

AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION (PHI)
For Multiple Individuals and/or Organizations


Section 1:  Authorization 											

Name: _____________________________________         Date of Birth: __________________________
By signing this Authorization, I hereby authorize The Edinburg Center Inc. (“Edinburg”) to release my protected health information (“PHI”) as indicated below to the person(s)/agency(ies)/facility(ies) named in Section 2 (each a “Recipient”).

Section 2:  Names of the Recipient(s) to whom Edinburg may release your PHI 

	Name of each Individual or Organization you are allowing to receive your PHI (each a “Recipient”)
	Form of disclosure – check and complete all that apply and provide # or address as necessary

	
Please initial each Individual or Organization you are allowing to receive your PHI below

	[bookmark: _Hlk195188212][bookmark: _Hlk195188151]1.




Initials______

	     
	|_| Verbal/phone call ______________
	|_| Fax ________________

	
	
	

	[bookmark: _Hlk195189174][bookmark: _Hlk195189462]
	
	|_| Paper/Mail_____________________________________________

	
	
	|_| Other (please specify)____________________________________

	
	
	|_| Check here if you allow ongoing “two-way exchange” of your PHI between Edinburg and the Recipient, to the extent permitted by law.

	2.




Initials______
	     
	|_| Verbal/phone call ______________
	|_| Fax ________________

	
	
	

	
	
	|_| Paper/Mail_____________________________________________

	
	
	|_| Other (please specify)____________________________________

	
	
	|_| Check here if you allow ongoing “two-way exchange” of your PHI between Edinburg and the Recipient, to the extent permitted by law.

	3.





Initials______
	     
	|_| Verbal/phone call ______________
	|_| Fax ________________

	
	
	

	
	
	|_| Paper/Mail_____________________________________________

	
	
	|_| Other (please specify)____________________________________

	
	
	|_| Check here if you allow ongoing “two-way exchange” of your PHI between Edinburg and the Recipient, to the extent permitted by law.

	4.




Initials______
	     
	|_| Verbal/phone call ______________
	|_| Fax ________________

	
	
	

	
	
	|_| Paper/Mail_____________________________________________

	
	
	|_| Other (please specify)____________________________________

	
	
	|_| Check here if you allow ongoing “two-way exchange” of your PHI between Edinburg and the Recipient, to the extent permitted by law.



Section 3:  Reason for releasing your PHI 

[bookmark: Check4]|_| Referral		|_| Coordination of Care	|_| Obtain insurance, financial, or other benefits
[bookmark: Check5]|_| Facilitate Billing	|_| Other (please specify): ______________________________________________
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Section 4:  The Types of PHI (i.e. Behavioral Health records) that Edinburg may release to the Recipient(s)
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|_| All of your Behavioral Health records OR select from the following Behavioral Health records (add dates and specifics):

	|_| Admission assessments
	
	
	|_| Progress notes
	

	|_| Psychological test results
	
	
	|_| Payment/billing records
	

	|_| Mental health treatment history
	
	
	|_| Medical History
	

	|_| Medical/specialty consultations
	
	
	|_| Referral information
	

	|_| Treatment/Individual Service Plan
	
	
	|_| Laboratory results
	

	|_| Psychiatric evaluation/ Mental status
	
	
	|_| Discharge summary
	




|_| Other (please specify, if applicable): ______________________________________________________________



Section 5:  Authorization for Edinburg to Disclose Additionally Protected PHI 

In addition to the Behavioral Health records identified in Section 4, your clinical record may contain additionally protected PHI. If applicable, please indicate which categories you agree to disclose by checking and initialing below.



	|_| 
	
	HIV/AIDS* (specify dates      )
	|_| 
	
	Alcohol or Drug Use Treatment

	
	
	*Note: Edinburg must obtain an Authorization for each Requested disclosure of HIV/AIDS information treatment
	
	
	(a/k/a “Part 2 Records”), protected by Federal Confidentiality Rules 42 CFR Part 2

	|_| 
	
	Sexually transmitted diseases
	|_| 
	
	Genetic information/testing results

	|_| 
	
	Domestic Violence treatment/counseling
	|_| 
	
	Sexual Assault

	|_| 
	
	Family planning services
	|_| 
	
	Other(s) (specify):      



	
Section 6:  Acknowledgement   

I have read and understand the terms of this Authorization. I have had an opportunity to ask questions about the use or disclosure of my PHI and Part 2 Record.  I have been provided with a copy of the signed Authorization, and by signing below, I understand I am authorizing the use/release of my PHI and Part 2 Record:

1. My authorization is voluntary and will not affect my ability to obtain treatment from Edinburg, except if I am (i) receiving research-related treatment or (ii) receiving health care solely for the purpose of creating information for disclosure to a third party.  If either of these exceptions apply, my refusal to sign an authorization will result in my not obtaining treatment (or payment, if applicable) from Edinburg.

2. My Part 2 Records may be redisclosed in accordance with the permissions contained in the HIPAA regulations, except for uses and disclosures for civil, criminal, administrative, and legislative proceedings against me.

3. I understand that Edinburg cannot guarantee that the Recipient will not re-disclose my health information to a third party. The Recipient may not be subject to federal laws governing privacy of health information. 

4. I understand that I may revoke this Authorization in writing at any time, except that the revocation will not have any effect on any action taken by Edinburg in reliance on this Authorization before written notice of revocation is received by Edinburg.  I further understand that I must provide any notice of revocation in writing to the Edinburg Privacy Officer at 205 Burlington Road, Bedford MA 01730. 

5. [bookmark: Check16]This Authorization will expire:	|_| After this one-time disclosure; OR	
[bookmark: Check11]|_| 30 days after discharge from Edinburg Services; OR
[bookmark: Check12]					|_| (Insert applicable event or date – mm/dd/yyyy) _____________

Note:  If an expiration event is used, the event must relate to the Person Served or the purpose of the use or disclosure.

Section 7:  Signature of Person Served or Personal Representative   
	


	
	


Signature of Person Served or Personal Representative				Date

	
	
	


Name of Personal Representative & Relationship to Person Served			Date
[E.g. Guardian, Health Care Agent/Representative, Administrator of Estate etc.]

When person served is not competent to give consent, the signature of a personal representative, authorized to act on behalf of the person served, is required.
The person served and/or personal representative must be provided with a copy of the signed Authorization.

NOTICE TO RECIPIENT(S) TO PROHIBITING REDISCLOSURE
This record which has been disclosed to you is protected by federal confidentiality rules (42 CFR part 2). The federal rules prohibit you from making any further disclosure of this record unless further disclosure is expressly permitted by the written consent of the individual whose information is being disclosed in this record or, is otherwise permitted by 42 CFR part 2. A general authorization for the release of medical or other information is NOT sufficient for this purpose (see 42 CFR § 2.31). The federal rules restrict any use of the information to investigate or prosecute with regard to a crime any patient with a substance use disorder, except as provided at 42 CFR §§ 2.12(c)(5) and 2.65.  
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