
Patient Authorization to Release Protected Health Information (PHI) to Third Parties

Purpose: This form is used when an individual (or his/her personal representative) requests that the Health
Center disclose PHI to another person or entity outside the Health Center.

Patient Name: ________________________________TodayÕs Date:  ___________________________

ID #: ________________________________________Date of Birth:____________________________

1. By signing this Authorization, I authorize the University of Maryland Health Center to disclose certain
protected health information about me to the party or parties listed below.

2. The following is the information to be disclosed pursuant to this Authorization (specifically
describe the information, including such descriptions as type of records, type of services, dates of service,
level of detail, etc.):

[  ] Insurance Claim Forms:  _________________________________________________
                                      (Dates/types of Service)

3. The following person(s) or class of persons are authorized to receive the information (include
name, address and telephone number of person or entity where information is to be sent; if facsimile is
requested, also include fax number): * *We do not submit insurance claims directly to any Insurance
company.

Mailing
Address:_____________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

If the information includes records or information from another health care provider or entity, that information (check
one): [   ] should or [   ] should not be released under this Authorization. This Authorization applies ONLY  to the

information indicated above. Additional information shall require another Authorization.

4. The disclosure is for the following purpose (check one and complete as needed):

[   ] At the request of the patient         [   ] Other:____________________________________

The University Health Center will send information ONLY  to the above address or fax number. Any disclosure of the
patientÕs Protected Health Information to another person or entity or another address or fax number will require another
authorization.

5. This Authorization will expire on  (insert defined event or date not later than one year from the date
       Authorization is signed): _______________________________.



Patient Acknowledgement-Please Read Carefully

Re-disclosure: I understand that when the information is disclosed pursuant to this Authorization to someone who is not required to
comply with the federal or state privacy protection requirements, it may be subject to re-disclosure by the recipient and may no
longer be protected.

Revocation: I further understand that I retain the right to revoke this Authorization at any time, if I do so in the manner set forth
below. I understand that my revocation is not effective to the extent that the persons I have authorized to use and/or disclose my PHI
have already acted in reliance on this Authorization.

In order for my revocation to be effective, the University Health Center must receive the revocation in writing. The revocation must
include:

• The patientÕs name, address and identification number, if applicable
• The effective date of this Authorization
• The recipientÕs of the PHI according to this Authorization
• The patients desire to revoke this Authorization
• The intended date of the revocation, if later than the Health CenterÕs receipt of the revocation, and
• The patientÕs signature

The University Health Center will accept written revocations of this Authorization via:
• Hand Delivery
• Certified US Mail
• Facsimile at this number: _______________________

ALL  revocations must be sent to the University Health Center to the attention of the Medical Records Supervisor. A revocation is
not effective until the later of the date it is received by the Medical Records Supervisor or any other date specified in the revocation.

Inspect and Copy: I understand that I have the right to inspect or copy my PHI to be used or disclosed pursuant to this
Authorization, as permitted by law.

Conditioning Treatment, etc: I understand that the Health Center will not condition my treatment, enrollment in a health plan or
eligibility for benefits on whether I provide Authorization for a requested use or disclosure, except for certain research related
treatment or health care solely for the purpose of providing information to another person or entity.

I authorize the use and/or disclosure of my PHI as described above. I have read the contents of this Authorization, and I
fully understand and accept its terms.

-----------------------------------------------------        ------------------------------------------------
                      Patient or Personal Representative Signature                                      Date

     -----------------------------------------------------      ------------------------------------------------
                Name or Personal Representative                                       Relationship to Patient

________________________________________________________________________________________________
FOR INTERNAL OFFICE USE ONLY

Authorization verified and added to the patientÕs medical record:

By ______________________________________ on: ________________________________

Copy of Authorization given to patient, if applicable:

By: _____________________________________ on: ________________________________

Disclosures made in response to Authorization (PHI), date and recipient) should be documented in the patientÕs medical
record.  Revocation Received: ________________________________

Coded bill and/or information mailed to parent/student:

By: ______________________________________ on: _________________________________
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