Authorization for Use and Disclosure of Health information
Pediatrics West



_________________________________	_____________________________________
Name of Individual (completing form)                                                      Birth Date

_________________________________	_____________________________________
Street Address						City, State, Zip, 

AUTHORIZES:  					DISCLOSURE OF MEDICAL RECORDS TO:
MD name, practice, address                        			



FOR MEDICAL RECORDS FOR:


___________________________	_______________________________
Name				Date of Birth		Name					Date of Birth


__________________________________	_______________________________________
Name				Date of Birth		Name					Date of Birth

INFORMATION TO BE USED OR DISCLOSED:

____	Doctor notes			____	Surgeries		____Diagnostic reports
____	Laboratory results		____	Growth chart		____ Discharge summary
____	X-ray results			____	Correspondence	____ History & physical
____	Immunizations			____   Psychiatric records	____ Exchange of information between the
____ Other _______________________________                              primary physician and patient’s school

Pursuant to Wisconsin law requirements, I specifically request the disclosure  of the following records:
[Check all that apply]
__  Mental Health		__ Developmental Disabilities	__ Alcohol and Other Drug Abuse	__ HIV Test Results

__ Other (Specify) _________________________________________________________________

FOR: ___ All dates of treatment     or	___ From _____________ To ______________

PURPOSE: FOR ONGOING MEDICAL CARE/TREATMENT AT THE REQUEST OF THE INDIVIDUAL

YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATION:
1. I understand that if I sign this authorization, I will be provided with a copy of this authorization.
2. I understand that I am under no obligation to sign this form and that Pediatrics West may not condition treatment, payment, enrollment in a health plan or eligibility for health care benefits on my decision to sign this authorization except regarding health plan enrollment or eligibility, or the provision of health care that is solely for the purpose of creating PHI for disclosure to a third party.

					---over---
3. I understand that I have the right to withdraw this authorization at any time by providing a written statement of withdrawal to Dr. Manion or Dr. Hambrook.  I am aware that my withdrawal will not be effective until received by Pediatrics West and will not be effective regarding the uses and/or disclosures of my health information that Pediatrics West has made prior to receipt of my withdrawal statement. 

REDISCLOSURE NOTICE:  I understand that information used or disclosed based on this authorization may be subject to re-disclosure and no longer protected by Federal privacy standards.


THIS AUTHORIZATION IS VALID FOR ONE YEAR (12 MONTHS) FROM DATE OF SIGNATURE
Copy of this authorization may serve as original



________________________________		_________________________
Signature 								Date

________________________________________
If signed by other than patient state relationship 
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