Authorization for Release of Patient Health Information
Mental Health Care

Patient Name: Date of Birth:

e |l understand that the information in my health record may include disclosure of information relating to
communicable disease, Acquired Immunodeficiency Syndrome (AIDS), Human Immunodeficiency Virus
(HIV), alcohol/drug (substance) abuse or any such related information.

e |l understand that medical records requests will be processed within 5-7 business days.

e Thereis a $10 fee per request for medical records; a credit card authorization form is attached.

e Partners need to complete a separate Authorization for Release of Patient Health Information.

Description of Information to be released: (please check all that apply)

|E|Mental Health Care (Please note that these records can be sent to another mental healthcare facility or
professional ONLY)

Records Released to MD:

Receiving Provider: Office Location:
Phone Number: Fax Number:
Email:

Description or the purpose of the use and/or disclosure:
[Clsecond Opinion EConsuItation/Referral [Olinsurance
El Other (please describe)

1. I understand that | may inspect or obtain a copy of the protected health information described by this authorization.

2. | understand that RMA will not condition treatment upon my providing this authorization for use and disclosure of Protected Health Information and that | MAY REFUSE TO
SIGN THIS AUTHORIZATION.

3. I understand that | may revoke this authorization in writing at any time by delivering such written revocation to the Privacy Officer of Reproductive Medicine Associates. | also
understand that such revocation will not be effective as to the disclosure of records whose release | have previously authorized, or where other action has been taken in reliance
on an authorization | have signed.

4. 1 understand that information used or disclosed pursuant to this authorization could be subject to re-disclosure by the recipient and, if so, may not be subject to federal or
state law protecting its confidentiality.

State law requires an individual to give specific consent for the release of protected health information related to certain disease conditions.

By my signature below, | authorize RMA to release any information that may be in my medical records regarding my HIV status, records of Mental Health care and treatment,
records of Substance Abuse care and treatment, and records of Sexually Transmitted Disease care and treatment, if | have so noted above.

Signature of individual patient Date

This authorization will expire twelve months after it is signed.



The Source for New Beginnings

Credit Card Authorization Form

Patient Name:

Name as it appears on card:

Billing Address:

Phone #:

Payment Information

Accepted payment Methods: %
EXPRESS

16 Digit Card Number:

DISCOVER

Y

Expiration Date (MM/YYYY):

3 Digit Security Code:
(On the back of the card in signature box)

4 Digit Amex Security Code:
(Last four digits on front of the card above ID)

l, , hereby authorize RMASOCAL to charge the above credit card in the
amount of $ . I understand that by signing below | am responsible for payment of the
described charges in accordance with the terms of the issuing credit card company.

Signature: Date:
(Authorized Credit Card Holder)

Signature: Date:
Patient



http://images.google.com/imgres?q=amex+card+logo&hl=en&gbv=2&biw=991&bih=653&tbm=isch&tbnid=rj69BvEcNwTUIM:&imgrefurl=http://spectrumservice.net/payment.html&docid=N37Xz60OSzAHjM&w=1944&h=405&ei=r6iNTv_5PIjv0gH99vVN&zoom=1
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