AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION
                                                                                             Previous or
Patient Name:  __________________________________Maiden Name_________________________

Date of Birth:  _________________________________  SS#:  ________________________________
GENERAL RELEASE:
I hereby authorize:    Eagle Family Health, Lisa M. Kies, MD, 903 W Congress, PO Box 729,__ 
Nora Springs, IA 50458      Phone (641)749-5576    FAX(641)749-5564     To release a copy of:

The Dates/Types of information to be released (List specifics – entire record, reports, i.e. labs and dates)_______________________________________________________________________________
Reason for Release:___________________________________________________________________
To: 
________________________________________________________________________


________________________________________________________________________


________________________________________________________________________

ALTERNATIVE CONFIDENTIAL COMMUNICATIONS (Applies to General and Special Release)

⁪ I authorize transmission of my medical information by FAX for treatment purposes
        Initial_____

⁪ I authorize reciprocal release of the above information between these Providers/Facilities     Initial_____
⁪ I specifically authorize release of information from other facilities that are in my record        Initial_____

I understand that this authorization is voluntary and that I may cancel this consent to release information at any time by sending written notice.  I understand that any release, which was made prior to my cancellation in compliance with this authorization, shall not constitute a breach of my rights to confidentiality.  Disclosure of this information carries with it the potential for unauthorized redisclosure and once information is disclosed it may no longer be protected by federal privacy regulations.  I understand as a patient I have the right to access my records.  Copies of these records may be obtained with reasonable notice and payment of copying cost.  This authorization will expire on the following date, event, or condition _______________.  If I fail to specify, this authorization will expire in (12) twelve months.  A photocopy of this signed authorization shall be as effective as the original.    

_____________________________________________________     ______________________________

Signature of Patient/Representative                                                       Date

_____________________________________________________
    ______________________________

Representative’s Relationship to Patient


                 Witness (if necessary)
SPECIAL RELEASE:       I specifically authorize the release of:

□
Mental Health records





□
Substance Abuse records





□
HIV/AIDS
 information




 
___________________________________________________    ________________________________

Signature of Patient/Representative                                                  Date
____________________________________________                  ________________________________

Representative’s Relationship to the Patient



Witness (if necessary)
This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 2).  The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.  The Federal rules restrict any use of information to criminally investigate or prosecute any alcohol or drug abuse patient.  See also Chapter 228 and Chapter 141A of the Iowa Code and other applicable laws.  If mental health information is being disclosed, I acknowledge receipt of a copy of this Authorization.
Date Completed:___________ Initials:_______                             ⁪mailed  ⁪faxed   ⁪picked up






