AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION

I hereby authorize Vincent Ortolano, M.D. or its Business Associates to disclose information from the health records of:


Patient Name:____________________________ Date of Birth_____________


Address: ________________________________________________________


Phone: ________________________Social Security number_______________

Unless revoked this authorization is valid covering the period(s)


From(date)__________________to (date)________________________

Information that I authorize to be disclosed:

________________________________________________________________________

Sensitive information: I understand that the information is my record may include information relating to sexually transmitted diseases acquired Immunodefiency syndrome (AIDS), or infection with the Human Immunodefiency Virus (HIV) It may also include information about behavioral or mental health services or treatment for alcohol drug abuse.

This information is to be disclosed to:

____________________________________________________________________

Name of Entity Records are to be Released To: 

Address                                                                                           Phone

The information is to be disclosed for the following purpose:

(At my request –utilize only if request initiated by patient)

I understand that Vincent Ortolano, M.D. PA, may not condition treatment or payment on whether I sign this authorization.

I understand that my health information may potentially be re-disclosed by the Recipient identified in this authorization.  Vincent Ortolano, M.D.,PA is not responsible for any such disclosures.  Vincent Ortolano, M.D., PA and its workforce are released from any legal responsibility or liability for disclosures made pursuant to this authorization.

I understand this authorization may be revoked in writing at any time, except to the extent that action has been taken in reliance on this authorization by delivery of a written notice of revocation to Vincent Ortolano, M.D., PA

_________________________________________________
__________________

Signature of Patient or Legal Representative                                       Date

Description of authority of Representative to act on behalf of the patient:_____________

________________________________________________________________________
