H.A.S. Physicians L.L.C.
For Use by Health Care Providers Only

AUTHORIZATION FOR USE AND DISCLOSURE OF INFORMATION

Section A: Must be completed for all authorizations.

I hereby authorize the use or disclosure of my individually identifiable health information as described below.  I understand that this authorization is voluntary.  I understand that if the organization authorized to receive the information is not a health plan or a health care provider, that organization may also disclose my health information.  If this happens, I understand that my information may no longer be protected by federal privacy regulations.

Patient name:





ID Number: 





Persons/Organizations authorized to release the information: 








Persons/Organizations authorized to receive the information: 







Specific description of information (including date(s)):

































The patient or the patient’s representative must read and initial the following statements:

1. 
I understand that this authorization will expire 





Initials:



2.
I understand that I may revoke this authorization at any time by notifying [H.A.S. Physicians] in 

writing.  But, if I do revoke this authorization, my revocation will not have an effect on any 

actions [H.A.S. Physicians] took in reliance upon my authorization before it received my revocation.
Initials:



You may revoke this authorization by signing a Revocation of Authorization form and returning it to [H.A.S. Physicians].  To request a Revocation of Authorization form, you may contact [H.A.S. Physicians, 19630 Hoover Farm Drive, Laytonsville, MD, 20882. 301-526-4372].






3.
Complete one:  

[ H.A.S. Physicians] will not condition your treatment or payment for your health care services on your completing and signing this authorization.  ☐ 

If you do not sign this form, [H.A.S. Physicians] will not treat you because you are being treated solely to create health information to disclose to 



. ☐

Section B: Must be completed when [ H.A.S. Physicians] requests the authorization for its own use or for another covered entity to disclose information to [H.A.S. Physicians] for treatment, payment or health care operations purposes.

To be completed by [H.A.S. Physicians]:

1.
The purpose of the use or disclosure is:










2.
[H.A.S. Physicians] ☐ will  ☐ will not  receive direct or indirect compensation in exchange for using or disclosing the information listed above.

NOTICE TO PATIENT: You or your representative may inspect and/or copy the health information in accordance with [H.A.S. Physicians]’s policies.

Section C: Must be completed for all authorizations.

Patient Name:





 Patient Social Security Number:




(Please Print)

Signature of patient or patient’s representative




Date



Printed name of patient’s representative:










Relationship to patient:










 

YOU MAY REFUSE TO SIGN THIS AUTHORIZATION.

7/02


