D Memorial

Healthcare

Authorization To Use or Disclose Protected Health Information Instructions

These instructions will specifically tell you how to properly fill out the Authorization to Use or
Disclose Protected Health Information form. If the form is not filled out correctly, this could
result in delays in getting the records you are requesting.

Patient Name: Enter your full name.

Medical Record # and Acct #: For Medical Record # or Acct #, only fill out if you know this
information.

Date of Birth: Enter your Date of Birth.
Date of Service: Enter the Date of Service, (specific to date of visit or test), only if known.
For questions 1 through 10:

1. Enter in Memorial Healthcare
List what information is to be released. Be specific and include name of test, provider
name, date of service, etc.

3. Review #3 carefully.

4. If you are the one who will be picking up your records, enter in your name and address.
If you are designating someone else to pick up the records for you, then you will enter in
their name and address. This is giving us permission to release your records to the
person you designated,

5. Enter in what your records will be used for such as: Continued Care (for another
provider), personal use, insurance, etc.

6. Review.

7. You can leave “This authorization will expire ,” blank or you can enter in
a date in which you would like this authorization to expire. If left blank, this authorization
will automatically expire in one year.

8. Review
9. Review
10. Review

A written signature of the person requesting records is required on the “Signature of patient or
legal representative,” then date, and initial on the line next to “I| hereby acknowledge receipt of
this authorization.”

For all questions, please contract Memorial Healthcare’s Health Information Management
Department (Medical Records) at: 989-729-4503 or extension 1504.
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