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AUTHORIZATION FOR USE OR DISCLOSURE OF 

PROTECTED HEALTH INFORMATION 
 

I request and authorize Hearing, Speech & Deaf Center to release, obtain, exchange 
healthcare information on: 

 
Client Name: _________________________ DOB: ____________________ 

___ I consent to Hearing, Speech & Deaf Center releasing protected health information as 
detailed below. I understand that if the person/organization authorized to receive and use the 
information is not a health plan or health care provider, the disclosed information may no 
longer be protected by federal privacy regulations.  
 
MY PROTECTED HEALTH INFORMATION MAY BE USED OR DISCLOSED TO 

THE FOLLOWING (e.g., doctor, school, other related service providers): 
 

Name:________________________________________________________________________ 
Facility: ___________________________________ Phone: _________________________ 
Address:__________________________________ Fax:_____________________________ 

 
Name:_______________________________________________________________________ 
Facility: ___________________________________ Phone: _________________________ 
Address:__________________________________ Fax:____________________________ 

 
SPECIFIC INFORMATION to be Released/Obtained/ Exchanged: 
 

___Speech/Language ___Parent-Infant ___Educational ___Psychiatric Reports 
____Audiology ___Medical ___Other  

 
SIGNATURE By signing, I understand that: 

• I have the right to request restrictions as to how my protected health information may 
be used or disclosed.  

• I authorize HSDC to release any information required to insurance companies, medical 
providers, and others as required by law or court order.  

• This authorization is in effect until written notice of revocation to the address listed at 
the top of this form is received. I may revoke this authorization at any time, except to 
the extent that action has already been taken based on this authorization.  

• Authorizing the disclosure of this health information is voluntary. My treatment or 
eligibility will not be conditioned upon my authorization of this disclosure.  

• If I am signing on behalf of a minor child, this authorization will expire upon the child 
reaching the age of 18, unless there is proof of legal guardianship.  

 
_________________________________________    _______________________________________ 
Signature of patient or personal representative        Printed name  

 
_______________________________________         ______________ 
Relationship to client or patient   Date 
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CLIENT ENROLLMENT & EMERGENCY CONTACT FORM 
This contract is to (check one)  Enroll  Renew Enrollment for HSDC services for: 

Client’s Name___________________________________________ Date of Birth______________________________________ 

Parent/Guardian Names    Other Language(s): 

_________________________________  Deaf  Hearing  Hard of Hearing ___________________________ 

_________________________________  Deaf  Hearing  Hard of Hearing ___________________________ 
 
EMERGENCY CONTACT PERSONS 
Primary Contact: person who will be nearby or most reachable in the event of an emergency. 

Name__________________________________________________ Relation to Client__________________________________ 

 Deaf  Hearing  Hard of Hearing  Other Language(s)__________________________________________ 

Home Phone________________________________________ (please check)  Voice  TTY  Videophone 

Work Phone________________________________________ (please check)  Voice  TTY  Videophone 

Cell Phone__________________________________________ (please check)  Voice  Text  

Home Address______________________________________________________ Email Address________________________ 
 
Secondary Contact: person we should try next in the event of an emergency.  

Name__________________________________________________ Relation to Client__________________________________ 

 Deaf  Hearing  Hard of Hearing  Other Language(s)__________________________________________ 

Home Phone_______________________________________ (please check)  Voice  TTY  Videophone 

Work Phone________________________________________ (please check)  Voice  TTY  Videophone 

Cell Phone_________________________________________ (please check)  Voice  Text  

Home Address_______________________________________________________ Email Address_________________________ 
 
OTHER INDIVIDUAL AUTHORIZED TO PICK UP THE CHILD FROM HSDC 

Name__________________________________________________ Relation to Client__________________________________ 

 Deaf  Hearing  Hard of Hearing  Other Language(s)__________________________________________ 

Home Phone_______________________________________ (please check)  Voice  TTY  Videophone 

Work Phone________________________________________ (please check)  Voice  TTY  Videophone 

Cell Phone_________________________________________ (please check)  Voice  Text  

Home Address______________________________________________________ Email Address________________________ 
 
Is it OK to leave voicemail containing confidential healthcare information with the numbers 
provided?  

 Yes  No  

 
PHOTO/PUBLICATIONS RELEASE (OPTIONAL) 
I give HSDC or its legal representatives the absolute right and permission to include my child’s name in articles, and to copyright and/or 
publish photographic portraits, pictures, or video of my child, and to use my child’s photo in conjunction with a fictitious name for art, 
health, education, marketing, or any other lawful purpose. I waive my right to inspect and/or approve the finished product or the use to 
which it may be applied. I release, discharge, and agree to hold harmless HSDC or its legal representatives from any liability by virtue of 
any blurring, alteration, optical illusion, or use in composite form whether intention or otherwise, that may occur or be produced in the 
taking of said pictures or any processing tending towards the completion of the product.  
 
Client/Parent/Guardian Name __________________________Client/Parent/Guardian Signature__________________________ 
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HSDC is a teaching facility. Students may observe, participate in, or administer treatment plans developed by your licensed clinician. If 
you have concerns, please consult the director.   
 
HSDC staff are mandated reporters and are required to report suspected abuse or neglect of minors in accordance with RCW 26.44.030.  
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