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AUTHORIZATION FOR RELEASE OF INFORMATION

Patient: ______________________________________________ DOB: _________________________ Pt. ID: _________________
Address: ___________________________________________________________________________________________________

City: ________________________________________________ State: _____________ Zip Code ____________________________

Information Released From:



Information Released To:

Name:                                                                                                         Mark C Chandler, MD






Entity:                                                                                                         Triangle Neuropsychiatry, PLLC


 

Address:




                            3713 University Drive, Suite B





City/State/Zip:                                                                                          Durham, NC 27707-6202





Phone and Fax:                                                                                        (T) 919-401-6212   (F) 919-401-4170




Reciprocal Authorization for Release of Information (Check if applicable)

______A mutual exchange of information may occur between Triangle Neuropsychiatry and the individual or group identified above.

Medical Records to be released should include information from the following dates/range of service:

______________________________________________________________________________________________________________________ 
Information to be Released (Please be specific):

_____ Initial Evaluation

_____ Radiology Reports

_____ Laboratory Reports

_____ Office Visit Notes

_____ Entire Record

_____ Other

_____ I understand that my medical record may include information related to Substance Abuse. All records are kept confidential and shared only with pertinent personnel involved. By initialing this statement, I give authorization to release information regarding Substance Abuse as detailed in 42 CFR part 2.

_____ I understand that my medical record may include information that identifies that I have HIV/AIDS virus  or may have a disease or condition required to be reported pursuant to the provisions of GS 130A-143. These reports shall be strictly confidential. By initialing this statement, I give authorization to release information regarding HIV/AIDS as detailed in GS 130A-143.

Purpose of Release of Records: (check one)

_____ Continuing Treatment
           _____ Legal Involvement               _____ Insurance        _____ Moving        _____ Personal
_____ Disability Determination        _____ Worker’s Compensation
_____ Other _________________________________

Expiration Date This authorization will expire on the following date or event: 

___________________________________________________________________________

If I fail to specify an expiration date or event, this authorization will expire one year from the date on which it was signed.

I have read this authorization and understand what information will be used or disclosed, who may use and disclose the information, and the recipient(s) of that information.  I specifically authorize any medical personnel of Triangle Neuropsychiatry, or any other individual listed above to disclose my protected health information as described on this form to the recipients listed.  I understand that when the information is used or disclosed pursuant to this authorization, it may be subject to re-disclosure by the recipient and may no longer be protected health information.  I further understand that I retain the right to revoke this authorization in writing, except to the extent that action has been taken in reliance on this authorization or, if applicable, during a contestability period.  This authorization shall be valid for the duration of the patient’s treatment at Triangle Neuropsychiatry or until rescinded in writing.  I hereby release Triangle Neuropsychiatry from all legal responsibility or liability that may arise from this authorization. 

The individual has been notified that release/disclosure of information may only occur with a consent unless it is an emergency or for other exceptions as detailed in the NC General Statutes or in 45 CFR 164.512 of HIPAA.
_________________________________________________________
_______________________________________________________

Patient or *Legal Guardian Signature

Date

                  Witness Signature

                     Date
*By signing this form for someone else, you as the parent, guardian, or legal representative warrant that you have the legal authority to act on the patient’s behalf and that you are not prohibited by Court Order from having access to the requested medical records.
