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	University of Missouri Women’s Health Center

Reproductive Medicine & Fertility

	


	500 Keene St., Suite 203, Keene Medical Building, Columbia, Missouri  65201

Telephone:  573-817-3101   Facsimile:  573-499-6065


AUTHORIZATION FOR THE USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION
____________________________________________________________________________________________

Patient Name




DOB



Social Security Number
I, ___________________________________________________________________________________________

Name of Patient

____________________________________________________________________________________________

Patient’s Address





City, State, Zip


Phone #
hereby authorize _______________________________________________________________________________




Name of Institute and Contact Person 
___________________________________________________________________________________________________________________________________________

Street Address




Phone #




Fax #

___________________________________________________________________________________________________________________________________________

City





State




Zip

To release my medical records to:

Missouri Center for Reproductive Medicine and Fertility







500 Keene St., Suite 203







Columbia, MO  65201







Phone:  (573) 817-3101







Fax:  (573) 499-6065

The following information will be released:

□  Discharge Summary


□  Admission Note/History & Physical

□  Progress Notes

□  Operative Summary


□  Surgical Pathology



□  Consults

□  Physicians Order


□  Nurses Notes






□  Therapies



□  Out-Patient Visits (Clinics)

□  Emergency Room Report

□  Ambulance/Helicopter Report

□  Diagnostic Information


□  Other:  __________________________________

□  Entire Medical Record




□  Copy of Billing Statement

Dates of treatment to be released:  From ______________________  To ________________________________
Pending appointment date and time (if applicable):  ________________________________________________
I hereby release the above named institution and employees from any and all liability, claims or causes of action for providing my medical information requested regarding treatment, hospitalization, outpatient care including psychological, psychiatric, drug abuse, alcoholism, sickle cell anemia, acquired immunodeficiency (AIDS), or test for infection with human immunodeficiency virus (HIV).

Release of this information is being made for the following purposes:_______________________________

_______________________________________________________________________________________

Describe the reason for the request i.e., “Requested by patient” or “as requested by (outside party) and covers the following treatment dates:  (list dates)
You may request to inspect or copy the information that the hospital intends to disclose.  MU Health Care may NOT require that you sign this Authorization to receive treatment.  You may refuse to sign this Authorization.  If you refuse to sign this authorization, the requested information will not be released.  Once release of this information is made to the above named person or persons, your information may be subject to re-disclosure by that person or persons.

You may revoke this Authorization in writing to the above named facility at any time, except to the extent that the sending institution has already released information in reliance on this Authorization.  Unless you revoke this Authorization in writing, this Authorization will expire  180 days or 6 months from the date it was signed or upon expiration of the event for which the authorization was requested.

I understand that if I authorize the release of Drug & Alcohol Abuse treatment records (such as from Center for Addictions) that Federal Law protects those records.  The authorization for Release of Information does not authorize re-disclosure of medical information beyond the limits of this consent.  Federal Law (42CFR Part 2) for Alcohol/Drug abuse, prohibits information disclosed from records protected by this law from being re-disclosed, even to the patient, without a specific written consent of the person to whom it pertains or as otherwise permitted by such law and/or regulations.  A general authorization for the release of medical or other information is NOT sufficient for these purposes.  Federal rules restrict any use of the information to criminally investigate or prosecute the patient.

A copy of this Authorization will be provided to you after you sign it.

I, ___________________________________, have read the above information and authorize MU Health Care to request the identified information from the persons and for the purpose described herein.  I understand that, by signing this document, I release and discharge the above institution from any liability and will hold that institution harmless for any release made pursuant to this Authorization.

_______________________________________________________________________________________

Signature of Patient or Legal Representative





Date

_____________________________

Relationship 
[If you are obtaining an Authorization for disclosure of PHI created for research purposes, please contact the IRB, as such an Authorization requires detailed information beyond the scope of this document.]

Phone:  (573) 817-3101

Fax:  (573) 499-6065


