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ACCOUNT NUMBER

1. Patient Information
Legal name of patient
Identifier(s)

Date of Birth and/or Social Security Number
Patient's telephone number

2. I authorize Benefis Healthcare to disclose my medical Information to:
Name of person or company
Address of person or company

3. Description of information to be disclosed:
Date(s) of service
The information I wish for Benefis Healthcare to disclose:

Billing information
Radiology (X-ray) films

Nursing documentationPhysician reports
Diagnostic reports (X-rays, lab, other testing)

I further understand the information I am authorizing to be disclosed includes the following types of
records. (Check those that apply.)

Psychiatric recordsAlcohol and/or drug treatment records
HlV/AIDS results/records (may require psychiatrist's approval)

4. The purpose of the disclosure is
For follow-up medical care
For legal reasons

To obtain insurance benefits
For disability determination

Other
At my request (if required by patient and information is to be disclosed to the patient)

5. This authorization will automatically expire 180 days from the date signed. An authorization expiration
date cannot exceed 30 months from the date signed.

6. See reverse for additional information regarding this authorization.

7. Signature

Patient's Signature Date of Signature

Patient's personal representative signature Date of SignatureRelationship to patient

8. Identification of requester (For Benefis Healthcare use)
Government badgeSignature verified Requester known to mePicture ID
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9. Revocation of Authorization
I understand that I have the right to revoke this authorization at any time in writing. My revocation does

I

insurance coverage.

To revoke this authorization, I must submit the revocation in writing to Benefis Healthcare.

10. Refusal to sign this authorization
I understand that I do not have to sign this authorization as a condition of receiving treatment from
Benefis Healthcare, except under the following circumstances:

If my treatment is research-related, it may be conditional upon receipt of an authorization to use or
disclose my medical information as necessary for the research;

If my treatment is for the purpose of creating information for disclosure to a third party, the provision of
the services may be conditional upon my signing an authorization.

11. Possible redisclosure
I understand that the information that is disclosed in accordance with this authorization is no longer under

12. Marketing
I understand that if I am authorizing the disclosure of my medical information for the purpose of marketing,
Benefis Healthcare may receive payment as a result of disclosing my information.
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not apply to actions that Benefis Healthcare has already taken in reliance on my valid authorization prior
to a revocation, nor does it apply to the disclosure to an insurance company if it is a condition of obtaining

the control of Benefis Healthcare and may be further disclosed by the receiving party and that it may
no longer be protected by Federal privacy rules.
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