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AUTHORIZATION FOR XSCLOSURE OF MEDICAL OR DENTAL INk GRWATION

IAW the Privacy Act of 1974 (Public Law 93-579), the notice informs you of the purpose of the form and how it will be used. Please read carefully:
AUTHORITY: Public Law 104:191; E.O. 9397 (SSAN); DOD 6025. 18-R
PRINCIPAL PURPOSE(S): This form i5 to provide the Military Treatment Facility/Dantal Teeatment Facility/ TRICARE Health Plan with a meuns 1o request
“the use and/or disclosure from the individual for- personal use; insurance; continucd medical care; school: legals retirement/separation: or other veasons.
DISCLOSURKE: Valuntary. Fgilure 1o sign the suthorization form will vesult in the non-release of the protected health information.
This farm will not be used for the suthorization to disclose alcohol or drug abuse patient information from medical records or for the authorization o disclosa
information from records of an alcohol ¢ drug abuse treatment program. In addition, any use as an athorization o use or disclosc psychotherapy notes may
not be combined with another authorization except ane to uss or disclose psychotherapy nots. .

SECTION I -PATIENT DATA
SPONSOR’S LAST NAME ONLY Spensor SSN:

.| Were you seén.umder a different sponsor’s Social?

Period of treatment (YYY YMMDD-YYYYMMDD)
Trectmens: ___Mental Health Record

Jast 3 L} ied if iod i n - _.Oupatient __[npatient Operative Rpt

SECTION I - DISC1.OSURE

T authorize Blunchfield Hosp’, Corres, 6350 Joel Dr, FT Campbell, Reason jor requesvuse of Medical Information

KY 42223 10 copy my medical records and release them to the Coﬁtimxed Medical Care

e bdob:-'li Add PRINT CLEARLY :Pmom’ Use ——Rcﬁrmmvscpmﬁon
Name___ SOOI AQUNOFediatics 1y | Sl _Odrbleseeity
Street: - ™ | print. Nome, DO, & SSN, forgll BELOW:
City, St, Zip )
phone

#2-ALSO PRINT ADDRESS ON MAILING LABEL
For Staff Use Cnly

Authorization Stari Date (YYYYMMDD:

Authorization Expiration: Initials of proccssor
Date (YYYYMMDD) Action Complete

' SECTION III - RELEASE AUTHORIZATION

| understand that:
. I'have the right to rovoks this suthorization at any time, My revocaion must be in wrting and provided w the facilily whene my medical roonds
e kept or to the TMA Privacy Officer If this is an authorization for infomation possessed Sy the TRICARE Health Plan rather than an MTF or DTF.
Tamawwre that if 1 taer revoke this authorization, the persan(s) T hereim mame will have nser and or discinsed my protecied information on the basis of
this authovization.
b, If 1 sathorize my protestod health information 1o bo disclosed to someonc who is not sesuired 16 ey with federal povacy protection
regulations, then such information may be re-disclosed and would no longer be protecrod.

. [have a right o inspect and rescive a copy of my own protected health Information 1o be used or disclosed, in acoordance with the requirements
of the federal privecy protection regulations found in the Privaty Act and 45 CFR 164-524. .
d.  The Military Health System (which includes the TRICARE Health Plan) may not condition treatment i MTFY/DTFs, paymant by the TRICARE
Healrh Plan, enroliment in the TRICARE Health Plan or cligibility for TRICARE Health Plaz benefits on fasers 10 obiain this suthortzation.

| request and suthorize the named provider/treatmen: facility/TRICARE Heaith Plan o relezse the infixomsion described abave to the famad

individualiurgantzation indicated.
Signature (PRINT & SIGN) s@e:m Bmﬁsmﬁ‘m ”or' 1 Date(yYYYMMDD)
Legal guardian (MUST presemt
X uardiunsh

If you have received this or another’s PHI in error, please notify PARSOFS name:

SECTION IV - For Staff Use Only (To Be Completed only apon Receipt of Written Revocation)
AUTHORIZATION REVOKED  Revocation completed by . ) Date [/ /
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