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- AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH
INFORMATION

| authorize my physician andior administrative and clinical staff to (check all that apply):

use the following protecied heatth information, and/or

— disclose the following protected health information to:

This protected health information is being used or disclosed for the following purposes:

This authorization shall be in foree and effect until at which time this
authonzation to use or disclose this protected health information expires.

| understand that | have the right 101 revoke this authorization, in writing, al any time by sending such
writtén notification to the practice's Privacy Contact at 10001 South Westemn Ave., Suife 204, Oklahoina
City, OK 73139, | understand that a revocation is nol effective to ihe extent that my physician has relied
on the use or disclosure of the protected health information or if my authorization was obtained a5 2
condition of obtaining insurance coverage and the Insurer has a legal right to contest a claim.

! understand that information used or disclosed pursuant to this authorization may be disclosed by th:
reciprent and may no longer be protected by federal or state law.

My physician will not condition my treatment, payment, enrollment in a health plan or eligibility for
benefils (if applicable) on whether | provide authorization for the requested use or disclosure excedt 1)
if my treatment is related to research, or (2) health care services are provided to me solely for the
purpose of creating protected health information for disclosure 1o a thind party.

The use or disclosure requested under this authorization will result in direct or indirect remuneralicn 1o
my physician from a third party.

By Gklahoma law we are required 1o notify you... that the information authorized for release may
Include records which may indicate the presence of communicable or venereal disease whct
Mmay include, but are not limited to, disease such as hepatitis, syphilis, gonorrhea and the
human immunodeficiency virus, also known as Acquired Immune Deficiency Syndrome (A/DS ).

Signature of Patient or Personal Represenfative Date

Print Name of Patierd or Personal Representative Descripion of Personal Representalive's
Autharity
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