AUTHORIZATION for RELEASE of HEALTH INFORMATION to Desoto Primary Care Clinic, PLLC
The Covered Entity may not use or disclose your protected health information except for purposes of treatment, payment, health care operations or other reasons permitted by law (please review our Notice of Privacy Practices for more information).  You must authorize any other use or disclosure of your protected health information.

	Part 1.     INDIVIDUAL’S INFORMATION

	Individual’s Name:


	SS # 
                    --                --

	Home Street Address:


	Date of Birth:

                            /               /

	City:
	State:
	Zip Code:
	   M  /   F
	Phone Number:


	Part 2.     INFORMATION ABOUT THE USE or DISCLOSURE

	l understand that this authorization is voluntary and that I may revoke it at any time by submitting my revocation in writing to the entity providing the information.

	I, the undersigned individual, hereby authorize the following Entity(ies) and its(their) business associates      
Street_______________________________________________________State  _______Zip___________________
Tel:___________________________________________________Fax:_____________________________________________
to provide all Protected Health Information or for this time period  (       /          /                to              /              /               )   
to  Desoto Primary Care Clinic, PLLC     Phone # : 662-895-3627,  Fax # 800-375-5078, 

Address: 6942 Autumn Oaks Drive, Suite # A, Olive Branch, MS 38654. (please circle one of the followings)
1. Complete Health Records.                       or                                 2.  Lab results / Imaging study reports
2. Consultation reports                                 or                                 3. Operative or Procedure report
4.   _____________________________________________________________________.

  Purpose for Disclosure: to help me and Desoto Primary Care Clinic PLLC in my medical management.
If the information to be disclosed contains any of the types of records or information listed below, additional laws relating to the use and disclosure of the information may apply.  I understand and agree that this information will be disclosed if I place my initials in the applicable space next to the type of information. 

_______HIV/AIDS information

_______Mental health information

_______Genetic testing information 

_______Drug/alcohol diagnosis, treatment, or referral information. 

I understand that the information used or disclosed pursuant to this authorization may be subject to re-disclosure and no longer be protected under federal law.  However, I also understand that federal or state law may restrict re-disclosure of HIV/AIDS information, mental health information, genetic testing information and drug/alcohol diagnosis, treatment or referral information. 
Expiration Date of Authorization: __________ (indicate date, or an event relating to you or to the purpose of the authorization).


	Part 3.     IMPORTANT INFORMATION ABOUT YOUR RIGHTS

	I have read and understood the following statements about my rights:

· I may revoke this authorization at any time prior to its expiration date by notifying the providing organization in writing, but the revocation will not have any affect on any actions the entity took before it received the revocation.

· I may see and copy the information described on this form if I ask for it.

· I am not required to sign this form to receive my health care benefits (enrollment, treatment, or payment).

· The information that is used or disclosed pursuant to this authorization may be re-disclosed by the receiving entity. 


	Part 4.     SIGNATURE of INDIVIDUAL or IREPRESENTATIVE

	I hereby authorize the Entity and its business associates to use or disclose my protected health information as described in Part 2.

	_______________________________________________________ 

Signature of individual or legal representative
	_______________________________

Date

	________________________________________________________ 

Printed name of individual’s legal representative, if applicable
	_________________________________

Representative’s relationship to individual


*YOU MAY REFUSE TO SIGN THIS AUTHORIZATION*
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