MEDICAL CENTER

AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED

HEALTH INFORMATION
CORE Orthopaedic Medical Center
332 Santa Fe Drive, Suite 110
Encinitas, CA 92024
Fax: (760) 632-4291
Email: mtapia@coreorthopaedic.com

Privacy Official - Lisa Vaughn Practice Administrator (760) 943-6700

As required by the Health Information Portability and Accountability Act of 1996
(HIPAA) and California law, this practice may not use or disclose your
individually identifiable health information except as provided in our Notice of
Privacy Practices without your authorization. Your completion of this form
means that you are giving permission for the uses and disclosure described
below. Please review and complete this form carefully. It may be invalid if not
fully completed. You may wish to ask the person or entity you want to receive
your information to complete the sections detailing the information to be
released and the purposes for the disclosure.

| hereby authorize CORE Orthopaedic Medical Center to use and disclose health
information concerning as follows:

Patient Last Name, First Name:
Address:

DOB: Phone:

Health information to be used or disclosed (check only one box):

O Any and all health information other than psychotherapy notes may be released,
including, but not limited to, mental health records protected by the Lanterman-
Petris-Short Act, drug and/or alcohol abuse records and/or HIV test results, if
any, except as specifically provided below:




Specific body Part: Specific Physician:

Medical Notes: Yes/No Physical Therapy Notes: Yes/No CD of X-Rays: Yes/No

Q All psychotherapy notes may be released, except as specifically provided below:

This health information may be disclosed to:
(Name and address of person to use or receive the health information)

Mail, Fax or Email to:

Please allow 7-10 business days turn around time for all requests.

The information may be used only for the following purposes (if you do not want
to explain the purpose, write "At the request of the individual”:

| understand that | may revoke this authorization at any time notifying this medical
practice in writing. My revocation will not affect actions taken by this medical practice
prior to its receipt.

| understand that although federal law does not protect health information which is
disclosed to someone other than another health care provider, health plan or health
care clearinghouse, under California law all recipients of health care information are
prohibited from re-disclosing it except as specifically required or permitted by law.



This authorization is effective now and will remain in effect until

| understand that | have the right to receive a copy of this authorization.

Signed: Dated:

Print Name:

If not signed by the patient, please indicate relationship:

Q parent or guardian of minor patient (to the extent minor could not
have consented to the care)

O guardian or conservator of an incompetent patient

QO beneficiary or personal representative of deceased patient **

O spouse or person financially responsible (where information solely
for purpose of processing application for dependant health care
coverage)

Signed: Dated:

Radiology Disc $5.00 Records: $0.25 per page
NO CHARGE for sending directly to another physician.

Paid: Employee Initials: Date Picked Up:

Cash Ck# CC:




