
One Patient Per Authorization Form

Carolinas l-IealthCare System - CPN Ongoing Communications Authorization for Release of Health Information Form
1 hereh authorize the use or disclosure of my identifiable health information as described below. I understand that if the organization
authorized to receit e the information is not an insurance company or health care prox ider. the released information ma no longer be

protected by federal pnvac\ regulations once it is disclosed.

PURPOSE OF RELEASE: (iwoing Communication regarding your healthcarc.

RELL sF: FROM ta.;h. prue ldua ittd heloss is authortzca to ralease the requested health information.
FaciliP”Practice ame:

_________________________________________________________________

Telephone #:

EsoF SERVICE, RANGE OF TIME OR EVENTSJ: The faciht practice individual listed above is authorized to release the
requeslad health information listed balott for the foIIo ing: dates) of service, range of time or events(s).
From tM’si DD YY) Bggjmiingof treatment To: (MM DD ‘t Y> End of Treatment
This authorization will expire when the requested health intbrmation (as noted below), for the requested date(s) of service, range of time or
event(s)(asnotedabose). is released to the recipient named in this document and the purpose of the release is satisfied.

I understand that the mtorniatioii in 1111 medical record imi include in/ormatioll relating to irc’atlncnt of drug or alcohol abuse, sickle cell
anenua. psILhological or psi-c hiatric impairments , scxurllv irancnnuied disease, acquired imnuiiiodeficiencv sindrome (AIDSI, AIDS
related comnp/ca (ARC) and or hmnan imn,unode,/icienci iirm ‘Hit).

Social Securit) #: Medical Record/Chart #________________________

RIGHTS AND SIGNATURE :
• I understand that I ha e a right to revoke this autnori/ation at au time h notifvmg the Medical Record Department of the abot e named

organization in writing. I understand that ret ocation s ill not applx to information that has alread\ been released in response to this
authorii a non -

• I tdertaad that aathr.’iag the dhc!oure cf this prh ae health infarmatton i5 alnntar and I can rcfuc a ien ths authoi ;atk.i.

• I understand that I ma\ request to inspect or obtain a cops of the information to be used or disclosed per Cl-IS’ Notice of Prix acv
Practce Puliu\

1 understand that rn treatment cannot be conditioned on signing this authorization unles” I am being treated so that a third parts can
receix e m health information, such as an eniplo\ er for a return to stork cx aluation, an insurance company for eligibility, or a research
project in xx hich I am participating.

If the patient is a minor or is clinically unable to sign. an authorized representatixe may sign this authorization,

1INOWs SIGNAl 1 RE: Plea’c note. if the minor consents mo guardian is present to consent) for their oxxn treatment for pregnanc\.

x enereal disease, or emotional disturbance, the minor must sign this authorization. When the patient is a minor being treated for substance

abuse, the mmnoi must sigh this authorization. regardless of xxho consemed fbr treatment.

NIF OF II\OR: SIG\A[L RE OF llM)R: - - DATE:
CkS-025 5O5


