WINSLOW HEALTH CENTER

ALLEGHENY COLLEGE

TELEPHONE:  814-332-4355



   FAX:  814-336-3050

AUTHORIZATION FOR DISCLOSURE OF HEALTH CARE INFORMATION

_________________________     ________      _________________      ____________

Print Name (Last, First)
       Class Yr.          Social Security #         Date of Birth

Address_____________________________________
Telephone_______________

City/State/Zip___________________________________________________________

I authorize Winslow Health Services to disclose information contained in my medical record to:

Name/Organization_______________________________________________________

Address_____________________________________
Telephone_______________

City/State/Zip________________________________

Fax_______________

SPECIFIC INFORMATION TO BE DISCLOSED:

Date(s) of treatment__________, ___________, __________, ___________, ____________

Check all that apply:__Clinical Treatment Notes, __Lab Reports, __X-Ray Reports, 

__Immunization Information Only, ___HIV Related Information, __Sexual Assault Information

__Substance Abuse Information, __Psychological Related Information, __Other______________

OR

ENTIRE RECORD TO BE DISCLOSED:

Date of treatment from_______________to__________________

Check all that apply:
   EXCLUDE




INCLUDE


__HIV Related Information



__HIV Related Information


__Psychological Related Information

__Psychological Related Information


__Substance Abuse Information


__Substance Abuse Information


__Sexual Assault Information


__Sexual Assault Information


__Women’s Health




__Women’s Health


__Other_____________________


__Other_____________________

Purpose for Disclosure:

I understand that I have no obligation whatsoever to disclose any information from my record, and I understand that I may revoke this consent at any time by notifying Winslow Health Center in writing and/or specifying a date, time, event, or condition upon which my consent will expire without revocation.  I have read this form and have had it explained to me and I understand its content.  Consent expires 90 days from the date of signature unless otherwise noted.

Date:___________________________________
Patient Signature______________________________________

Date:_____________________
Witness Signature:___________________

Release Method:__Mail, __Fax

Rev: 1/04

