PLANNED PARENTHOOD METROPOLITAN NJ

AUTHORIZATION FORM FOR RELEASE OF HEALTH INFORMATION

PATIENT NAME: ____________________________________________________________________

        


LAST                     FIRST                  MI                MAIDEN OR OTHER NAME


DATE OF BIRTH: ____-____-____ SS#: ____-____-____ MEDICAL RECORD #: 



                             MO     DAY   YR
ADDRESS: ___________________________ CITY: ___________________STATE: ____ZIP: 




DAY PHONE: ​​​___________________

 Last Visit (Month/Yr)





Site Visited (Circle):
Washington St, Newark

Adams St, Newark

East Orange 



Montclair


Pompton Lakes


Paterson     

Your health care record may contain sensitive information that may include use of illegal substances, pregnancy termination, sexually transmitted diseases, and HIV test results. Information you DO NOT WANT released must be crossed out  in box 2 below.

	
I  HEREBY AUTHORIZE PP METROPOLITAN NJ  TO RELEASE MY HEALTH INFORMATION TO/FROM:


NAME














ADDRESS: _____________________________________ CITY: ___________________STATE: ____ZIP ________


PHONE: ​​​____________________________________________ FAX: _____________________________________
HEALTH INFORMATION TO BE RELEASED:

I am requesting the release of the following information 








Covering dates:










BOX 1


	The information to be disclosed shall be limited to that information necessary to fulfill the above stated purpose and may include the following items (unless crossed out by me)


· History and Physical Exam 

· Substance use/abuse (including alcohol/illegal substance use)





· STD and/or HIV testing and results





· Pregnancy and sexual history


· Other (specify):









Box 2


CONDITIONS OF AUTHORIZATION

1. This Authorization will expire within 90 days.

2. I may revoke this Authorization at any time by notifying PPMNJ in writing, and it will be effective on the date notified except to the extent that PPMNJ has already acted upon such Authorization.

3. Information used or disclosed pursuant to this Authorization may be subject to re-disclosure by the recipient and no longer protected by Federal privacy regulations.

4. By authorizing this release of information, my healthcare and payment for my healthcare will not be affected if I do not sign this Authorization form. 

5. I have been offered a copy of this signed Authorization form.

 SIGNATURE OF PATIENT       OR Guardian                    
 DATE           SIGNATURE OF WITNESS

 DATE

	FOR OFFICE USE ONLY

DATE REQUEST FILLED: _________________________________ 
BY:_______________________________________________
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PPMNJ 1/06

