STATE OF NEW HAMPSHIRE
DEPARTMENT OF HEALTH AND HUMAN SERVICES
Bureau of Elderly and Adult Services
Catastrophic Illness Program

AUTHORIZATION FOR RELEASE & EXCHANGE OF HEALTH INFORMATION

Patient’s Legal Name: DOB:
Residential Address:
Street City State Zip Code
Home Phone: Other Phone:
| hereby authorize to disclose the following protected

health information or education/therapy records from the medical/education/therapy records of the individual listed above to:

Information to be RELEASED TO: Department of Health & Human Services
Bureau of Adult and Elderly Services
Catastrophic Illness Program
129 Pleasant Street — Brown Building
Concord, NH 03301-3857

I understand that health, therapy or education information I authorize to be disclosed to DHHS and its agents may be re-disclosed and no
longer protected by federal privacy regulations. | specifically authorize an exchange of information between DHHS and health providers,
as indicated for the purpose of determining eligibility for the CIP program, but will otherwise not be subject to re-disclosure by DHHS
without additional specific WRITTEN authorization. | understand that exchange of information may be via electronic transmission.

Disclosure of Records Dated: From this date to this date
Check all that apply:

] Admission History and Physical Laboratory reports

] Copies of Consultations Therapies, Physical, Occupational

] Office notes/Progress notes Surgical/Operative Reports

Oood

] Emergency Reports Other, please specify:

Please Read the Following Statements CAREFULLY and initial only if applicable:

(Initial) I understand the medical record may contain information in reference to drug and/or alcohol abuse that is protected by
law and is prevented from re-disclosure without my expressly written consent or otherwise permitted by law.

(Initial) I specifically authorize release of HIV, AIDS or ARC results or treatment.
(Initial) I specifically authorize release of psychiatric or neuropsychiatric record.

REVOCATION:
I understand that | may revoke this authorization at any time, by notifying DHHS in writing, except to the extent that any actions initiated
in reliance on the authorization may have been completed prior to my revocation.

EXPIRATION:
This authorization will expire on:

**|f no date specified, this authorization shall expire 12 months from the date of signature.

I understand that this information is necessary to request information for ongoing care and treatment, and that if I do not authorize the

release of the medical, therapy or education records and information indicated above, that care may suffer.

Applicant or Legal Representative Signature Printed Name Date

*** Copies of legal documentation must be attached if applicable ***
A PHOTOCOPY OF THIS AUTHORIZATION SHALL BE CONSIDERED AS EFFECTIVE AS THE ORIGINAL.



STATE OF NEW HAMPSHIRE
DEPARTMENT OF HEALTH AND HUMAN SERVICES

AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION

IMPORTANT NOTICE

Dear Applicant:

The HIPAA federal privacy rule has had a significant impact on the process for requesting copies of
medical records.

These federal regulations pertaining to the release of protected health information state that an
authorization for the release of medical records must be in plain language and contain the following
elements in order to be valid:

e Identification of the persons or class of persons (i.e., physician practice, hospital, etc.)
authorized to make the disclosure.

e |dentification of the persons or class of persons (i.e., recipients, attorneys, insurance
companies, government agencies, etc.) to whom the health care provider is authorized to
make the disclosure.

e A description of the protected health information to be disclosed, including the dates of
treatment or service.

e A description of each purpose for the use or disclosure of the protected health information.

e A statement that protected health information used or disclosed pursuant to the authorization
may or may not be subject to re-disclosure by the agency receiving such information.

e A statement that the individual may revoke the authorization in writing, with instructions for
revoking the authorization.

e The individual’s signature and date.

e The expiration date or event causing the authorization to become invalid.

e If signed by an individual’s personal representative (i.e., legal guardian), a statement of the
representative’s authority to act on behalf of the individual.

The authorization for release of information is not valid, according to the privacy rule, if the
authorization has any of the following defects:
e The expiration date or event has passed.
e The authorization has not been filled out completely with respect to the required content
listed above.
e The authorization is known by the health care provider to have been revoked.
e Any material information in the authorization is known by the health care provider to be
false.



