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EDCHC AUTHORIZATION FOR THE RELEASE OF INFORMATION

Print Patient's Name: Date of Birth:

| authorize El Dorado Community Health Centers (EDCHC) to discuss and share my
protected health information with the following person:

Name: Relationship: Phone:

Purpose of authorization:
Examples include care coordination, billing inquiry, personal support, and legal or
insurance matters; this is not an all-inclusive list of PHI that may be shared.

Please share the following information:
O Medical ODental OEyeCare 0O Chiropractic O Behavioral Health
O Psychiatry O STEPS/Substance Use Disorder (SUD) Treatment O Billing

By initialing below, | authorize EDCHC to share my sensitive information

__ Alcohol/Drugs/Substance Use __ Reproductive Health

Disorder (SUD) Treatment _______HIV/AIDS
_______Behavioral Health _______@Genetic Information
__ Psychiatry

*Psychotherapy notes Exclusion: This authorization does not permit disclosure of
Psychotherapy notes as defined by HIPAA.

EXPIRATION: This authorization expires on (date): /[ / unless revoked
earlier in writing or upon my death.

Acknowledgement and Understanding

e | understand that this authorization is in effect until the expiration date listed
above, until | revoke it in writing, or upon my death.

e | understand that authorizing the release of my protected health information is
voluntary, and | have the right to refuse to sign this authorization. My refusal will
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not affect my ability to receive treatment, nor will it impact my payment,
enrollment, or eligibility for benefits.

e |understand | may revoke this authorization at any time by submitting a written
revocation to EDCHC. Revocation does not affect disclosures made in reliance on
this authorization before EDCHC receives my revocation.

e | understand | have the right to receive a copy of this authorization.

e This authorization does not permit the request or release of copies of my health
records; a separate Release of Records form is required.

e This authorization does not authorize healthcare decision-making.

e This authorization does not authorize consent for treatment of a minor; a separate
Consent to Treat form is required.

e | understand that once information is shared with the authorized recipient, it may
no longer be protected by HIPAA. California law generally prohibits further
disclosure without my authorization or as required/permitted by law; certain
categories (HIV test results, behavioral health, psychiatry, substance use disorder
(SUD) treatment, reproductive health, and genetic information) have additional
restrictions.

If Applicable:

e For minors and sensitive services: if the patient is a minor, information for certain
services the minor may consent to (e.g., reproductive health, STI care, outpatient
mental health counseling, and substance use disorder services) may require the
minor’s authorization and may not be shared with a parent/guardian unless
permitted by law.

e Substance Use Disorder (SUD) Treatment Information. If SUD information
protected by 42 C.F.R. part 2 is authorized to be released, fill in the following:

Recipient (name/class):
What kind of information:

How much and/or timeframe:

Purpose:

You may revoke in writing at any time (except to the extent already relied upon). A
Part 2 prohibition-on-redisclosure notice will accompany any disclosure.

Contact for Questions/Revocations:
Health Information Management
4212 Missouri Flat Road, Placerville, CA 95667
Phone: 530-621-7700 ext. 2030 Email: medicalrecords@edchc.org

Release of Information Page 2 of 3



\. ’ '/ Medical Tel: (530) 621-7700
," Fax: (530) 621-7713
Dental Tel: (530) 497-5016

El Duradn (nmmumty Health Centers Fax: (530) 622-8908

RELEASE OF INFORMATION

Signature: Date:

If signed by someone other than patient, complete below:

Print Name:

By signing, | attest that | have authority under applicable law to act for the patient
with respect to the information and timeframe described in this authorization.

Legal Authority (select one): o Parent/Legal Guardian o Agent under Health Care
Power of Attorney o Conservator o Executor/Personal Representative of Estate
0 Other (describe):

Documentation: (attach if applicable): o Health Care Power of Attorney o Letters of
Conservatorship o Court Order o Other:
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