» 7 ‘ Assocnates m Pedlatrlcs,SC o . .
- 1015 Summlt Street - " 1020 E. Schaumbrug Road o 1530 N.Randall Road

Elgm lL 60120 : - - Streamwood, IL 60107 - L Elgin, IL 60123 :

» HIPAA Prrvacy Authorization Form :
Authonzatron for Use of Drsclosure of Protected Health Information (Required by the Health Insurance Portablhty
“and Accountabrhty Act, 45CF.R. Parts 160 and 164

o : Authorrzattom r
© OYes. l authonze Assoclates in Pedlatncs 8. C. to use and disclose the protected | health mformatlon descnbed -
below to - - ; ' (Parent or Guardran)
Effectuve Period -

This authonzatlon for release of mformatron covers the period of healthcare from the followmg dates

o S . 03‘ . D AlLL past, present, and ﬁlture penods

Extemat oﬁ' Autﬂromatmrt (how much mformatron are you ok wrtlr us releasrrng")

A.nDO Yes I authonze the release of ALL my complete health record (mcludmg records relating to mental
healthcare, commumcable d1seases, HIV or AIDS and treatment of alcohol or drug abuse) :

_ . OR : S
B El YeSe 1 authonze the release of my complete health record EXCEPT for the followmg mformatlon
" 0 Mental health'records , r '
" o Communicable diseases (mcludmg HIV and AIDS) LT -
o Alcohol/drug abuse treatment ‘ S R
o Other (please specrfy) ' R - i - E

: This medrcal information r may be used by the person authorrze to receive thls mformatlon for medlcal
treatment or consultatron brllmg or clalms payment, or other purposes as i may dlrect

This. authorlzatron shall be in force and effect untll L (date or event), at whrch tlme thrs L
_ authonzatron expires. i

*IF YOU DO N@T WANT ANY HNFORMATHON RELEASED PLEASE SEILECT 'H‘HHS @P’E‘H@N
’ BELOW*
ca N@ I DO NOT WANT ANY TNFORMATION RELEASED TO A PARENT OR GUARDlAN

1 understand that I have the right to revoke this authonzatlon, in wntmg, at any t1me I 1mderstand that a revocatron
is not effective to the extent that any person or entity has already acted in reliance on my authorization or if my

: authonzatlon was obtamed asa condltron of obtammg insurance coverage and the msurer hasa legal right to contest L

‘a clarm

T understand that my treatment payment, enrollment, or ehgtblhty for beneﬁts will not be condmoned on whether l
- sign this authorization. I understand that information used or disclosed. pursuant to thls authorlzatlon maybe
dlsclosed by the reclplent and may no. longer be’ protected by federal or state law .

Signature of patient = : 4 R - Date

Printed name of patient. =~~~ | Y ' Date




