AUTHORIZATION FOR THE RELEASE OF INFORMATION
(HIPAA COMPLIANT)

NAME:____________________________  DOB:______________  SSN:__________________
For the purpose of processing an insurance claim, I hereby authorize the release of information from:

___________________________________________________________
Name of Location

_________________________________________________________________________
Street Address

_________________________________________________________________________
City, State, Zip

I further authorize ________________________________________________________________, or its representatives 3R “Records Retrieval Resource” to obtain a copy of any such records as are needed for the above stated purpose, including medical records, traffic accident reports, police reports, insurance or self insurance claim files, Workers’ Compensation Appeals Board files, personnel and employment records.
I have read the above and also have been advised of my right to receive a true copy of this authorization.  I further acknowledge that I understand my write to revoke this authorization by presenting written notice to the claims administrator identified above, who I have authorized to obtain said records prior to submitting their request to the entity listed above.  I further understand that if the claims administrator has already served the authorization to the entity listed above, they have the right to dishonor my request to revoke the authorization.  It should be further noted that the information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient.

I understand that my records may contain information regarding the diagnosis or treatment of HIV/AIDS, sexually transmitted diseases, drug and/or alcohol abuse, mental illness, or psychiatric treatment.  I give my specific authorization for these records to be released.

EXCLUDE THE FOLLOWING INFORMATION FROM THE RECORDS RELEASED

(Please Initial)

______ Drug/Alcohol abuse treatment & diagnosis

______Sexually Transmitted Diseases

______ HIV/AIDS diagnosis/treatment/testing


______Mental illness or psychiatric 

            

diagnosis/treatment 

Signature:___________________________________    Date:______________________
A Photostatic or facsimile copy of this authorization shall be considered as effective and valid as the original.  This authorization shall remain valid for one year from the above date.
