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Authorization for Release of Information

Patient Name:__________________________________ 
Date of Birth:_______________________

                                   (Please Print)

Address:_____________________________ City:__________________
State:______
Zip:___________


Phone: (H)____________________
(W)___________________________
I hereby authorize:

Name (or Facility):__Self________________________________
Phone #:_________________

Address:__________________________________________
Fax #:___________________

_____  to release my medical records to the following person/facility:

_____  to receive my medical records from the following person/facility:

Please send or release the information requested to/from:

Planned Parenthood of Southeastern Virginia

____403 Yale Drive Hampton, VA 23666 Phone #: 757-826-2079 Fax #: 757-825-9165

____515 Newtown Road, Virginia Beach, VA 23462 Phone #: 757-499-7526 Fax #: 757-309-4853
Specify information to be released:

· Treatment dates from _______________

to__________________

· Other:____Entire Chart_____________________________________________________________

_____ Send via U.S. mail

_____ Patient to pick up this information at the following location:_______________________

I understand that Planned Parenthood of Southeastern Virginia may charge a fee for copying and mailing my medical records.

Special Authorization for Release of Statutorily Protected Information from the Medical Record

The following categories of information in your medical record WILL NOT be released unless you indicate your specific authorization with your signature below.

	I hereby authorize PPSEV to release all information in my medical records related to:
	Signature

	Gynecological testing and results
	

	Gynecological surgeries and results
	

	Mammography reports
	

	Sexually Transmitted Infections
	

	AIDS/ARC and/or HIV testing and results
	

	Abortion
	

	Birth Control Information
	


Purpose of Disclosure:
____ Medical Care
____ Legal
____ Insurance       _x___ Personal
____ Other________

I understand that once Planned Parenthood discloses my health information to the recipient, Planned Parenthood cannot guarantee that the recipient will not redisclose my health information to a third party.  Such third party may not be required to abide by this Authorization or applicable federal and state law governing the use and disclosure of my health information.

I understand that I may refuse to sign or may revoke (at any time) this authorization for any reason and that such refusal or revocation will not affect the commencement, continuation or quality of my treatment at Planned Parenthood; except, however, if my treatment at Planned Parenthood is for the sole purpose of creating health information for disclosure to the recipient identified in this authorization in which case Planned Parenthood may refuse to treat me if I do not sign this authorization.

I understand that this Authorization will remain in effect until the term of this Authorization expires or until I provide a written notice of revocation to Planned Parenthood.  The revocation will be effective immediately upon Planned Parenthood’s receipt of my written notice, except that the revocation will not have any effect on any action taken by Planned Parenthood in reliance on this Authorization before it received my written notice of revocation. 
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This authorization will be valid for 90 days from the signature date, or until _One Year_





I have read and understand the terms of this Authorization and I have had the opportunity to ask questions about the use and disclosure of my health information.  By my signature below, I hereby, knowingly and voluntarily, authorize Planned Parenthood of Southeastern Virginia to disclose my health information in the manner described above.





_________________________________			______________________


Patient Signature						Date








_________________________________			______________________


Witness Signature						Date








