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Mailing Address:  4508 38th Street, Ste. 260, Columbus, NE  68601
402-564-0205 ph. 402-564-2607 fax

PATIENT INFORMATION: 
Name: ______________________________________Previous/Other Name(s)/Parents: ________________________
Date of Birth: ______________________ SS#: ______________________________ Phone: _____________________
Address: __________________________________________________________________________________________
I hereby authorize and request release of my medical records:
FROM: ____________________________________		TO: _____________________________________
___________________________________________			_________________________________________
___________________________________________			_________________________________________
Information to be disclosed:
	From (date)________________________________ To (date) ______________________________________
____ Complete Records _____ Other: _________________________________________________________
PURPOSE:  _____ Continuation of Care   ____Attorney ______ Personal Records  _____ Other: ______________

AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION
This statement of consent can be revoked at anytime before disclosure of the information and expires on ____________________.  (expiration date of event).  If no expiration date or identifiable event related to the individual is listed, then the authorization expires 12 months after it is signed.  
· I understand that I may revoke this authorization at any time by notifying the providing organization in writing.  If I revoke the authorization, it will not have any effect on actions taken prior to receipt of the revocation.  
· I understand that the individual /institution that receives the information described above may not be covered by federal privacy regulations, and that the information may be redisclosed publicly and no longer be protected by those regulations.

PROHIBITION ON REDISCLOSURE OF ALCOHOL AND/OR DRUG ABUSE TREATMENT INFORMATION RECORDS:  This information has been disclosed from records protected by federal law.  42 CFR. Part 2 prohibits any further disclosures of these records without specific written authorization of the person to whom it pertains, or as otherwise permitted by law.
· I understand Columbus Women’s Healthcare will not condition evaluation or treatment on whether I sign this authorization.  

Fees:  I understand that federal and state laws allow a fee to be charged for the copying of medical records and I will be responsible for the payment of such fees.

INSTRUCTIONS: PLEASE FILL IN ALL BLANKS.  FAILURE TO DO SO MAY PREVENT OR DELAY EXCHANGE OF INFORMATION.  SIGNATURE OF THE PATIENT IS REQUIRED OF ALL PATIENTS 19 YEARS OF AGE OR OLDER.

_________________________________________		       ___________________________________________________
Signature of Patient 					       Signature of parent, guardian, or authorized representative

_________________________				       ___________________________________________________
Date							       Relationship of above person to patient
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