
 

Authorization for Use, Disclosure and Exchange of  
Protected Health Information 

Nov. 2023 
 
 

Member Name:  Date of Birth:  

Medicaid ID:  Partners ID:  Previous LME/MCO ID:  

 

I, ______________________________________________, do hereby authorize ___________________________________________________, and 
Member or Member Representative  

________________________________________________, located at ____________________________________________________________, to 
Name of Agency that information is to be shared with Address/Phone number of Agency information is to be shared with 

share the following protected health information: 

Please be specific when requesting. Data covers the time period of _____________ to _____________. Data authorized for release may include the 
following (initial if applicable): 
 Alcohol/Drug Treatment   Psychological/Psychiatric Evaluations 
 Diagnostic Information  Screening/Contact Assessment 
 Financial/Reimbursement  Service/Treatment Plan 
 Hepatitis  Tuberculosis 
 Human Immunodeficiency Virus (HIV)  Other/Disclosures to include _____________ 

_____________________________________ 
_____________________________________ 
_____________________________________ 

 Intake/Assessment  
 Medication Information 
 Progress/Service Notes 

The Purpose of the disclosure is (check which are applicable): 

Service Delivery  Continuity of Care  Referral  Disability   

Other (specify) ____________________________________________________________________________ 

RE-DISCLOSURE: Once information is disclosed pursuant to this signed authorization, I understand that the Federal Health Privacy Law (45 CFR Part 
164) may not apply to the recipient of the information and, therefore, may not prohibit the recipient of the information from re-disclosing it. Other 
laws, however, may prohibit re-disclosure. When information is released from this agency protected by state law (NCGS 122C) or substance abuse 
treatment information protected by federal law (42 CFR, part 2), the recipient of the information is informed that re-disclosure is prohibited except 
as permitted or required by these two laws. Our Notice of Privacy Practices describes the circumstances where disclosure is permitted or required 
by these laws. 

REVOCATION and EXPIRATION: I understand that this authorization may be revoked in writing at any time, except where action has already been 
taken on this authorization. The process for how to revoke this authorization, as well as the exceptions to my right to revoke, are explained in 
Partners Health Management Notice of Privacy Practices, a copy of which has been provided to me.  

If not revoked earlier, this authorization to disclose expires on:   
 Date or event you choose for consent to expire 

Notice of Voluntary Authorization: I understand that I may refuse to sign this form. If I choose not to sign this form, I understand that Partners  
Health Management cannot deny or refuse to provide treatment, payment, enrollment in a health plan or eligibility for benefits based on my 
refusal to sign unless the provision of health care is solely for the purpose of creating protected health information for disclosure to a third party on 
provision of an authorization for the disclosure of the protected health information to such third party. I understand that my signature is voluntary 
on this authorization, and that I may request a copy of it once I have signed it. 
 
     
Signature of Member Date Printed Signature of Member Date 
    
Signature of Member Legal Representative—if member is unable to sign Date Printed Signature of Member Legal Representative Date 
     
Member Legal Representative relationship to member    
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