- Authorization to Release Information

Pursuant to the Health Insurance Portability and Accountability Act (HIPPA), I,
, hearby authorize , to disclose
the following protected health information:

Progress Notes
Surgery/Procedure Notes
Prescription Medications
History/Physical
Correspondence/Reports
Radiology Imaging/Labs
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Release this information to: Provider Name
Fax #
Phone #
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This authorization shall be effective for one year or until | provide written notice of revocation. |
understand | have the right to revoke this authorization at any time by sending written notification to:

Applied Pain institute
1015 S Mercer Ave
Bloomington, IL 61701
Attn: Cffice Manager

] understand that a revocation is not effective to the extent that Applied Pain Institute has relied on
the use or disclosure of the protected health information.

I understand Applied Pain Institute can charge me for copies of my records in accordance with Illinois
state law.

[ understand | have the right to:
Inspect or copy my protected health information to be used or disclosed as
* permitted under federal law (or state law to the extent the state law provides
greater access rights.)

* Refuse to sign this authorization.

Print Name:
Signature:
Date:

A copy of this signed authorization must be provided to the patient.




