Authorization Form for Release of Confidential Health Information
Hematology-Oncology Associates of the Quad-Cities, P.C.

1351 E. Kimberly Rd. Ste. #100

Bettendorf, Iowa 52722


Phone: #563-355-7733     Fax: #563-355-9077
Patient Name: ____________________________________ Birth Date: ___/___/_____ Last 4 digits SS #: __ __ __ __







              
Address: __________________________________________________ Phone Number: (______) ________________
I hereby authorize the release of medical information concerning the above named patient 
To:  

Hematology-Oncology Associates of the Quad-Cities, PC
From: ______________________________________________________________    (______) _________________           
Name of Person and/or Institution





      
 Phone Number
____________________________________________________________________    (______)__________________
Complete Mailing Address 


City, State and Zip Code

                 Fax Number
Check the information to be disclosed (Include dates where indicated)

 FORMCHECKBOX 
 All chart notes or specified dates: ________________________________________________________________
 FORMCHECKBOX 
 Laboratory/pathology results, specify types or dates: __________________________________________________
 FORMCHECKBOX 
 X-rays/imaging reports, specify types or dates: ______________________________________________________
 FORMCHECKBOX 
 Consultation reports, specify name of Dr. or facility: __________________________________________________
 FORMCHECKBOX 
 Other (specify): ______________________________________________________________________________
The purpose of the authorization:  FORMCHECKBOX 
 Medical Care   FORMCHECKBOX 
 Legal   FORMCHECKBOX 
 Insurance   FORMCHECKBOX 
 Other (specify):__________________
I understand that I have the right to inspect and copy the information I have authorized to be disclosed by this authorization.  In the event I refuse to authorize the release of the above described information, I understand that it will not be disclosed, except as provided by law.


I understand that the practice may not condition treatment on whether I sign this authorization, except when the provision of health care is solely for the purpose of creating protected health information for disclosure to a third party.   

I understand that information used or disclosed pursuant to this authorization maybe subject to redisclosure by the recipient and may no longer be protected by law.


I understand that I may revoke this authorization at any time by giving written notice to the physician of my desire to do so.  I also understand that I will not be able to revoke this authorization in cased where the physician has already relied on it to use or disclose my health information.  Written notice must be sent to Hematology-Oncology Associates of the Quad-Cities, PC Attn: Medical Records Department, 1351 E. Kimberly Road, Suite #100, Bettendorf, IA 52722.
******************************
This agreement will expire one year from the date of signature, unless previously revoked or otherwise indicated       (specify day or month) _________________________.

Authorization For Release Of Information Specifically Protected By State Or Federal Law:
The following health information must be specifically marked and initialed to be released under federal or state laws, it will not be included in medical records requests unless noted in the following boxes by the patient or legal guardian.

 FORMCHECKBOX 
 Substance Abuse_______    FORMCHECKBOX 
 Mental Health _______   FORMCHECKBOX 
 HIV/Acquired Immune Deficiency Syndrome (AIDS) ______


      (Initials)

           (Initials)






       (Initials)
__________________________________   
__________________________________      ______________
 Name of Patient or Legal Guardian (Please print)      
         Signature of Patient or Legal Guardian

               Date
________________________________________________             __________________________________________________


   Relationship, if not the Patient




                 Witness Signature
