AUTHORIZATION FOR RELEASE OF INFORMATION
We can honor a request only if this form is filled out completely.
Patient Name: ___________________________________________

 Medical Record # :_____________

Date of Birth: ____________________    Check One: (   ) Pick Up   (   ) Mail
I hereby authorize _______________________________________________________________________________

[insert provider]

to disclose my protected health information to:  Swift River Medical Associates, 35 Bridge Street, P.O. Box 1519,Belchertown, MA 01007.
Release is authorized for the following specific purpose(s) or activity:

  X Medical Care   □ Legal  □ Insurance   □ Personal   □ Other Use: _______________________

The information to be disclosed includes:

  X Entire Record   □ Visit Notes   □ History & Physical   □ Radiology Reports   □ Laboratory Reports   □ MRI/CtScan Reports
  □ Neurology/Cardiology Reports   □ Mental Health Treatment Notes     Other: ________________________

Authorization covers:  □ Past 3 years     Specific dates of treatment:  _all_________________________

Authorization covers the release of sensitive, protected information regarding Sexually transmitted disease results:  Yes ___  No ___

RELEASE OF HIV/AIDS and/or GENETIC INFORMATION (required for each release)
	□
HIV/AIDS  Testing and Treatment  Yes ____  No ____
I hereby authorize release of protected health information pertaining to HIV testing and/or diagnosis and/or treatment of Acquired Immune Deficiency Syndrome (AIDS) solely to the person or organization described above and solely for the purpose stated above.

□
GENETICS Testing  Yes ____  No ____
I hereby authorize release of protected health information pertaining to genetic test results to the person or organization described above and solely for the purpose stated above.


__________________________________________                                ______________
(Signature of Patient or personal representative)                                              (Date)




I understand that information used or disclosed as a result of this Authorization may be further used or disclosed by someone who obtains such information and therefore may no longer be protected by federal privacy laws.  Except to the extent allowed by law, the provider named above will not condition treatment on my signing this Authorization.  I acknowledge that I have signed this Authorization voluntarily. I also understand that I have the right to revoke this Authorization in writing at any time except to the extent that action has been taken in reliance on it. 
This Authorization expires on: ___________________________________, (or if unspecified, 180 days from the date of signature.)
[insert date, time period or event]

________________________________________________________

________________

Signature of patient or patient's representative 




       Date
If patient representative, describe representative's authority or relationship to patient: ____________________________________

ASK FOR A COPY OF THIS SIGNED FORM

