
ARCY HOSPICE - 1740318435

Authorization Form for
Use/Disclosure of Protected Health Information

Complete all sections of this HIPAA Authorization Form. If any sections are left blank, this form
 will be invalid. Use N/A if not applicable.
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Section 1 -  Patient Information

Patient Name: _______________________________________________________________________________
DOB: ________________________________   ID #: _________________________________________________
Address: ____________________________________________________________________________________
Phone: __________________________________   Email:  ____________________________________________

Section 2 - Individual/Organization Authorized by Patient/Representative to Use/Disclose Protected Health 
Information (PHI)

Name: _______________________________________________________________________________
Address: _____________________________________________________________________________

Section 3 - Individual/Organization Authorized by Patient/Representative to Use/Receive PHI  

Name: _______________________________________________________________________________
Relationship to Patient: _________________________________________________________________
Phone:  ______________________________________________________________________________
Address: _____________________________________________________________________________

Section 4 - Authorization Expiration Event or Date

Unless otherwise revoked by the patient/representative, this authorization for the release of PHI to the 
above-named individual/organization will expire on the event or date specified below. Enter N/A in both 
fields if the release is ongoing.

Expiration Event: _____________________________    Expiration Date: __________________________

Section 5 - Health Information to be Disclosed-General

I authorize the following PHI to be disclosed:
❑ Medical records ❑ Other non-specific records: ________________________________________

Section 6 - Health Information to be Disclosed-Specific

I authorize the following specific PHI to be disclosed:
❑ Communicable disease Signature: ________________________________ Date: _____________
❑ Reproductive health Signature: ________________________________ Date: _____________
❑ HIV test results Signature: ________________________________ Date: _____________
❑ Mental health records* Signature: ________________________________ Date: _____________
❑ Substance use disorder Signature: ________________________________ Date: _____________
❑ Other Signature: ________________________________ Date: _____________

If “Other”, provide details:  
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
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*Requests for psychotherapy notes require a separate HIPAA Authorization Form and may not be 
combined with any other request.
❑ Psychotherapy notes Signature: ________________________________ Date: _____________

Section 7 - Purpose of this Release or Use of Health Information

❑ Healthcare  ❑ Research ❑ Marketing  ❑ Legal
❑ Other (specify): 
_____________________________________________________________________________________
_____________________________________________________________________________________

Section 8 - Authorization Information

I understand the following:
1. I authorize the use or disclosure of protected health information (PHI) as described above for the 

purpose indicated until such event or time expires, as specified above. 

2. I have the right to revoke this authorization. To do so I understand I must submit my revocation in 
writing. I understand I may contact the Agency to obtain a copy of a Revocation of Authorization for 
Use/Disclosure of Protected Health Information form. 

a. The revocation will prevent further disclosure of my health information from the date of 
receipt. 

b. I also understand that a written revocation is not effective with respect to actions the 
Agency took in reliance on a valid Authorization, or where the Authorization was obtained 
as a condition of obtaining insurance coverage. 

3. I am signing this authorization voluntarily and understand my entitlement to treatment, payment, 
enrollment, or eligibility for health plan benefits will not be affected if I do not sign this HIPAA 
Authorization Form. 

4. If the party specified in Section 3 is not a HIPAA Covered Entity or Business Associate as defined in 
45 CFR §160.103 (person(s) and/or entities that are not healthcare providers, health plans, or 
healthcare clearinghouses subject to federal privacy standards), the disclosed health information 
may no longer be protected by federal and state privacy regulations. 

5. I have a right to receive a copy of this HIPAA Authorization Form. 

Section 9 – Additional Conditions that Apply to this HIPAA Authorization Form
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
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Section 10 – Signature by Patient or Representative on Behalf of the Patient

I acknowledge that I have reviewed, completed, and understood the purpose of this form. By signing 
below, I am confirming that it accurately reflects my wishes regarding the use and disclosure of my 
protected health information.

Patient printed name: ___________________________________________________________________

Patient signature: __________________________________________________ Date: _______________

If the patient is unable to sign, enter N/A in the above spaces and complete the following:

Printed name of representative on behalf of patient: __________________________________________

Representative signature: ___________________________________________ Date:  _______________

Authority/reason to sign on behalf of patient (e.g., healthcare power of attorney or guardian): 
_____________________________________________________________________________________

Address: _____________________________________________________________________________

Phone: _____________________________________ Email: _________________________________

Name of translator (if applicable): _________________________________________________________

Signature of translator (if applicable): ______________________________________________________

Address: _____________________________________________________________________________

Phone: _____________________________________ Email: _________________________________
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