Authorization to Disclose Protected Health Information to an Individual 
Patient’s Full Name: __________________________________________________________________

Date of Birth: _______________________ ​_

I authorize the release of information to be disclosed and used by the following:

From:  (Releasing Entity)

West Alabama Urology Associates
701 University Boulevard East

Tuscaloosa, AL 35401

To: 
Name: _______________________________________________________________________________

Phone: _____________________________________________________________________________

Relationship: _________________________________________________________________________
Name: _______________________________________________________________________________

Phone: _____________________________________________________________________________

Relationship: _________________________________________________________________________

INFORMATION TO BE RELEASED:  (Please check all that apply)
___ All information, without limitation
      ____ Billing/Account Information

____Date of  Treatment


      ____Radiology Reports

____Final Diagnosis                                            ____Operative Report

____History & Physical                                      ____Pathology Report
____Lab Report

____Consultation Report                                   







Please sign on back page
Authorization to Disclose Protected Health Information

I understand that the information in my health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV).  It may also include information about behavioral or mental health services, and treatment for alcohol and drug use.
I understand that I have the right to revoke this authorization at any time.  I understand that if I revoke this authorization, I must do so in written revocation to WAUA at the above address.  I understand that revocation will not apply to information that has already been release in response to this authorization.  This authorization will expire at my death or on the following date: ___________________________________.  If I fail to specify date this authorization will expire in ninety (90) days.
I understand that authorizing the disclosure of this health information is voluntary.  I can refuse to sign this authorization.  I need not sign this authorization in order to assure treatment.  I understand that I may inspect or obtain a copy of the information to be used, or disclosed, as provided in 45CFR 164.524.  I understand that any disclosure of information carries with the potential for an unauthorized re-disclosure and the information may not be protected by the federal confidentiality rules.

___________________________________________   _________________________________________

Signature of Patient or Legal Representative                                             Date

__________________________________________  __________________________________________

Legal Representative, Relation to Patient                Signature of Witness











