
WESTERN MICHIGAN UNIVERSITY 

AUTHORIZATION FOR THE USE AND DISCLOSURE 

OF PROTECTED HEALTH INFORMATION 

UNIFIED CLINICS

The HIPAA Privacy Rules, which are federal regulations that became effective April 14, 2003, provide important protections for your health information, including that the Unified Clinics obtain your authorization in certain circumstances.  The Privacy Rules apply to the use and disclosure of this protected health information by entities providing medical care and treatment. 

_________________________________________________________________
I, ____________________________, _______________, hereby authorize:



Patient Name 

 
              Birth Date
______________________________________________________________________________


[Insert Name of Unified Clinics clinic] 




to release personal health information that the Unified Clinics may have, which may include medical records created or received by medical practitioners, including:  records regarding general medical care; alcohol and drug abuse treatment; psychiatric/psychological treatment; social work counseling; and information regarding communicable diseases and infections, and, claims and billing information.  I authorize the release of this information to the individuals or organizations listed below, only under the conditions listed below.  

This Authorization does not extend to psychotherapy records.
1.  Person(s) or organization(s) to whom disclosure is to be made:

Name


Organization


Address


Phone

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

2.  Specific type of information to be disclosed (if more limited than designated above):

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3.  Purpose or need for disclosure:



_____ At the request of the undersigned individual  


_____ For purposes of marketing by or for the University. 

Western Michigan University will / will not (circle one) receive compensation, whether monetary or otherwise, as a result of the use or disclosure of my health information for marketing purposes.



____  Other (describe) _____________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4.  I understand that this authorization is voluntary and that I may refuse to sign this authorization.  My refusal to sign will not affect my ability to obtain treatment, payment for services, enrollment or eligibility for benefits from the University, unless the only reason the University is being requested to provide care or treatment is so that it can create the information to be disclosed to a third party.  For example, if I have requested a pre-employment or return to work physical, solely for the purpose of having the results sent to my employer, the University may refuse to provide the exam if I refuse to sign this Authorization permitting the University to disclose the results to my employer.  

5.  This Authorization expires:   __________________________________________________________________________






State date or event

6.  I understand that I have the right to receive a copy of this Authorization after it has been signed.  

7.  I understand that I may revoke this Authorization at any time but I must do so in writing to the Unified Clinics at: 1000 Oakland Drive, Kalamazoo, MI   49008. The revocation will be not effective to the extent that the Unified Clinics has already disclosed the information.  I understand that the information disclosed is subject to re-disclosure and will no longer be protected by the federal Privacy Rules, 45 C.F.R. Parts 160 and 164.  

__________________________________________________


Print Name of Patient or Personal Representative



 

__________________________________________________

Signature of Patient or Personal Representative



________________________________________
Description of Personal Representative’s Authority (if applicable)






_________________________________________________

Date


