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AUTHOREATION To usE oR DIscLosE HEALTH a{RE INFoRIytATIoN

PatientNrme: Date ofBirtb
?atient Currcnt Address:

Patient Phone Numbcn Prtient Prcvious Nam{s):

I. AIITIIORIZATION

r AurEoRIzE TIIE ENrrrY }{AMED BELOW TO RELEASE My HEALTH INFORTUATTON AS INDTCATED BErrW (EE@|]
Name (or Title) and orge&a{otr rc4r&sting information fron:
Address

Statc .. Zip:

. TO USE OR DISCIOSE THD FOLI,oWING HEALTH CARE INEORI{AIroN (CHECK ALL THAT APPLY):
q Ail hcalth care irfcrrmation in my medicat record for he rtac (s)i
Fr 

--'- \-''- '
Ll Hcalth care infonndion in my mcdical rccord relding to ttr foltoving treatuncnt orcorrditioru

Citr

tr ffolO *" idt t!if- lrry n€dicrl rlcod ft( tb dc{o.

"o*"H*ffsffi **o*o . *o nncxosls a rnurrrfunroR ((aEcr(Nr rf,ArAFLY)l

, 
tr HIv(AIDSvins

tr Sonrally transmified diseases

Address:

tr PsychiaicdisorderVmentalhealth
tr Drugand/oralcolrol usc

YOU IVIAY DISCIOSE TIIIS II&ILTII CARE INFORIVIATION TO:' 
Name (ortitlc) and organization scnding inOrmation to-

0i9: State:_Zip._

Phone:
REA,SON(S) FOR THIS AUTHORIZ,ITTION (CUECK ALL TTIAY APPLY):

tr Myrequest
tr CIher(specify)

Fax:

tr
tr

Ctrwk orrly ifFFC requests fte qufiodzationbrmarketing
purposes

Chcck only if fFC witl be paid or gst value for providing
healdh information for nalcting pupose

TUIS AInHORTZATION Eb{DSt

tl on(dafe):

tr Whcntlre fo[orving cycntoccurs:
ILPdi.!| nigFb

*"r*lffihr 
t (to Dt hrw to lig! this dlto&dioo h ordcr to get h€rft[cae bco.6u (treE4, Dryu€ot or co.ott!Ed). 

"__o,, 
-n*"Or_

. To trb pnt b r rcsc{ch rildy 6
' To &'Eirc h€rrhcdervtrotFDutDGc is to{{cf|tr hr.t6c|(r ioftmdio&rr6ird t€rty. I mly t"v&tb.rfurizrli@ iof,rltirg; tfl[4itroutdmtded dy lati* al''..b tdca 6r' ircuca spoo eitgt6,trilT&iitii.. * o* -trirt- if tb Durr*r vr io o66.io i.urarcc,Two wryr to rsvob {|i5 aihorizafim ir€i
. F_iU.cNtr | rcrrocdkr! fqn- A forn isavail$lc fioo FfC O[,
r Writ! ilrtlcr to lFC
One lealhse t{omA<n k dtd@d- AE Frcaq *gnAtUa ttu reaW ltn/, E4lratoe tL prtwy tan,l nsf rb lq* rrFd.C At (No(!: 6erc irre!tg, brcQying dl ncods, hclufug x*a91

Patient or lega[y auttrorized intidual signatue Date Time
Printed name if signed on UenaHofthi piiiili Relationship (parcnt, legal guardian, personal representai.vc)

Photo ID andNumber lffC eersonnet to Comffi

Issued: April2003
Revised. May 8. 2003

tr Whenrevbkcd inwriting
B . gO days &omdaiesigrcd

Authorization to LIse/Disclose I{Cl 3.1-N

FFC Staff Signature

."&


