MODEL DEFENDANT’S AUTHORIZATION
AUTHORIZATION TO RELEASE PROTECTED HEALTH CARE INFORMATION
TO:
Healthcare Provider


P.O. Box  XYZ


Louisville, Ky 40202

Pursuant to the Health Insurance Portability and Accountability Act (HIPAA) Privacy Regulations, 45 CFR §164.508, the above-named healthcare provider is hereby authorized to release to (FIRM NAME), or any of its representatives, all medical records, including but not limited to progress notes, emergency room records, operative records, in-patient records, out-patient records and films of x-rays, MRIs, or PET scans, mental health, psychiatric (other than psychotherapy notes which must be requested by separate authorization), chemical dependency and HIV-related records concerning any medical treatment that (PATIENT), (SSN______________), has received from you or at your institution.  A photostatic copy hereof shall be as valid as the original authorization.  The cost of same to be charged to (FIRM NAME).

The purpose of this authorization and request is to obtain medical records pertaining to (PATIENT’S) physical condition, which may be relevant as it pertains to certain personal injury litigation.  This authorization expires (DATE CERTAIN, i.e. three years, etc.) from the date of the patient’s signature.  The aforementioned expiration date has not passed.

(PATIENT) has the right to revoke this authorization in writing by providing a signed, written notice of revocation to the above-named healthcare provider and (FIRM NAME), except to the extent that the provider listed above has taken action in reliance on this authorization.

The above-named healthcare provider may not condition treatment or payment on whether the above-listed patient executes this authorization.  The information disclosed pursuant to this authorization may be subject to re-disclosure and no longer protected by the privacy regulations promulgated pursuant to the Health Insurance Portability and Accountability Act (HIPAA).  



















____________________________________________





(PATIENT)












If personal representative sign and describe his/her 







authority.






SS#: _______________________________________                     






Date of Birth: _________________________________
                          






Date of Signature:  ____________________________

NOTE TO COUNSEL:  Issues unrelated to HIPAA, such as the scope of the authorization, and precise expiration date are subject to negotiation between counsel for both sides.
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