
HSDC Authoriza�on for Use or Disclosure of Protected Health Informa�on  

Client Name:  ________________________________________________________________________  

Date of Birth: _____________________________ Today’s Date: __________________________  
 

As required by the Health Insurance Portability and Accountability Act of 1996 (HIPAA), a practice may not use or disclose your 
individually identifiable health information without your authorization, except as provided in our Notice of Privacy Practices. Your 
completion of this form means that you give permission for the use and disclosure described below. Please review and complete this form 
carefully. It may be invalid if not fully completed. You may wish to ask the person or entity you want to receive your information to 
complete those sections detailing the information to be released, and the purposes for the disclosure 
 
MY PROTECTED HEALTH INFORMATION MAY BE DISCLOSED BY HEARING, SPEECH & DEAF CENTER TO THE FOLLOWING: 
 (e.g., doctor, school, other related service providers) 
 

Name:  ____________________________________________________________________________  

Address: ___________________________________________________________________________  

Phone: _____________________________________      Fax: _________________________________  

Name:  ____________________________________________________________________________  

Address: ___________________________________________________________________________  

Phone: _____________________________________      Fax: _________________________________  

I Authorize the Release Of: 
□ ALL my health informa�on maintained □ Include Previous Provider Records 
□ My health informa�on rela�ng to the following treatment or condi�on: _____________________________________  
   

__________________________________________________________________________________________________ 
 

□ My health informa�on for the date(s): ___________________________ □ Other: ___________________________ 

RESTRICTIONS: I understand that the recipient of this informa�on may not use or disclose this informa�on except for the 
expressed purposes iden�fied above, unless another authoriza�on is obtained from me, or such use or disclosure is 
specifically required or permited by law. 
I understand that my medical record may include informa�on rela�ng to sexually transmited disease; acquired 
immunodeficiency syndrome (AIDS); human immunodeficiency virus (HIV); behavioral/mental health services; and/or 
treatment for alcohol and/or drug abuse. 
PLEASE Check ALL Requested Exclusions: □ Alcohol/Drug  □ Behavior/Mental Health/Psychiatric  
□ Sexually Transmited Disease   □ HIV/AIDS  □ Other; specify exclusion _________________________ 
I understand that I have the right to request that a service for which I have paid out-of-pocket not be disclosed to my 
health plan. 
   

This Authoriza�on is Effec�ve: Date __________________ through __________________ (dates must be specified)  

_________________________________________   ________________________________________  
Printed name of client or personal representa�ve*   Signature of client or personal representa�ve* 
*Required if client is younger than 18 years of age at �me of first appointment 

REFUSAL TO SIGN AUTHORIZATION: I understand that by declining to sign this form, my medical (healthcare) treatment and insurance benefits will not be affected, 
however, my medical records CANNOT be released. I understand that I may revoke this authoriza�on at any �me by no�fying the organiza�on in wri�ng as described in the 
No�ce of Privacy Prac�ces. My revoca�on will not affect ac�ons taken prior to its receipt. I understand that, if the recipient of the informa�on is not a health care provider 
or health plan covered by HIPAA, the informa�on used or disclosed as described above may be re-disclosed by the recipient and no longer protected by HIPAA. However, 
other state or Federal laws may prohibit the recipient from disclosing specially protected informa�on, such as abuse treatment informa�on, HIV/AIDS-related informa�on, 
and psychiatric/mental health informa�on. 
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