INDIVIDUAL PATIENT HIPAA AUTHORIZATION
This form is to confirm your authorization to use or disclose our protected health information for a special purpose via paper or Electronic Medical Record transmission in accordance with the HIPAA Omnibus Rule and Privacy Act of 1996.
Individual Patient (and/or Guardian or Personal Representative) confirming authorization:

I give my authorization to use or disclose my protected health information.  I give this authorization voluntarily.

Patient Name:





Social Security Number:





Address:





City/State/Zip Code:






Telephone Number:




Date of Birth:







I authorize the release of medical information as directed in the HIPAA Omnibus Rule and HITECH Act, to the following insurance carrier(s) for the purpose of processing my claim related to charges incurred for treatment at:  Kidney Care Center, PLLC
1.















      Insurance company Name, Address & Phone Number-A copy of the card is required

2.















      Insurance company Name, Address & Phone Number-A copy of the card is required

I authorize Kidney Care Center, PLLC to release medical information regarding my care to the following physicians who also provide a portion of my medical care either via paper copy or electronic means as protected under the HITECH Act:

1.







Specialty:






            Physician Name/Location

2.







Specialty:






            Physician Name/Location

I authorize release to the following person(s) my medical or billing information should I not be available or unable to understand the information:
1.







Phone #:







(First & Last Name and relationship to you)

2.







Phone #:







(First & Last Name and relationship to you)

[]
I do not authorize anyone to have my personal information.

I understand this is a voluntary authorization and can be changed by me at any time, by completing a new authorization form at the office of Kidney Care Center, PLLC.  I understand the designated person(s) will only be contacted if I am medically unable to understand the physician’s direction of care.  Otherwise, every attempt will be made to notify me personally of physician direction, laboratory or other tests results.  I also understand that written release to any other physician, insurance carrier or business must be given to the office of Kidney Care Center, PLLC in writing prior to the release of my medical information.
Signed:






Date:







This authorization is valid from 





  to 







20130903.tb
