


RELEASE OF SPECIFICALLY PROTECTED HEALTH INFORMATION

I request the release of the specific categories of information that | have
INITIALED below:
[ ] HIV test results (Patient Authorization for EACH Release Request.) Specify Date(s)

[ ] Genetic Test results (excludes therapeutic genetic tests) SPECIFY TYPE OF TEST)
[ Alcohol and Drug Abuse Records Protected by Federal Confidentiality Rules 42 CFR
Part 2; (Federal Rules Prohibit any Further Disclosure of this Information Unless Further
Disclosure is Expressly Permitted or Written Consent to Whom it Pertains or as
Otherwise Permitted by 42 CFR part 2.)

[ ] Other (s): Please List
Confidential Details of:
[_] Psychotherapy (from a Psychiatrist, Psychologist, or Mental Health Clinical Nurse
Specialist)

[ ] Social Work Counseling / Therapy

[ ] Domestic Violence Victims Counseling

[ ] Sexual Assault Counseling

| understand that:

- | may withdraw my authorization at any time by submitting a written request to the

Director of the Health Information Management Department at the Lompoc Valley

Medical Center. Authorization may be withdrawn except for the following:

o To the extent that action has been taken in reliance of this authorization.

o If the authorization is obtained as a condition of obtaining insurance coverage, other
laws may provide the insurer with the right to contest a claim under their policy.

- | may refuse to sign this authorization. If | refuse to sign this authorization, my

treatment, payment, health plan enrollment, or eligibility for benefits will not be affected.

- Information released on this authorization, if re-disclosed by the recipient, is no longer

protected by Lompoc Valley Medical Center.

| understand that this authorization will automatically expire in 6 months or on a specific

event (Specify Event)

| have carefully read and understand the above, have had any questions explained to
my satisfaction, and do herein expressly and voluntarily authorize disclosure of the
above information about, or medical records of, my condition to those persons or
agencies listed above.

Patient’s Signature: Date:

Print Name:

When patient is a minor, or is not competent to give consent, the signature of a
parent, guardian, or other legal representative is required.

Signature of Legal Representative: Date:

Print Name:

Relationship of representative to patient:
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