University of Utah
Health Sciences Center

PATIENT AUTHORIZATION

DISCLOSURE OR RECEIPT OF PROTECTED HEALTH INFORMATION

Name of Patient Medical Record #

Date of Birth Phone #

Patient Address

Soc. Sec. # (Providing your SS# is voluntary, but necessary to

accurately identify your medical records. Failure to provide this information will likely delay the
processing of your request).
Approximate Dates of Treatment

1. | authorize the following health care provider or facility TO DISCLOSE my patient information:

Q University Hospital (Inpatient) g University Neuropsychiatric Institute (UNI)
g Community Clinics g Sugarhouse Clinic g Madsen Clinics
g Moran Eye Center g Huntsman Cancer Institute
L1 outpatient Clinic(s):
g Specific Provider(s):
g Other: Name: Phone:
Address:
2. | authorize the following person or organization TO RECEIVE my patient information:
Name/Credentials: Relationship:
Address:
Phone #

3. Please disclose the following information: (circle to indicate your selection)

History and Physical Psychological Evaluation Discharge Summary
Educational Reports Treatment Plans Psychosocial History
Radiology and Lab Reports Consultation Reports Immunizations

Outpatient Clinical Records

Other:




4. Please indicate the purpose of the disclosure of your patient records:

, or

check here if it is for your own personal use

5. If applicable, | understand that based on the dates, providers, and information | have designated above,
the disclosure UUHSC makes pursuant to this authorization may include information regarding my
participation in a substance abuse treatment program.

6. | understand that if the authorized recipient of this information is not a health care provider or health plan
covered by federal privacy regulations, the information he/she receives will no longer be protected by
these regulations, and the recipient may re-disclose the information. However, the recipient may be
prohibited from disclosing substance abuse information under the Federal Substance Abuse
Confidentiality Requirements.

7. | understand that the University of Utah Health Sciences Center will not condition treatment, payment,
enrollment or eligibility for benefits on whether | sign this authorization. | may inspect or copy any
information used or disclosed under this authorization.

8. | understand that | may revoke this authorization in writing at any time by sending a written revocation of
authorization to: Medical Records, 50 North Medical Drive, SLC UT 84132

| understand that my revocation is not effective to the extent that action has been taken in reliance on this
authorization. This authorization expires (check one):

14 year from the date | sign below 1 one time disclosure only

Patient's Name Signature of Patient or Representative Date

Name of Personal Representative (if applicable)

If signing as Personal Representative, describe authority to act for patient and submit documentation showing

such authority:

Name of Witness Signature of UUHSC Workforce Member Date

(No notary is required if the patient appears personally to the UUHSC facility and presents identification.)

SUBSCRIBED AND SWORN before me this day of , 20

NOTARY PUBLIC

Residing in

My Commission expires:

[ 1 Authorization documented in HIPAA Management Application.

UUHSC Staff: After processing, place this form into the patient’s medical record AND/OR send to Health
Information.

PLT1025/03-03



	Field1: 
	Field2: 
	Field3: 
	Field4: 
	Field5: 
	Field6: 
	Field7: 
	Field8: 
	Field9: Off
	Field10: Off
	Field11: Off
	Field12: Off
	Field13: Off
	Field14: Off
	Field15: Off
	Field16: Off
	FIeld17: 
	Field18: Off
	Field20: Off
	Field19: 
	Field21: 
	Field22: 
	Field23: 
	Field24: 
	FIeld25: 
	Field26: 
	Field27: 
	Field28: 
	Field29: 
	Field30: Off
	Field31: Off
	Field32: 
	Field33: 
	Field34: 
	Field35: 


