[image: ]AUTHORIZATION AND/OR REQUEST 
TO USE OR DISCLOSE HEALTH INFORMATION (ROI)


PATIENT NAME: _______________________________________________		RECORD #: ____________________

PATIENT PHONE NUMBER: ________________________________________		DATE OF BIRTH: ________________

1. Requesting protected health information (PHI) from:
[bookmark: Check1]|_|  Frances Mahon Deaconess Hospital/Glasgow Clinic		|_|  Other Practitioner: _________________________
       621 3rd Street South						       City & State: _____________________________
       Glasgow MT 59230						       Phone: __________________________________
       Phone: 406-228-3515     Fax: 406-228-3515   			       Fax: ____________________________________
      
2. Specific PHI requested (include dates where appropriate):
       HOSPITAL
[bookmark: Check6]|_|   Entire hospital medical record				
[bookmark: Check24]|_|   Specific hospital visit				from (date) ____________________ to (date) _____________________
[bookmark: Check17]|_|   Other _____________________________________________________________________________________________

       CLINIC OR PHARMACY
[bookmark: Check18]|_|   Entire clinic medical record
[bookmark: Check19]|_|   Specific clinic visit				from (date) ___________________to (date) _______________________
[bookmark: Check31]|_|   Other _____________________________________________________________________________________________

3. I understand that the information in my health record may include information relating to sexually transmitted disease, acquired 
immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information about behavioral or 
mental health services, and treatment of alcohol or drug abuse.

4. Releasing PHI to (Self and/or Other Requestors such as Spouse, Adult Child, Sibling, School, etc):
|_|  Self	:_________________________________		|_|  Other Name(s):  _________________________________
      	
Address: __________________________________		Other Address:  _____________________________________
                           
               __________________________________			            _____________________________________

5. Method of PHI release (choose any of the following):
|_|  IN PERSON
|_| MAIL. Mailing address: _____________________________________________________________________________

I understand and agree that FMDH cannot guarantee the security or privacy of my PHI transmitted via the following method(s), but I wish my information to be communicated  to me via this method(s):
|_| FAX. Fax #: ________________________    |_| UNENCRYPTED EMAIL. Email address: ___________________________

6. Information will be used for the following purpose(s):
|_|  My personal records	  |_|  Sharing with other healthcare providers      |_|  Other (please describe):______________________
	
7. I understand that I can cancel this authorization any time. To do this, I must write a letter and give it to the HIM Department. This cancellation won’t affect information that has already been shared. It also won’t apply to my insurance company if they have the right to review a claim under my policy. Once my information is shared, it might be shared again by the recipient and may not be protected by federal privacy laws. 

8. This authorization will expire:  ____________________________________________
                                                               (not to exceed 30 months from signing)
*If I fail to specify an expiration date or event, this authorization will expire 6 months from the date on which it was signed.*

9. I understand that allowing the use or sharing of the information above is my choice. I do not have to sign this form to get healthcare treatment.

10. Signature

_________________________________________________ 			______________________________
SIGNATURE OF PATIENT OR LEGAL REPRESENTATIVE					DATE/TIME
								       		              		   	                        
_________________________________________________ 			
RELATIONSHIP TO PATIENT (IF LEGAL REPRESENTATIVE)	

_________________________________________________ 			______________________________
SIGNATURE OF WITNESS							DATE/TIME

Rev. 8/2024	HIPAA-1013A	*Copy of this form to Patient if requested
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