AUTHORIZATION/INFORMED CONSENT FOR USE AND DISCLOSURE 
OF HEALTH CARE INFORMATION
____________________________

___________

_______________________
Name of Patient



Date of Birth

Medical Record Number
I authorize:





To disclose to:
Beaver Dam Community Hospitals, Inc. 

__________________________________
707 South University Avenue 


__________________________________
Beaver Dam, Wisconsin  53916 


__________________________________
(920) 887-4064 – Telephone



__________________________________
(920) 887-6625 – Facsimile



__________________________________
Information to be disclosed and Date of Service:  ____________________________________
___Consultations




___Laboratory Results
___Diagnostic Imaging – Images


___Occupational Therapy
___Diagnostic Imaging – Reports


___Operative Report/Procedure Report
___Discharge Summary/Transfer Report

___Other__________________________


___Echocardiogam




___Pathology Report
___EEG





___Physical Therapy
___EKG





___Progress Notes
___Emergency Services



___ Speech Therapy
___History and Physical



___ Stress Tests
___ Information necessary for continuity of care
___ Urgent Care
In compliance with Wisconsin Statutes, which require special permission to release otherwise privileged information, please disclose information pertaining to:

___AIDS or AIDS – Related Disease
s

___HIV Test Results

___Alcohol Abuse and/or Drug Abuse

___Mental Health

___Developmental Disabilities

This disclosure is being made for the following purposes:
___At the request of  the patient


___ Other__________________________
___ Attorney/Legal/Court Case


___ Personal/Self
___ Continuity of Care/Treatment


___ Relocation or Change of Physician
___ Disability





___ Workers’ Compensation


___ Insurance

This Authorization will expire after ninety (90) days from the date of signature or on the following date:__________________________________.
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I understand that I have the right to inspect and receive a copy (at reasonable cost) of  the health care information  I have authorized to be disclosed by this Authorization.
HIV Test results may be released without the patient’s consent.  A copy of  Wisconsin Statute 252.15(2)(b)2 is available upon request.

I understand that I have the right to revoke this Authorization at any time by providing a written statement of revocation to the Director of HIM at the above address.  I am aware that the revocation will not be effective until received by the Director of HIM and will not be effective regarding uses and/or disclosures of my medical record and/or health information that occurred prior to the Director of HIM receiving the revocation.

I understand that I am under no obligation to sign this Authorization and that BDCH will not condition treatment, payment, enrollment in a health plan or eligibility for health care benefits on my decision to sign this Authorization.

I understand the information used or disclosed based on this authorization may possibly be re-disclosed by the recipient, and may no longer be protected by Federal Privacy Laws.

I understand that if I sign this Authorization, I will be provided with a copy of it.

By signing this Authorization, I am confirming that it accurately reflects my wishes.

________________________________________

______________________________
Signature of  Patient/Legal Representative


Date

Relationship to the Patient:________________________________________________________
________________________________________

______________________________
Signature of Witness





Date
Method by which patient’s/legal representative’s identity was confirmed:
___Government issued photo identification

___Personal knowledge

___Court papers/documentation
___Letters of Office

Revised:  11/01/10
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