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HEALTH SYSTEM AUTHORIZATION FOR USE AND/OR DISCLOSURE
FRfIAaE OF PROTECTED HEALTH INFORMATION Job #:
Information About the Use or Disclosure MR #:

I'hereby authorize the use or disclosure of my protected health information (“PHI”) as described below:
ID Checked: Initials:

Individual’s Name:

(Print or type full name)

Previous Name: Date of Birth: / /
Address: Day Phone #: ( )
City, State Zip: Evening Phone #: ( )

Persons/organizations authorized to release the PHI: Persons/organizations authorized to receive the PHI:

[0 UP Health System Portage

0 UP Medical Group Portage

Name of Person/Organization to Receive PHI

500 Campus Drive
Address Address

Hancock, M149930

City, State, Zip City, State, Zip
Phone #: (906 ) 483-1556  Fax#: (906 ) 483-1536 Phone #: Fax#: ( )
Information to be released (please check all that apply)
Hospital Records Physician Office Records:
Date of Service: Date of Service:

UED / O Office Note

/ / /

/ / U Lab(s) Report / / 00 Problem List

/ / U X-ray(s) Report / / U Lab(s) Report

/ / O Operative Report / / O Medication List

/ / [ Discharge Summary / / 0O X-ray(s) Report

/ / U Pathology Report / / O Referral Report

/ / U History & Physical / / O Immunization Record
/ / U Other (Specify) / / U Other (Specify)

I specifically mean this to include any information regarding HIV/AIDs, Drug or Alcohol use/abuse, Mental Health and other records in
accordance with federal regulations. Please cross out any that do not apply.

Specific purpose of the disclosure (please check one): [J Continuing care [l Insurance [ Personal [J Legal
U Other:

This authorization will expire: One (1) year from the date of your signature below
(Indicate a date (e.g., December 31, 2017) or an event relating to the purpose of the authorization (e.g., “rejection of my life insurance application”))

Important Information About Your Privacy Rights
I have read and understood the following statements about my privacy rights:

* I may revoke this authorization at any time prior to its expiration date by notifying the Director of Medical Records in writing,
but the revocation will not have any effect on any actions Portage Health took in reliance on this authorization before it
received my revocation.

* I may request a copy of this signed authorization from the Medical Records Department.

* T am not required to sign this authorization in order to receive treatment.

* Tunderstand there may be a fee to process this release of information.

* Information disclosed pursuant to this authorization may be re-disclosed by the recipient and may no longer protected by
the federal privacy regulations.

Patient’s Signature Date / /

If not signed by patient, please indicate relationship:
(Please Circle One) Parent Legal Guardian Personal Representative

Print Signature Date / /




HEALTH SYSTEM

PORTAGE

Medical Records Department
Release of Information
Monday — Friday, 8 a.m. -5 p.m.
Phone: (906) 483-1556
Fax: (906) 483-1536

How can | get a copy of my medical records or have them sent to someone?

Because your medical records are confidential, you must fill out a HIPAA approved form
that permits UP Health System — Portage or Portage Medical Group to release your
records to you or send them to another individual or healthcare provider. This form is
called an Authorization for Use and Disclosure of Protected Health Information. Return
the completed form to the Medical Records department in person, in the enclosed
postage-paid envelope, or e-mail to medicalrecords@portagehealth.org

How do I fill out the form?

1. Fillin your name and birth date so we can identify you.

2. Fill in the name and address of the person or office whom should receive your
medical records.

3. Indicate the date and time of your appointment, if you have one, so we can
ensure that your medical records arrive in time.

4. Check off the purpose of disclosure. This is the reason you want your medical
records to be sent.

5. Write in the period of time of the records you would like to be released. If you
cannot remember exact dates, write in the month and year.

6. Check off the type of information you would like mailed.

7. Sign and date the form. If you are not the patient, please write your relationship
to the patient.

When should | expect my medical records to be mailed?
We generally process your request within 15 working days. If you have written an
appointment date on the authorization form, we will make every effort to mail your

medical records before that date.

If you have a form that needs to be completed, expect 15 working days for it to be
completed. It could be longer if your provider is not available.

500 Campus Drive | Hancock, MI 49930-1569
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