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Authorization to allow verbal communication regarding your health care with another individual.
Patient Name: 	_____________________________________    Date of Birth:______________________
Patient Email: ________________________________________ Patient Phone: ____________________
By signing this form, I am allowing Fore River Urology LLC to discuss certain pieces of my health information with the specific individual of my choosing listed below.  This agreement is valid for one year from the date signed unless I want a shorter length of time and have indicated that length of time on this form. 

Name of the individual authorized to discuss my health care: ____________________________________________
Relationship to Patient: __________________________________________________________________________
Address: ______________________________________________  Phone Number: __________________________
Only the types of information checked below are to be discussed.

Information to be shared with the specific individual:
 Entire Medical Record			 History and Physical			 Diagnostic Reports
 Immunization Records			 Lab/Pathology Reports			 Consultation Reports
 Office Visit Notes			 Radiology Reports			 Hospital Reports
 Other___________________________
HIV, Mental Health, Substance Abuse Information: 
I understand that the information to be released may contain sensitive information.  My specific authorization is necessary to release information pertaining to treatment and/or diagnosis of mental health conditions, substance abuse, and or HIV/AIDS status.   I understand that I have the right to review any mental health information before release of such information.  I authorize the release of potentially sensitive information by checking the appropriate box(es) below.
 Mental Health (including Anxiety and Depression)	           Substance Abuse   	 HIV/AIDS Status
This authorization may be revoked at any time except to the extent any person has taken action in reliance upon this authorization.  Further details on revocation of this authorization are included in the facility’s notice of privacy practices.  Revocation must be made in writing to the facility releasing the information.
This authorization expires 12 months from the date hereof unless an earlier date or event is stated here:
__________________________________ 
I, the undersigned, hereby authorize the release of the protected health information described above subject to the restrictions described above. 

Signature:____________________________________________________________   Date: ___________________
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