be disclosed to those with whom we disclose information as previously specified. 

Right to an Accounting of Disclosures: You have the right to request a list of the disclosures of your health information we have made, except for uses and disclosures for treatment, payment, and health care operations, as previously described. 

Right to Request Restrictions: You have the right to request a restriction or limitation on the health information we use or disclose about you for treatment, payment, or health care operations.  We are not required to agree to your request for restrictions if it is not feasible for us to ensure our compliance or believe it will negatively affect the care we provide you.

Right to Request Confidential Communications: You have the right to request that we communicate with you about health matters in a certain way or at a certain location. 

Right to a Paper Copy of This Notice: You have the right to obtain a paper copy of this notice at any time. To obtain a copy, please request it from any staff member. 

Changes to This Notice 

We reserve the right to change this notice and apply it to any past, present, or future health information we have about you.  We will post a copy of the most current notice in our facility with the effective date on the first page. You may request a copy of our most current notice at any time.

Complaints 

If you believe your privacy rights have been violated, you may file a complaint with us or with the Secretary of the Department of Health and Human Services.  You will not be penalized for filing a complaint. 
Other Uses of Health Information

Other uses and disclosures of health information not covered by this notice or the laws that apply to us will be made only with your written permission. You have the right to revoke this permission for any health information that has not yet been shared. 
SPECIAL AUTHORIZATION: Check applicable box(es) and sign immediately below.


By signing below, I am authorizing the office to release any and all information regarding:


( Alcohol          ( Drugs          ( Mental Health          ( Sexually Transmitted Diseases          ( HIV           ( AIDS





Note: If this release pertains to alcohol, drug, or mental health information, please note that this information has been disclosed to you from records protected by federal confidentiality rules (42 CFR part 2). The federal rules prohibit you from making any further disclosure of this information unless additional further disclosure is expressly permitted by written consent of the person to whom it pertains or as otherwise permitted by 42 CFR part 2. A general authorization for the release of medical or other information is not sufficient for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.





Patient's Signature: ____________________________________________ Date: ______________________________








10/14/2016








