
Medical Record #
(Office Use Only)

(Required items are in BOLD print — Please do not use correction fluid or tape)

Patient Name: Date of Birth:_______/_______/_______

Previous Names: Social Security #: _______/_______/_______

Address: Phone #:City, State & Zip Code:

authorizeI,

1.    Specific information to be disclosed (check all that apply) Substance Abuse

Discharge Summary Psychological Evaluations
Progress Notes

Radiology/X-ray ReportsHistory & Physical Examination Lab Reports

Consultation Reports

EKG/Stress Test Emergency Room Record Discharge Instructions

Operative/Procedure Reports

Other:

Home Health

For the following date(s) of treatment or medical conditions:

2.   With the exception of psychotherapy notes, I authorize all information which may be contained in my medical records pertaining to psychiatric/
mental health, chemical dependency, and/or AIDS/HIV related illness/testing to be released unless otherwise specified here:

3.     I am requesting this information be released for the following purpose:

Continued Care Insurance Claim Personal Use Attorney Review
Other

5.    I understand there may be a fee to process this release of information.

or one year from the date of my signature.6.   This authorization will automatically expire on: / /

9.  I hereby agree to indemnify and hold UP Health System - Marquette, their employees and agents free and harmless from any actions
     against them for alleged invasion of privacy, libel or slander, or defamation arising from or related to disclosure of such information.

Patient or Patient's Legal Representative's Signature Date

*Relationship If Other Than Patient Witness

REASON PATIENT IS UNABLE TO SIGN:   Minor      Deceased      Other:

Name/Organization to Receive Information

7.   UP Health System - Marquette will not condition my continued treatment upon my signing this authorization, except for research-related
      treatment.

8.   I understand that once my health information is used or disclosed pursuant to this authorization, it may be subject to re-disclosure or release by
      the receiving Party and may no longer be protected by Federal or State law, unless protected by Federal Regulation 42 CFR Part 2 and Public
      Act 258 in which case it cannot be re-disclosed by the receiving Party without my written authorization.

RELEASE OF INFORMATION
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Radiology/X-ray Films

4.    I understand I may revoke this authorization by written request at any time. I understand that the revocation will not apply to information that
       has already been released in response to this authorization.

* AUTHORITY ATTACHED (In non-emergency situations documentation of authority must be attached if anyone other than the patient signs
this authorization).

            Name of Patient or Name of Legal Representative                                      Name of Organization/Provider to Release Information

to release information concerning the patient identified above, in accordance with state and federal laws, to the following:

Address Phone NumberCity, State and Zip Code Fax Number

Address Phone NumberCity, State and Zip Code Fax Number



 

850 W. Baraga Avenue | Marquette, Michigan 49855 

906.449.3000 | Toll Free 800.562.9753 | UPHealthSystem.com 

 

 

 

Agreement to Send Unencrypted Confidential Information 
  

Your signature below indicates acknowledgment that ______________________ (Covered 

Entity/Facility Name), has informed you of potential risks that may incur by sharing your personal 

health information unencrypted, as you are so requesting.  

 

Because you are requesting information to be forwarded to you, or to an individual of your choice 

who will be acting on your behalf, unencrypted the following concerns may   present: 

 

• Should the information be obtained by someone other than yourself or a designated 
individual, they would be able to open and read your confidential information.  
 

• Unencrypted information does not allow for the assurance that only the person for whom it 
was intended will be able to decode the information. 

 

Please note that the protected health information, once in your or your representative’s 

possession, becomes your or the designated representative’s personal property for which you or 

they are responsible, for its use and confidentiality. 

 

X_____________________________________________  _________________ 

       Patient Signature        Date 

 

X_____________________________________________  _________________ 

       Signature/Witness to the above Signature      Date 
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