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AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION
AT THE REQUEST OF THE PATIENT/PATIENT REPRESENTATIVE

At the request of | (patient/patient representative), this

document authorizes (clinic/office/physician) to disclose protected
~ health ;'nformaiion from the records of ' | | (patient name) DOB

to - . _(hospital/physician/self/other)at |

I agree that any and all health information may be disclosed, including but not limited
to mental health, drug or alcohol use, HIV/AIDS test results and any other records
protected by state or federal laws. OR...

I request that release of protected health information be restricted to the fﬂllowmg
portions of the medical record:

e I understand that information released by this authorization may be dlsclosed by the recepient
- and may no longer be protected by federal and state law.
-~ e Iunderstand that I have to right to revoke this authorization, in writin g, at any time by sending
o such written notification to the practlce at 3025 Berkmar Drive, Charlottesvﬂle VA 22901
- (office mailing address). |
e Iunderstand that a revocation is not effective to the extent that my physman has already
~ disclosed the health information.

@ I understand this authanzauﬂn ends 12 months/1 year from th@ date of IIl.Y szgnamre

® I agree to pay a reasonable cc:rst to cover ﬂ:us semce

B S - Fatient Representa‘twa
PﬂJiBnUPatlent Repres ézifati ve Si gna_tufe : Date ['.'l P arentf G uardlan of Mnor Patx ent.
(bl o SN | (] Guardian/Conservator
BN [ Next of Kmexecutor of Deceased
Slgnature Witness Dé.te

C{)py gwen to pahent/pahent representatwe
Ongmal placed i 111 medical record . |
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Charlottesville Family Medicine

SHARING INFORMATION WITH FAMILY & FRIENDS

Kiyoko Asao-Ragosta, M.
Uavid L. Chesler, M.[
Theresa C. Coppolg, M.
Laura A. Ricciordi, M.I

Kathryn J. Jaquetie, ENP, CNA

Ueoorah M. Long, EN.
Pamela A. Tetro, NP, CDJ
Jone J. Miller, ENP, C.D

To protect the confidentiality of our patients, we ask you to fill out this

form. Please indicate who you will allow us to discuss your medical
care. If you do not let us know who we are able to speak to, we will

not discuss your medical care with them.

: |

Name

Name

Name

Name

Name

Signature

N8 Radrmar Nnva St 1

Chardattacalla VirAinia 0000

TAalamb am - A7 1 AT 1077

relationship
relationship
relationship
relationship

relationship

date

give my
permission to Charlottesville Family Medicine, P.C., to discuss my
medical care and/or leave messages with the following people:



