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Authorization to Obtain, Release or Review Protected Health Information (PHI)
	Patient Name:
	
	DOB:
	


I hereby authorize the following organization to release information, as stated below, from the patient health information record. 
I consent for the practice to obtain and review my medical records through Prisma. By obtaining and reviewing my medical records, my provider will be able to make better decisions when it comes to my medical care.

I hereby grant IEDHH employees’ access to my personal health information (PHI), including laboratory test and progress notes, from any lab/hospital with a portal. I authorize the release of my records to IEDHH for review and acknowledge that I am the patient associated with this account. I understand that my information will be protected under applicable privacy laws and will only be used for my personal health care purposes. 

Signature: ________________________________________ 			Date: ______________________
	Information to be released from:
	Information to be released to: 

	Name of organization: 
	Name of organization: The Institute of Endocrinology

	Phone Number:
	Phone Number:

	Fax Number:
	Fax Number:



o Most recent progress notes
o All progress notes
o All laboratory reports
o All ultrasound and radiology reports
o Psychiatric/Psychological reports
o HIV/AIDS test results

o Other (Please specify) __________________________________________________________________________
Please specify anything you do NOT want to be released: 
_________________________________________________________________________________________________

Purpose of release: 
o Continuing care
o Specific request: _______________________________________________________________________________

Authorization & Acknowledgment I understand this authorization is voluntary and may be revoked at any time by written notice, except to the extent action has already been taken in reliance on it. I understand that once my records are disclosed, they may no longer be protected by federal privacy laws. Unless otherwise specified, this authorization will remain valid for 12 months from the date of signature. I understand that medical providers are allowed by Florida law (§456.057, F.S.) to charge reasonable fees for copying and mailing records.

I understand that this authorization extends to all, or any part of the records designated above, which may include psychiatric information, and/or genetic counseling/testing, and/or alcohol/drug abuse and/or HIV/AIDS test results. I expressly consent to the release of the information designated above. 

I understand that this authorization will remain in effect for one year unless otherwise specified. I understand that this authorization is revocable upon written notice to the office where the original authorization is retained. I understand that my protected health information that is used or disclosed under this authorization may be subject to re-disclosure by the recipient and the privacy of my protected health information may no longer be protected by law. 

I understand that after signing this form, there is a processing period for records requests of 7-10 business days and may be subject to a processing fee of $1.00 per page for the first 25 pages and $0.25 for pages 26+. The processing fee does not apply to records being sent directly to a healthcare provider.

Signature: ________________________________________ 			Date: ______________________
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