
Limited Patient  Authorizati on for  Discl osure of Protected Healt h Information Form

Ple ase p rint  all info rmatio n. Form mus t be si gned and dated eac h year.

Patie nt  Name:  ____________________ __ _________ Date  of Birth:  __ __ __________ ________

Entit y Reque ste d  to  Rel eas e Info rma tion:   Okemos Allergy Center, P.C.

Pho ne:   517-349-0027    Fa x:    5 1 7 - 3 4 9 - 5 8 8 2 

Purpo se  o f reque st (w ho will be a uthoriz ed to  receive i nformation)  - I auth ori ze the entity i de ntified

ab ove to disc los e or p rovide  prote c ted heal th info rmation,  about  me to the individu al(s ) li sted b elow.

Who w il l  be a ut horiz e d to receive i nfo rma tion  (lis t the in dividua l /enti ty who  i s to rec eive your PHI) : 

In di vidual/Entity Name:  __ _ _____ ________ ________________ ________ ________________ _______

Address:  __ ____ ________ ________________ ________ ____ _ __ _________ _ _______ _

__ ____ ____ ____ ____ ____ _______ ___ _______ ______________ __________

Pho ne:  ______ ________ _______________  Fa x:  _ _ ________ __________ ________ _

Desc ripti on of informatio n to be  d is c lose d  -  I au thori ze the p ractice  to  dis clo se t he following  p rote cted health 
in fo rmation abou t me to the enti ty, pe rson , or p ers ons ide ntified a bove:

En ti re patie nt record;  o r, chec k on l y thos e  items o f the record  to be disclosed: 
o ff ice  notes
n ursin g home ,  home health, ho spi ce,  and o the r physici a n rec ords 
l a b res ults, p atho logy reports
re c ord o f  HIV and communicable d is eas e testin g 
x-rays;
re c ord o f m enta l he alth or subs tance a bus e tre atment 
fi nancial history rep ort (pre viou s 3 year s  o nly).  
Onl y se nd the fo llo wing :

Purpo se  o f disclosure  (please record t he p u rpose  o f th e discl osu re or check patient request):  

Pa ti ent Request Oth er (please specify):_____________________  


This aut horization will  expire at  the end of the calendar year of your last signature below,  unless you specify an earlier te rm inat ion. 
You m ust renew or submit  a  new authorization after the expiration date t o continue the authorization. Please list the da te of  
expi ration if earlier than the end of the calendar year:

Y ou have the right to term inate this  authorization at any time by submitting a written request to our Privacy Manager.  Term in ation 
of  t his authorization will be effective upon written notic e, exc ept  where a disc losure has  already been made based on prior 
authorization.

The  practice places no condition to sign this  authorization on the delivery of  healthcare or treatment.
W e have no control over the person(s) you have listed to receive yo ur protected health inform ation. Therefore,  your protected 
healt h  information disclosed under t his  authorization m ay no longer be protected by the requirem ents  of the Privacy Rule,  and  will 
no longer be  the responsibility of the practice.

Patient or representative signature:  ___________________________________________ Date:  __________________

You  have t he right to receive a copy of signed authorizations  upon request.




