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	Valley Baptist Health System

Patient Authorization to Use / Review and / or Disclose Protected Health Information
I, ______________________________________, understand Valley Baptist Health System is authorized by me to use or disclose my Protected Health Information for purposes that may be other than treatment, payment, or health care operations. I have read this authorization and understand what information will be used or disclosed, who may use and disclose the information, and the recipient(s) of that information. I understand that treatment, payment, enrollment, or eligibility for benefits may not be conditioned upon me signing this authorization.

	I, ______________________________________, specifically authorize Valley Baptist Health System or its designated employee(s) to disclose my Protected Health Information as described on this form to the recipients listed below. I understand that the VBHS is an Organized Health Care Arrangement under HIPAA and that when I sign this authorization; the PHI that I authorize to be disclosed may be used and disclosed by any / all of the VBHS Entities. I further understand that when the information is used and / or disclosed pursuant to this authorization, it may be subject to re-disclosure by the recipient and may no longer be protected by state or federal privacy regulations. I further understand that I retain the right to revoke this authorization, if done so according to the steps set forth below.

	Patient Name: ____________________________________________________ DOB: ____________________

Medical Record Number: __________________________

Dates of Service: ___________________________________________________________________________

	
 Entire record


 Face sheet


 History and Physical form


 Discharge summary
	 Progress notes

 Radiology films

 Laboratory / radiology results

 Diagnostic results
	 Consultations

 Autopsy report

 Patient transfer



	
 Other _____________________________________________________________________________

The purpose of the disclosure is: 

	
 Further medical care


 Application for insurance


 Disability determination
	 Payment of insurance claim

 Vocational rehabilitation
	 Legal investigation

 At my request

	
	 Other ___________________________________________________

	Specific Authorizations:

 
My mental health information. (Texas Health & Safety Code 611.004)

 
My substance abuse information. (42 C.F.R. 2.31 and 2.33)

 
Information about sexually transmitted diseases. (including HIV / AIDS testing Texas


Health & Safety code 81.203)

 
Protected Health Information for Specific Date of Service: _____________________________________

 
Meaningful Use documents

Please disclose the above information to:

Name: _____________________________________________         Telephone: ________________________

Address: _________________________________________________________________________________

I  do       do not authorize this information to be faxed. If yes, Fax #: ____________________________
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	My Right to Revoke:
I have a right to revoke this authorization in writing, except to the extent that action has been taken in reliance on this authorization. In order for the revocation of this authorization to be effective, Valley Baptist Health System must receive the revocation in writing, and the revocation must include:

· My name and address,

· The effective date of this authorization, and the recipients of the Protected Health Information according to this authorization

· My desire to revoke this authorization, and

· The date of the revocation, and my signature.

ALL revocations must be sent to Valley Baptist Health System, Attn: Corporate Compliance,

2101 Pease Street, Harlingen, Texas 78550, and are not effective until received by the Privacy Officer.

Additional Information:

· VBHS will maintain this authorization for 10 years

· VBHS reserves the right to charge a fee for copies of medical records pursuant to Texas Health & Safety Code 241.154

· The medical information disclosed pursuant to this authorization may lose its protection under federal privacy law

· This authorization may be processed by a company contracted with VBHS for that purpose.

Expiration of Authorization:

This authorization shall expire on ___________________________. After this date, Valley Baptist Health System can no longer use or disclose my Protected Health Information for the above purposes without first obtaining a new authorization form. (if no date is indicated, this authorization will expire 180 days after the date of signing this form.)
I fully understand and accept the terms of this authorization.

___________________________________________________

_______________________________

Signature of Patient or Patient's Representative 



Date

__________________________________________________

Name of Patient

___________________________________________________

_______________________________

Name of Representative (if applicable) 




Description of Representative

___________________________________________________

_______________________________

Name of Witness / Translator (if applicable) 




Date



	For VBHS Use Only

[      ] Authorization was received on ____________________________ by ______ (initials of VBHS staff member).

[      ] Authorization verified / processed by ___________________________________ on ___________________.

[      ] Patient has been provided with a copy of the signed authorization
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