
Co mmunity He a lth Pa rtne rship   Co nse nt to  Re le a se  He a lth Info rma tio n 

CHIPA/ Re le a se  o f Info rma tio n  7/ 26/ 2013 

This fo rm is to  a llo w the  use  o f yo ur me d ic a l info rma tio n.  It fo llo ws the  te rms o f the  

Co nfid e ntia lity o f Me d ic a l Info rma tio n Ac t o f 1981, C ivil Co d e  Se c tio n 56 a nd  the  He a lth 

Insura nc e  Po rta b ility a nd  Ac c o unta b ility Ac t o f 1996 (HIPAA) 

 

AUTHORIZATION 

 

I a utho rize  Co lle g e  He a lth IPA (CHIPA) a nd   

 

Na me  Re la tionship Phone  Numbe r Fa x Numbe r 

    

    

    

    

    

    

 

To  sha re  the  info rma tio n b e lo w with e a c h o the r 

• My Ca re  Pla n • Dia g no sis a nd  tre a tme nt p ro g re ss 

• Ca re  Pla n Up da te s • Ap p o intme nt sta tus 

• Pre sc rib e d  me d ic a tio ns a nd  

d o sa g e s 

• Othe r (d e sc rib e ) 

 

USES 

The  info rma tio n ma y o nly b e  use d  fo r c a re  p la nning  a nd  c o o rd ina tio n. 

 

DURATION 

This a utho riza tio n is e ffe c tive  imme dia te ly. It will re ma in in e ffe c t until (d a te ):  __________. 

I unde rsta nd  tha t a ny re q ue sts to  re vise  o r c a nc e l must b e  in writing . 

 

RESTRICTIONS 

The  re q ue ste r ma y no t sha re  the  he a lth info rma tio n witho ut a no the r writte n a p pro va l.  

Furthe r use  ma y o c c ur if la w sp e c ia lly re q uire s it.  Co nse nt to  tre a tme nt is no t b a se d  

up o n sig ning  this d o c ume nt. 

 

ADDITIONAL COPY 

I a m a wa re  tha t I ha ve  a  rig ht to  re c e ive  a  c o p y o f this d o c ume nt b y re q ue sting  it.  

Co p y re q ue ste d  a nd  re c e ive d   _____Ye s   _____No               Initia l _____________ 

 

SIGNATURE 

Da te :       Time :    AM /  PM 

 

Pa tie nt Na me  Printe d :      Pa tie nt DOB: 

 

Sig na ture : 

 

If sig ne d  b y o the r tha n p a tie nt, ind ic a te  re la tio nship : 

 

Witne ss: 

 


