
Patient Authorization for Use and Disclosure of Protected

Health Information to SMG from another Office

1) Requesting Records from:
_________________________________________________

Name of PREVIOUS DOCTOR, Hospital, Clinic 

___________________________________________________

    Address

                    City  
State
Zip

2) Regarding:
___________________________________________     
       _____________ 
_______________

Name of Patient for whom records are being requested 
         Date of Birth
  Social Security #

___________________________________________________

Address

                      City               State  
 Zip

3) By signing this authorization, I request and authorize you to release certain protected health information (PHI) about me. Send information to:
     Southgate Medical Group


     1026 Union Road


     West Seneca, NY 14224



     716-712-0851 Phone, 712-0853 fax

The patient will be seeing ______________________           Primary Care         Endocrinology  at our practice.
4) This authorization permits you to disclose the following information about me
 ###  The last 2 years of all records. Plus last Mammogram, colonoscopy, EKG, Dexa, DR E###
__________________________________________________________________________

5) The following information will not be released unless specifically requested by placing an X before the item:

____ Chemical dependency records (records relating to alcohol or substance abuse)

____ Mental health records (including any care for anxiety or depression)

____ HIV related information (signed NYS form 2557 required)

The information will be used or disclosed for the following purpose: Future medical care and  expires in 90 days

When my information is used or disclosed pursuant to this authorization, it may be subject to redisclosure by the recipient and may no longer be protected by the federal HIPAA Privacy Rule.  I have the right to revoke this authorization in writing except to the extent that your office acted in reliance upon this authorization.  My written revocation must be submitted to your Privacy Officer at the address listed above.

6) Signed by: _____________________________
_______________________________


        Signature of Patient or Legal Guardian

Relationship to Patient


        _____________________________
               _______________________________


        Patient’s Name (Print)
                                Date



   _________________________             

            Date of Birth
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