

____________________________________________________________________________________
AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION
I authorize
	(
	Provider
	Fax #
	
	(
	Provider
	Fax #

	
	St. Charles Health System
	541-706-6352
	
	
	
	

	
	Dr. Maggie King
	541-706-6352
	
	
	
	

	
	Dr. Maggie King
	541-706-6352
	
	
	
	


to disclose a copy of the specific health information described below regarding
Patient Name (first, middle, last):
 ______________________________________
Date of Birth:


______________________________________
  TO: 

     DR. COBY L. HANES

446 NW THIRD STREET, SUITE 200
PRINEVILLE OR 97754

541-447-7230 PHONE

For the purpose of continuity of care, as requested by the patient.
If the information to be disclosed contains any of the types of records or information listed below, additional laws relating to the use and disclosure of the information may apply.  I understand and agree that this information will be disclosed if I place my initials in the applicable space next to the type of information.  PLEASE INITIAL REQUESTED RECORDS:
_____
Laboratory reports




_____
HIV/AIDS-related records

_____
Diagnostic imaging films and reports


_____
Mental health information 

_____
Most recent two year history



_____
Genetic testing information 

_____
Office chart notes




_____
Drug/alcohol diagnosis, treatment or referral info.

_____
Pathology reports




_____
Other____________________________________

I understand that the information used or disclosed pursuant to this authorization may be subject to re-disclosure and no longer be protected under federal law.  However, I also understand that federal or state law may restrict re-disclosure of HIV / AIDS information, mental health information, genetic testing information and drug/alcohol diagnosis, treatment or referral information.

INFORMATION TO PATIENT:  You do not need to sign this authorization.  Refusal to sign the authorization will not adversely affect you’re ability to receive health care services or reimbursement for services.  The only circumstance when refusal to sign means you will not receive health care services is if the health care services are solely for the purpose of providing health information to someone else and the authorization is necessary to make that disclosure.

You may revoke this authorization in writing at any time.  If you revoke your authorization, the information described above may no longer be used to disclose for the purposes described in this written authorization.  The only exception is when a covered entity has taken action in reliance on the authorization or the authorization was obtained as a condition of obtaining insurance coverage.  To revoke this authorization, please send a written statement to the entity disclosing the information as listed above and state that you are revoking this authorization.

SIGNATURE

I have read this authorization, and I understand it.  Unless revoked, this authorization expires one year from the date of signature.

By:___________________________________________

Date:____________________
      PATIENT / GUARDIAN
The Center for Functional Medicine


and


Hanes Chiropractic Wellness Center


446 NW Third Street, Suite 200  (  Prineville OR 97754


Phone 541-447-7230  (  Fax 541-447-5775








