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AUTHORIZATION FORM FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION

Patient Name:  






Date of Birth:





Release Information From

     Pain Specialists of Iowa, 12499 University Ave Suite 280 Clive, Iowa

     Other: ________________________________________________________________________________________


  ________________________________________________________________________________________

Persons or entities authorized to release records include: Physicians, dentists, chiropractors, podiatrists, other health care providers, hospitals, medical clinics, surgery centers, physician offices, medical labs, and coroners or medical examiners.        
Release Information To
     Pain Specialists of Iowa, 12499 University Ave Suite 280 Clive, Iowa   Fax. 515-280-6954
     Other: _________________________________________________________________________________________

_________________________________________________________________________________________________

Persons or entities authorized to receive this information: Pain Specialists of Iowa, employees, agents, including medical consultants, expert reviewers, attorneys and law firms and other individuals designated by Pain Specialists of Iowa.

Information to Be Released
     Clinic notes

     Laboratory reports

  Hospital discharge summary



     History and physical          Radiology reports 

  Pathology reports
     Hospital notes                    Radiology images                          Other (specify information to be released below)
     EKG’s                                Operative reports
_________________________________________________________________________________________________
Service dates requested (optional)

Expiration:  This authorization will expire on 
Authorization Acknowledgement & Signature

In signing this authorization, I am acknowledging that I have carefully reviewed this document in its entirety and:

· This request for disclosure of medical records or information is made at my request for the purpose of asserting a legal claim or lawsuit.

· I understand that if the person or entity that receives these records or information is not a health care provider or a health plan covered by federal privacy regulations, the records or information may be redisclosed and no longer protected.  

· I also understand that I may revoke this authorization at any time by delivering/mailing a written revocation to Pain Specialists of Iowa 12499 University Ave Suite 280 Clive, Iowa 50325.
· If I revoke this authorization it will have no effect on actions already taken in reliance on this form

· I understand that resolution of my legal claim or lawsuit may require Pain Specialists of Iowa to obtain and review my protected health information and records and my failure to authorize its release may compromise the review of my claim or lawsuit.

· I authorize the disclosure of the records or information described above.  Further, I am the patient listed above or am authorized to act on behalf of the patient as the patient's personal representative.  I also agree to permit disclosure of my records or information based upon the presentation of a photocopy of the authorization form.

· I understand that treatment or payment cannot be conditioned on my signing this authorization, except in certain circumstances such as for participation in research programs, or authorization of the release of testing results for pre-employment purposes.








Date:






Signature of Patient (or Patient's representative)

Printed name of patient's representative, if applicable:









Representative's Relationship/capacity to patient:









12499 University Ave Suite 280   Clive, Iowa 50325 
P.515-245-6425     F.515-280-6954

