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UNIVERSAL PATIENT AUTHORIZATION FORM FOR
FULL DISCLOSURE OF HEALTH INFORMATION FOR TREATMENT & QUALITY OF CARE
[_ ; **¥%p| FASE READ THE ENTIRE FORM BOTH PAGES BEFORE SIGNING BELOW*** ) J

Patient (name and information of person whose health information is being dlsclosed):

Name (First Middle Last):

Date of Birth (mm/dd/yyyy):

Address: City: State: Zip:

information. Your choice on whether to sign this form will not affect your abjlity to get medical care or

You may use this form to allow your healthcare provider to see and obtain acaess to your health
health Insuramce coverage and cannot be used as the basfs for denlal pf health servlces. .

By signing this form, I voluntanly authorize and gwe my perm:ss;on and aﬂow dlsclosure.
OF WHAT; ' ‘ onditions (if any) [See page 2 for details)

EROM ﬂHQM:‘ ALL information souirces [See page 2 for detalls]
TO WHOM: Specific person(s) or organization(s) permitted to receive my information (must be a healthcare provider):

Person/Organization Name: \'\‘ : Phone: 1%)7 ) ?éqg 7Y 7
Address: /o/;DOW SJQ iy d #//o? LOI’)W)QX/H 537\5_0 Fax: r‘/ﬂz FLY 8/05:

PURPOSE: To provide me with medical treatment and related‘eflwces, and to evaluate and improve patient safety and the quality of
medical care provided to all patients.
EFFEmvE PERIOD: This authorization/permission form will remain in effect until the_earlier of: my death or the day | withdraw my

permission.

WITHDRAWING MY PER M{;ﬂOﬁ | can withdraw my permission at any time by giving wntten notice to the person or organization
named above in “To Whom.”

In addition;

e | authorize the use of a co py nformation described above.
at thereare s

including electronic copy) o
h

T imistances im whis
Ui CirCumsiances in wnicn

el

this form for the disclosure of the i
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is information may be redisclos ther narcone [See page 2 for

4 2k At
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= | understand that
details].
i understand that refusing to sign this form does not stop disclosure of my health information that Is otherwise permitted by

law without my specific authorization or permission.
| have read both pages of this form and agree to the disclosures above from the types of sources listed.

X

Signature of Patient or Patient’s Legal Representative

Date Signed (mm/dd/yyyy)

Print Name of Legal Representative (if applicable)
Check one to describe the relationship of Legal Representative to Patient (if applicable):
B3 Parerit of minor

I Guardian
[ Other personal representative (explain: 1
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NOTE: This form is invalid if modified. You are entitled to get é-c_apy of this form after you sign it.
Explanation-of Form Florida AHCA FC4200-004
“Universal Patient Authorization for Full Disclosure of Health Information for Treatment & Quality of Care”

Laws and regulations require that some sources of personal information have a signed authorization or permission form before releasing it. Also,
some laws require specific authorization for the release of information about certain conditions and from educational sources.

"Of What"; includes ALL YOUR HEALTH INFORMATION, INCLUDING:
1. All records and other information regarding your health history, treatment, hospitalization, tests, and outpatient care. This
information may relate to sensitive health conditions (if any), including but not limited to:
a. Drug, alcohol, or substance abuse
b. Psychological, psychiatric or other mental impairment(s) or developmental disabilities (excludes “psychotherapy notes” as
defined in HIPAA at 45 CFR 164.501) ‘
¢.  Sickle cell anemia

d. Birth control and family planning
e. Records which may indicate the presence of a communicable disease or noncommunicable disease; and tests for or records of

HIV/AIDS or sexually transmitted diseases or tuberculosis

f.  Genetic (inherited) diseases or tests
2 Copies of educational tests or evaluations, Including Individualized Educational Programs, assessments, psychological and speech

evaluations, immunizations, recorded health information (such as helght, weight), and information about injuries or treatment.
3. Information created before or after the date of this form.

“From Whom” includes: All information sources including but not limited to medical and clinical sources (hospitals, clinics, labs, pharmacies,
physicians, psychologists, etc.) including mental health, correctional, addiction treatment, Veterans Affairs health care facllities, state registries and
other state programs, all educational sources that may have some of my health information (schools, records administrators, counselors, etc.),
social workers, rehabilitation counselors, insurance companies, health plans, health maintenance organizations, employers, pharmacy benefit
managers, worker’s compensation programs, state Medicaid, Medicare and any other governmental program.

»To Whom”: For those health care providers listed in the “TO WHOM” section, your permission would also include physicians, other health care
providers (such as nurses) and medical staff who are involved in your medical care at that organization’s facility or that person's office, and health
care providers who are covering or on call for the specified person or organization, and staff members or agents (such as business associates or
qualified services organizations) who carry out activities and purpose(s) permitted by this form for that organization or person that you specified.
Disclosure may be of health information in paper or oral form or may be through electronic interchange.

“Purpose”: Your signature on this form does NOT allow health insurers to have access to your health information for the purpose of deciding te
give you health insurance or pay your bills. You can make that choice in a separate form that health insurers use.

“Withdrawal”: You have the right to revoke this authorization and withdraw your permission at any time regarding any future uses. This

authorization is automatically revoked when you die. You should understand that organizations that had your permission to access your health
information may copy or include your information in their own records. These organizations, in many circumstances, are not required to return any

information that they were provided nor are they required to remove it from their own records.

sge-disclosure of Information”: Any health information about you may be re-disclosed to others only to the extent permitted by state and federal
laws and regulations. You understand that once your information is disclosed, it may be subject to lawful re-disclosure, in accordance with
applicable state and federal law, and in some cases, may no longer be protected by federal privacy law.

Limitations of this Form: if you want your health information shared for purposes other than for treating you or you want only a portion of your
health information shared, you need to use Form Florida AHCA FC4200-005 (Universal Patient Authorization Form For Limited Disclosure of Health
Information), instead of this form. Also, this form cannot be used for disclosure of psychotherapy notes. This form does not obligate your health
care provider or other person/organization listed in the “From Whom” or “To Whom” section to seek out the information you specified in

the “Of What” section from other sources. Also, this form does not change current obligations and rules about who pays for copies of records.

Note to recipient(s) of the information disclosed under this permisslon: This informotion moy have been disclosed to you from records protected by state and/or
federal confidentiality rules {42 CFR Part 2 o 38 CFR Port 1). If so, the stote and/or federal rules prohibit you from making any further disclosure of this informotion
unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by state low ond/or 42 CFR Part 2

(e.g., certain medical emergencies) or 38 CFR Part 1. A general outhorization for the release of medical or other information is NOT sufficient for this purpose. The
federal rules restrict any use of the information to criminally investigate or prosecute any olcohol or drug cbuse patient or patient with sickle cell anemia or HIV

infection

This general ond special outhorization to disclose was developed to comply with the provisions regarding disclosure of medical, educational, and other information

under 45 CFR Parts 160 and 164 [“HIPAA”); Health Information Technology for Economic and Clinical Health (HITECH) Act, Title Xill of Division A and Title IV of Division

B of the American Recovery and Reinvestment Act of 2009 (ARRA), Pub. L. No. 111-5 (Feb. 17, 2009) §13405 {“HITECH Act”); 42 U.S. Code §290dd-2; 42 CFR Paort 2; 38
de §1232g (“FERPA”); 34 CFR parts 99 and 300; 42 CFR §58.11 (Family Plonning); Florida Statute

U.S. Code section 7332; 38 CFR 1.475 (Veterans Affairs); 20 U.S. Co
408.051(4) (“Universal Patient Authorization Form”); and oll other Florida Statutes, the Florido Constitution, Florida regulations or administrative rules requiring
patient guthorization, consent or permission to release such records {including but not limited to Florida Statutes §456.057(7)(0), §395.3025(4), §394.4615(2){a),

§381.004, §397.501(7), §760.40(2), §392.65(1), §384.29(1), and §385.202(3)).
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