
AUTI{ORIZAl] ON FOR USII/DISCLO S U

OF PIìOTBCTtrD IIEALTI{ INFORN'IATI

I u¡rdcrstand that nry nledical record nra¡'conlain infornratiolr (

dcpc'¿cncc, bchaviortl hcalfh/rchal¡ilifation, IJI\/ and/or AIDS, and/or-scxual assaul{

I specily that thc infornration not be disclosed b)' initialing belorv:

Alcohol/Drug Al¡use and/or Dependencc _l3ehaviolal llealth/Rchabilitation

S\\'âr'(hnìolc Collcgc Sfudcn( llc¿l(h & \\/tll¡rcss
500 Collcgc Avcrruc

Ss'arf ltnrot'c, Pr\ 19081

Pl¡onc 610 -323-3058 l:'ar 610-690-5724

) related to alcohol/dl'trg zbusc and/or
'j-his infonllation rvill l¡e disclosed ullle ss

lllV and/or AIDS Sexual Assault

Swarthnlore ID# Date of Biñh
Patient Name (Last, Fir-st)

Address

CitylslatelZip TelePhone ( )

I arthorize S*artltmore Coltege Ilcalth Sen,ices to DISCLOSII/RECEII/E Protected Ilealtlt Informatiott contained itt nry ntedical

record TO/FROM:

i.\anre/Organization '

Address

CitylState/Zip

Telephone ( ) 

-! other:

*01* ( )_ *Emergency situations only

Informaliott To Be Discloset!/Rcceived: (One or nrcre boxes nusl be checked and dales must be specifed)

ü Immunizations O Trcatment Notcs D LaboratoryÆathology Reports I Radiologl' Rcports I Ph1'sical Therapy Notcs

I Othcr:

_l_J_through / / : Tinrc periodforwhiclt inþrmation lo be released'can befound in nty nrcdical record.

(Date) (Date)

Rcasonforrvhichlanrauthorizingdisclosure/receival:l ContinuationofCare t PaynrcntofaClaim C PcrsonalUse

I understa'd that I have a right to revoke this authoriz¡tion at any time. I understand that if I revoke this authorization, I must do so in

u,riting and present nry writ'ten revocation to Srvarthmore College llealth Services. I understand that the revocation rvill not apply to

infornîation ttrat has already been released in response to this authorization. I understand that the revocation rvill not apply to my

insurance conlpany when the l¿q, provides my insurer with the right to contest a claim under n1y policy.

Tliis authorization will expire 90 days after it is signed or sooner if rcquested by patient. I understand authorizing the use or

disclosure of the informatiãn identified above is voluntary. I need not sign this form to ensure healthcare treatment. I also understaríd

that the information discloscd according to this release may be redisclosed by the recipient and is no longer protected by I'IIPAA

(Federal Regulations).

Signature ofpatient or legal representative Date Ifsigned by lcgal representative, relationship to patient

Official Use OnlY: Date received

Release Method: li Mail

Person Assisting rvith Fornr Conrpletion:

i-i Fax i-i I-land carry (datc)

SWARTHMORE COLLEGE, 5OO COLLEGE AVE,, SWARTHMORE, PA 19081-1397 (óIO) 328.8000


