NEW ENGLAND NEUROLOGICAL ASSOCIATES

AUTHORIZATION FOR RELEASE OF INFORMATION

(To the Patient: Your completion and signature of this authorization allows New England Neurological Associates to disclose your protected health information that you indicate below to specific entities (i.e. attorneys, life insurance companies, disability carriers) or people (i.e. spouses, children, other people you anticipate may be involved in your health care)
Section A: Must be completed by patient or patient’s personal representative for all authorizations

I hereby authorize the use or disclose of my individually identifiable health information as described below.
Patient Name                             

 DOB     ​​​​​​​​​​​​​​​​​_________________
Please identify those persons/organizations authorized to use or disclose your information:

Name





Phone/Fax

Please identify those persons/organizations authorized to receive your information:

    Name



               
Phone/Fax

The following information is to be used or disclosed (check appropriate box):

______________________________ GENERAL RELEASE_____________________________________

(   ) Demographic Information 
(   ) History and Physical Exam

(  ) X-Ray/Radiology Reports
(   ) Office notes (which may include, but is not limited to, history and 





       Physical exam, X-rays/radiology reports, medication, and 

       demographic information
(   ) Billing information

(   ) Other (specify
For the following date(s) of treatment or condition: _____ ______________________________________







(Specify dates of treatment or condition)

_________AUTHORIZATION FOR RELEASE OF SENSITIVE HEALTH INFORMATION__________ 

In compliance with Massachusetts law, which requires special permission to release sensitive health information, I authorize the release of records to the above named entity pertaining to:

(   ) Alcohol or Drug Use

(   ) HIV/AIDS

(   ) Abortion


(   ) Infertility studies

(   ) Sexual Assault

(   ) Counseling or psychological treatment

(   ) Mental health/

(   ) Sexually transmitted diseases

      Psychiatric visits

(   ) Other: ____________________________________

Please indicate any restrictions _____________________________________________________________

I am requesting this information be released for the following purpose

(   ) At the request of the individual

(   ) Continued care by another provider

(   ) Insurance claim purposes

(   ) Attorney review or Legal Claim

(   ) Personal use

(   ) Other (specify): ________________________________________________

Section B: Must be completed by New England Neurological Associates if it has requested the authorization for its own purposes.

1. What is the purpose of the use or disclosure?

___________________________________________________________________________
2. Will New England Neurological Associates receive financial or in-kind compensation or remuneration in exchange for using or disclosing the health information described above?

Yes: _________________________

No: ________________________

3. The patient or patient’s representative must read and initial the following statements:

a.
I understand that my health care and the payment for my health care will not be affected if I do not sign this form. 




Initials: ____________

b.
I understand that I may see and copy the information described on this form if I ask for it and that I will receive a copy of this form after I sign it.
Initials: ____________

Section C: Must be completed for all authorizations
The patient or patient’s representative must read and initial the following statements:

a. I understand that New England Neurological Associates will not condition my treatment 

on whether I provide authorization for the requested use or disclosure-except in limited 

circumstances (e.g. if the treatment is research related or the treatment is necessary for the purpose of creating protected health information for disclosure to a third party, such as physical examinations for school, camp and employment purposes.)

Initials: ____________

b. I understand that I may revoke this authorization at any time by notifying the New England Neurological Associates’ Privacy Official in writing; however, such revocation does not affect any actions taken by New England Neurological Associates before it received my written revocation.

Initials: _____________

c. I understand that the information to be used or disclosed pursuant to this authorization 
may be subject to redisclosure by the recipient and may no longer be protected by federal privacy regulations and other applicable state or federal law.

Initials: _____________


d.
I understand that I may see and copy the information described on the form if I ask for it,  

and that I will receive a copy after I sign it.



Initials: ______________

e.        I understand that this authorization will expire on ________________________________

Initials: ______________
(Specify date or event that relates to the patient or the purpose of the use or disclosure)

f.        I understand that this authorization is voluntary and that I have the right to refuse to sign  

               this authorization.


Initials: ______________

_____________________________________________________

_____________________

Signature of Individual or Personal Representative of Individual

Date

(Note: Form MUST be completed before signing).

_____________________________________________________

Printed Name of Patient or Personal Representative

______________________________________________________

Relationship of Personal Representative to Individual

* YOU MAY REFUSE TO SIGN THIS AUTHORIZATION*

