AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Developed for Texas Health & Safety Code § 181.154(d)
effective June 2013

Please read this entire form before slgning and complete all the NAME OF PATIENT OR INDIVIDUAL
sections that apply to your decisions relating 1o the disclosure
of protected health information. Covered entltles as that term Js
defined by HIPAA and Texas Health & Sfafen_r Code § 181'.0(?1 must 7o First Middie
abtaln a signed authorization from the individual er the individual's

legally authcrized representative to electonically disclose that indi- OTHER NAME(S) USED
vidual's protected health information. Authorization is not required for DATE OF BIRTH Month Day Year.
disclostres related to Beatment, payment, health care operations, ADDRESS

performing certain insurance funcilons, or as may be otherwise au-
thorized by law. Covered entities may use this form or any other
form that complies with HIPAA, the Texas Medical Privacy Act, and  ¢|TY STATE ZIp
other applicable laws, Individuals cannot be denled treatment based

on a fallure to sign thls autharization form, and a refusal to sign this PHONE { ) ALT. PHONE( )
form will not affect the payment, enrollment, or eligibility for benefits. EMAIL ADDRESS (Optionai):

| AUTHORIZE THE FOLLOWING TO DISCLOSE THE INDIVIDUAL'S PROTECTED HEALTH REASON FOR DISCLOSURE
INFORMATION: . Choose only one option below
Warthan Dermatology Center ¢ yoneop !

iggsonlOrganlzation‘)r;ﬂmg S y_Sie 00 O  Treatment/Continuing Medical Care
ress gimajikm U [0 Personal Use

City Mcélnnev State _|X___ Zip Code __/ D071 O Bilfingn:r Glaims

Phone (__g72) 542-4646 Fax {_972 )_542-0909 O Insurance

WHO CAN RECEIVE AND USE THE HEALTH INFORMATION? 0O Legal Purposes
Person/Organlzation Name g giiabl:“y Determination

Address Ghoo

City State Zfp Code O Employment

Phone ( ) Fax { ) O Other

WHAT INFORMATION CAN BE DISCLOSED? Complete the following by indfcating those items that you want disclosed, The signature of a minor
patient s required for the release of some of these items. If all health information is to be released, then check only the first box,

[ Alt health information O History/Physical Exam O Past/Presant Medications O Lab Results
O Physician's Orders O Patient Allergles O Operation Reporls O Consuitation Reperts
O Progress Noles [J Discharge Summary QO Dlagnostic Test Reports B EKG/Cardlology Reports
O Pathology Reports O Billing Information B Radiology Reports & Jmages 0O Other.
Your Inltlals are requlred to release the following information;
Mental Health Records (excluding psychotherapy notas) Genatic Information (including Genefic Test Results)
Drug, Alcahol, or Substance Ahuse Records _ HW/AIDS Test Results/Treatment

EFFECTIVE TIME PERIOD.; This authorization is valid unti! ﬂ:1e earller of the occurrence of the death of the Individual; the Individual reach-
ing the age of majarity; or permission is withdrawn; or the following specific date (optional): Month Day Year

RIGHT TO REVOKE: | understand that | can withdraw my permissfon at any time by giving written notice stating my intent to revake this au-
thorization to the person or organization pamed under “WHO CAN RECEIVE AND USE THE HEALTH INFORMATION.” | understand that
prior actions taken in reliance on this authorization by entitles that had permisslon to access my bhealth information will not be affected.

SIGNATURE AUTHORIZATION: | have read this form andJ agree to the uses and disclosures of the information as described, 1 un-
derstand that refusing to sign thls form does not stop dllsclosure of health Information that has occurred prior to revocation or that
is otherwise permitted by law without my specific autho[izaﬁon or permission, including dlsclosures to coversd entitles as provid-

ed by Texas Health & Safety Code § 181.154(c) and/or] 45 C.ERB. § 164.502(a)(1). | understand that Information disclosed pursu-

ant to this authorization may be subject to re-disclosure by the reciplent and may no longer be protectad by federal or state privacy laws,

SIGNATURE X

Slgnature of Individual or Individual's Legally Authorized Representative DATE
Printed Name of Legailly Authorized Representative (if applicabie):r
if representative, specify relationship to the individual: [J Parent of minor O Guardian O Other
A minor individual's signature Is required for the release of certaln types of information, inciuding for example, the release of information related to cer-
fain types of repraductive care, sexually transmitted diseases, and drug, alcohol or substance abuse, and mental health treatment (Ses, e.9., Tex, Fam.
Code § 32,003).

SIGNATURE X

Signature of Minor Individual DATE
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Texas Adn:rlinistrative Code

TITLE 22 EXAMINING BOARDS

PART 9 TEXAS MEDICAL BOARD
CHAPTER 165 MEDICAL RECORDS

RULE §165.2 = Medical Record Release and Charges

(a) Release of Records Pursuant to Written Request. As required by the Medical Practice Act,
§159.006, a physician shall furnish copies of medical and/or billing records requested or a
summary or narrative of the records pursuant to a written release of the information as provided
by the Medical Practice Act, §159.005, except if the physician determines that access to the
information would be harmtful to the physical, mental, or emotional health ol the patient. The
physician may delete confidential information about another patient or family member of the
patient who has not consented to the relea!se. If requested, the physician shall provide the
requested records in electronic format, if such records are readily producible. If the requested
records are not readily producible in a readable electronic format, the records shall be produced
in a format as agreed to by the physician and the requestor. If by the nature of the physician's
practice, the physician transmits health information in electronic form, the physician may be
subject to the Health Insurance Portability and Accountability Act (HIPAA) 45 C.F.R. Parts 160-
164. Unless otherwise provided under HIPAA, physicians subject to HIPAA must permit the
patient or an authorized representative access to inspect medical and/or billing records and may
not provide summaries in lieu of actual copies unless the patient authorizes the summary and
related charges.
(b) Deadline for Release of Records. The requested copies of medical and/or billing records or a
summary or narrative of the records shall be furnished by the physician within 15 business days
after the date of receipt of the request and reasonable fecs for furnishing the information.
(c) Denial of Requests for Records. If the physician denies the request for copies of medical
and/or billing records or a summary or narrative of the records, either in whole or in part, the
physician shall furnish the patient a written statement, signed and dated, within 15 business days
of receipt of the request stating the reason for the denial and how the patient can file a complaint
with the federal Department of Health and Human Services (if the physician is subject to
HIPAA) and the Texas Medical Board. A copy of the statement denying the request shall be
placed in the patient's medical and/or billing records as appropriate.
(d) Contents of Records. For purposes of this section, "medical records" shall include those
records as defined in §165.1(a) of this title (relating to Medical Records) and shall include copies
of medical records of other health care practitioners contained in the records of the physician to
whom a request for release of records has been made.
(e) Allowable Charges.
(1) Paper Format.

(A) The physician responding to a request for such information in paper format shall be
entitled to receive a reasonable, cost-based fee for providing the requested information.

(B) A reasonable fee for providing the requested records in paper format shall be a
charge of no more than 325 for the first twenty pages and $.50 per page for every copy
thereafter.




