Medical Authorization (HIPPA Compliant)
RE:  Authorization for Use or Disclosure of Protected Health Information          

TO:
 _____________________
            ______________________

_______________________
1.
I,                                         , authorize my health care providers and/or administrative and clinical staff to:

  X   use the following protected health information, and/or


  X  disclose the following protected health information to:

THE  BARTINIK LAW FIRM, P.C.,  100 FORT HILL ROAD, GROTON, CONNECTICUT, 06340 or its representatives.

 2.  The protected health information to be used or disclosed is:
Records, reports and bills you have concerning me with respect to any illness or injury, medical history, consultation reports, operative records, laboratory records, prescriptions or treatment, including x-ray reports, hospital or medical records, test results, office records or notes, bills, and any and all information including psychiatric records, HIV/AIDS related information or alcohol or drug abuse related information regarding any treatment specifically:
3.  This protected health information is being used or disclosed for the following purposes:
To allow my attorney to obtain and review the requested records and/or bills.

4.  This authorization shall be in force and effect for one year, unless revoked sooner, at which time this authorization to use or disclose this protected health information expires.

5.  I understand that I have the right to revoke this authorization, in writing, at any time by sending such written notification to the medical provider at the address at the top of this form, to the attention of the medical provider’s Privacy Contact.  I understand that a revocation is not effective to the extent that my physician has relied on the use or disclosure of the protected health information or if my authorization was obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a claim.

6.  I understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient and may no longer be protected by federal or state law.

7.  My physician will not condition my treatment, payment, enrollment in a health plan or eligibility for benefits (if applicable) on whether I provide authorization for the requested use or disclosure 
except:  1) if my treatment is related to research, or, 2) health care services are provided to me solely for the purpose of created protected health information for disclosure to a third party.
8.  The use or disclosure requested under this authorization will result in direct or indirect remuneration to my physician from a third party.

9.  A photostatic copy of this authorization shall be considered as effective and valid as the original.

_______________________________________
Signature
_______________________________________

Printed Name

________________________________________

Address

________________________________________

________________________________________

Date of Birth
________________________________________
Date                             
