Brewer Health Center P.A.
401 So Main St

Brewer, Me 04412

Phone 207-989-5588

Fax 207-989-1599

WRITTEN AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION

I ______________________________ DOB ___________SS#_______________________ hereby authorize: 
Brewer Health Center P.A. to disclose my protected information by submitting a copy of the following records to ___________________________________________________.

A.  Diagnosis/Problem list


H.  Hospital _______ H&P

B.  Office Notes



I.  Hospital ____ Discharge Summary

C.  Medication List



J. Psychiatric/psychological problems

D.  Consult Notes



K.  Chemical/alcohol dependency

E.  Pathology Reports



L.  AIDS/HIV testing and treatment

F.  Lab results




M.  All records inclusive of any previously indicated

G.  X-ray reports/films



N. Other __________________________

This authorization of release is for the purpose of:

____ Transfer of care

____ Release of records directly to the patient or legal guardian

____ Coordination of care

____ Other _______________________
Unless I revoke this authorization, it will expire 12 months or upon written revocation to be sent to Brewer Health Care P.A. at the address noted below and including the patient name and address, effective date of the original authorization, statement of and revocation of patient or legal guardian signature.
I understand that refusal or revocation of permission may result in improper diagnosis or treatment, denial of health benefits or insurance, or any adverse consequences.  Revocation will not affect information already given out.

If I have been diagnosed or treated for any of the following, I understand the Brewer Health Center needs my specific consent to disclose related information I may cross out any of the following that do not apply.  Such information may not be re-disclosed by the recipient without my specific written consent:

I do/do not authorize disclosure of information that refers to treatment or diagnosis of drug or alcohol abuse.

I do/do not authorize disclosure of information that refers to treatment or diagnosis of psychiatric illness.

I do/do not authorize disclosure of information that refers to treatment or diagnosis of AIDS, ARD, or HIV infections.

I understand that I am entitled to a copy of this authorization form.

PATIENT SIGNATURE ______________________________________ DATE ___________________

AUTHORIZED REPRESENTATIVE/RELATIONSHIP ______________________________________
