THIS FORM IS TO CONFIRM YOUR AUTHORIZATION TO USE OR DISCLOSE YOUR PROTECTED
HEALTH INFORMATION FOR A SPECIAL PURPOSE.

PSYCHOTHERAPY NOTES: Check hera if this authorization is for paychotherapy notes.

if this authorization e for peychotherapy notes, i may not authorire the use or disclosure of any
other type of prolecied haalth information.

WAL REPRESENTATIVE ) COMNFIREIING THL AUTHDRIZATION

1. IMDIVILAL FATIENT (OR PERSONA

| give my authorization 1o use or disclese my protected health information as described in Section 2 balow.
| give this authorizaton voluntarily.

individual Patient's Mama:
Your Addraas:
Your Address:
Your Talephona Number:
Your E-Mail Address:
Your Patient Account Number:
Your Social Security Number:

2, THE USE AMDiOR DISCLOSURE AUTHORIZED

Dascribe in detail the protectad heaalth inlormation you are authorizing to be used andfor disclosad (if this
authorization is for psychotherapy noles, no other typa of protected health information may be listed hara):

___My prescription, insurance suthorization form(e] P.T. progress notes,
——p 7t evaluation, and itemized account statements.

Name the people and/or organizations (or the kinds of people andior organizations) that you are authorizing
o use andfor to disclose the protectad health information described above.

Atlantic Physical Therapy clinical and administrative staff 6 Med-Systems Assoc.(billing
—agent for AJP.T.). ay referring physicisn, and claims personnel for my insurance
— carrier, andfor other third party payors.

WName the people and/or organizations (or the kinds of people andfor organizations) that you are authorizing
to recaiva and use your protected health nformation.

Atlantic Physical Therapy clinical and administrative staff, Med-Gystems Assoc. (billing
—ageat for AF,T.), my peferring physician, and claims personnel for my imsurance

hird part AYSEE .
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INDIVIDUAL PATIENT'S AUTHORIZATION

Describe each purpose for which you are authorizing your protected health information to be used and/or

disclosad.
— Information Lo be wsed [p assist my physical therapy provider in rendering my
——Care or obtaining reimbursement.

EMDING THIS AUTHORIZATION

Saelact one of the following two choices.
] This authorization will end on the following dale:

[ This authorization will end when the following event happens. The event must relate to the individual or
the purpase of the authorized use andfor disciosure. Describe the event balow:

_When I have concluded my physical therapy for my current problem and diagnosis and

—Xtalgbursemens effocte have been completed. .

CHAMNGING YOS TNND ABOUT THIS AUTHORIZ&TION

1

| understand that | may revoke this authorization at any time by giving writien notice to the Privacy Officer at
your office. However, | understand that | may nol revoke this authorization for any actions taken before
recaipt of my writtan nolice lo revoke this authorization. In addition, | understand that if | am giving this
authorization as a condition of oblaining insurance coverage, and | revoks this authorization, the insurance
company has a right to contest my claims under the insurance policy.

LT A COMDITION OF TREATLIENT

SIGHING THIS AUTHORIZATION 15

| understand that under most circumstances a healthcare provider may not condition treatment, paymeant,
enroliment, or aligibdity for benefits on my signing this authorization. However, | understand that signing an
authorization that permits the use and/or disclosure of my prolected health information for research purposes
may be a condition of my treatment if | am undergoing research-related treatment. Also, | may be required 1o
sign an authorization if my treatment is provided solely for the purpose of creating protected health
information for disclosure 1o a third party. And under some circumstances, a health plan may condition my
anroliment in a health plan or my eligibility for benefits on my providing an authorization permitting the health
plan to make anroliment and eligibility determinations.

6. INDIVIDUAL PATIEMT 5 SIGNATURE

I have had the chance to read and think about the content of this authorization form and | agree with all
statements made in this authorization. | understand thal, by signing this form, | am confirming my
authorization for use and/or disclosure of the protected health information describad in this form with the

people andior organizations named In this lorm.

Signatura: Date:
If this authorization form is signed by a parsonal represantative for the individual patient:
Personal Representatve’s Mame:
Pren rewma T
Signature
Relationship 10 individual Patent:

YOU HAVE A RIGHT TO HAVE A COPY OF THIS FORM AFTER YOU SIGN IT.
Submil the suthorization to the Privacy Dificial and include a copy in the individual patient's medical record,




