Community He alth Partne rship Consent to Release Health nformation

This form is to allow the use of yourmedicalinformation. It follows the terms of the
Confidentiality of Medic al hnformation Actof 1981, CiviCode Section 56 and the Health
Insurance Portability and Accountability Actof 1996 (HIPAA)

AUTHORIZATION

Iauthorize College Health IPA (CHIPA) and

Name Re la tio nship Phone Number Fax Number

T share the mformation below with each other

e MyCare Plan e Diagnosisand treatment progress
e Care Plan Updates e Appointment status
e Prescrbed medicationsand e Other(descrbe)
dosages
USES

The information may only be used forcare planning and c oordina tion.

DURATION
This authorization iseffective immediately. E wil remain in effect until (date):
Iunderstand that any requeststo revise orcancelmustbe in writing .

RESTRIC TIONS

The requestermay not share the health information without anotherwritten approval
Furtheruse mayoccuriflaw specially requiresit. Consentto treatmentisnotbased
upon signing this document.

ADDIMIONALCOPY
Iam aware thatIhave a rightto receive a copy ofthisdocumentby re que sting it.
Copyrequested and received Yes No Initial

SIGNATURE
Date: Tme: AM / PM

Patient Name Printed: Patient DOB:

Signa ture:

Ifsigned by otherthan patient, indic ate relationship:

Witne ss:

CHIPA/Release of Information 7/26/2013




