AMBERLY PARADOA, DPM, FACFAS

PATIENT AUTHORIZATION

for use and disclosure of protected health information

Patient:_______________________________
Date:_____/_____/_____

I hereby authorize Amberly Paradoa, DPM to use or disclose the protected health care information of the listed patient for the specific purpose explained below. I understand that I have the right to revoke this authorization at any time. The revocation must be in writing and must be submitted to the listed health care provider. Exceptions to the right to revoke exist. Health care information disclosed through this authorization may be subject to redisclosure by the recipient and no longer be protected by the HIPPA Privacy Rule. 

Describe, in a specific and meaningful way the purpose of the health information to be used and /or disclosed:

______________________________________________________________________________

______________________________________________________________________________

List the name(s) of the persons or the class of persons authorized to make the requested use of the health information, and Dr. Paradoa will provide the requested health information for use or disclosure:___________________________________________________________________________________________________________________________________________________

List the expiration date of the authorization:__________________________________________

Signature of patient:____________________________________________________________ 

Date:_____/_____/_____

or

Signature of patient representative:________________________________________________

Date:_____/_____/_____

Type of Authority of representative:________________________________________________

Date:_____/_____/_____

Signature of Dr Paradoa or Authorized Representative:________________________________

Date:_____/_____/_____ 

