




    Date:      
AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION

Hippa Complaint Authorization for Release of Information 

1. I hereby authorize                                                                                                                                                            (or see attached list of providers) to use or disclose the Name of hospital/physician following protected health information from the medical records of the patient listed below.

2. Patient name:                   Date of Birth:      
Address:  ​​​​​​        


         Street, City, State ,Zip

3. Information to be disclosed to: 

C/O  Intrepid Investigations (Authorized Rep) of  Company:       Attn:      
                              1013 Mamaroneck Ave


Address:      


                                                           

 White Plains, New York 10605

City, State, Zip:       








Phone/Fax:                              


4.  Disclose the following information for treatment dates: From:          to present

















 FORMCHECKBOX 
  Complete Records


 FORMCHECKBOX 
Consult

 FORMCHECKBOX 
  Physical Therapy


 FORMCHECKBOX 
 Abstract



 FORMCHECKBOX 
Outpatient Reports
 FORMCHECKBOX 
 Emergency Reports


 FORMCHECKBOX 
 Face Sheet



 FORMCHECKBOX 
X-Ray

 FORMCHECKBOX 
Other Specified: Complete records including 

 FORMCHECKBOX 
 Discharge Summary


 FORMCHECKBOX 
 Laboratory

 billing, narratives, referral documents and records       


 FORMCHECKBOX 
 History & Physical


 FORMCHECKBOX 
 Pathology

from other medical facilities regarding accident of


                                                                                                                                       
PLEASE NOTE THIS AUTHORIZATION IS NOT SUBJECT TO THE “MINIMUM NECESSARY” REQUIREMENT DUE TO 45 CFR 164.502(b)(2)(ii).

5. The above information is disclosed for the following purposes:

 FORMCHECKBOX 
   Medical Care
        FORMCHECKBOX 
  Legal
     FORMCHECKBOX 
  Insurance
        FORMCHECKBOX 
 Personal
       

 FORMCHECKBOX 
   Other_________________________________________________________________________________________

6.   I understand I may revoke this authorization at any time by requesting such of the above referenced hospital/physician practice in writing, unless action has already been taken in reliance upon it, or during a contestability period under applicable law.   I understand that information used or disclosed pursuant to this authorization could be subject to redisclosure as necessary by the recipient and, if so, may not be subject to federal or state law protecting its confidentiality.

7. This authorization expires on [upon]                           [Insert applicable date or event]

8. A photocopy of this authorization is to be considered as valid as the original.

9.  __________________________________________   
   10.  ____________________________________
     Signature of Patient or Legal Representative                                     Date

11. __________________________________________             12.   ____________________________________

      Printed name of Patient or Legal Representative                  Relationship to patient or authority to act for patient









(If signed by Legal Representative)

Sworn to me on this______ Day of _________________ 2009

_______________________________________________




I N T R E P I D   I N V E S T I G A T I O N S


New York State & Connecticut Licensed, Insured and Bonded Private Investigator


NY License #11000074509, CT License #1-2474








1013 MAMARONECK AVE ( WHITE PLAINS, NEW YORK ( 10605


PHONE/FAX: (914) 949-5634 (  CELL: (914) 275-6255


� HYPERLINK "http://www.intrepidinvestigation.com/" �www.intrepidinvestigation.com�         email:  invmcs@yahoo.com


  


� TIME \@ "MMMM d, yyyy" �March 11, 2009�


Member-Associated Licensed Detectives of New York


Certified Fraud Claim Law Specialist














