Quantum Healing Institute

212 Grande Blvd., Ste C-114

Tyler, TX  75703

Phone (903) 939-2069

Fax     (903) 939-2088

Medical Records Department



HIPPA: Authorization to Use or Disclose Protected








Health Information (to Quantum Healing Institute)

AUTHORIZATION FOR RELEASE OF INFORMATION

NAME:___________________________________________

I hereby authorize and request ___________________________________________(Provider) to provide to Quantum Healing Institute (Pieter J. deWet, M.D.) copies of record information. The information to be disclosed is Medical Records for the purpose of evaluation and care.

This authorization expires: _______________________________________


I understand that I  may revoke this authorization in writing at any time by providing the “Provider” with written notice of my decision to revoke this authorization.  I understand that the “Provider” is unable to take back any disclosures it has made upon this authorization as stated in the “Provider’s” Notice of Privacy Practices.  I further understand that if I do not revoke this authorization, it will remain in effect until the expiration date of event above.

I understand that it is possible that the information to be used or disclosed may be subject to redisclosure by the receiving party and may no longer be protected by the Health Insurance Portability and Accountability Act of 1996.  I further understand that treatment, payment or enrollment or eligibility for benefits cannot be conditioned on whether I sign this authorization except that research-related treatment may  be conditioned on an authorization that permits the use of PHI for such research

I understand that the specific information to be disclosed may include history of or treatment of DRUG or ALCOHOL ABUSE; history of or treatment of MENTAL HEALTH CONDITIONS; or history of, testing for or treatment for, ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS OR RELATED CONDITIONS).  I further understand that this consent is subject to revocation at any time in the form of written notice from me, except to the extent that action has been taken in reliance thereon, or without revocation, will expire ___________________________days from the date below.

________________________________________
____________________________________

Patient’s Printed Name



Signature, Other Than Patient

______________

___________________
____________________________________

Date of Birth

Social Security No.
Relationship to Patient

____________




____________________________________

.Date Signed




Witnessed Signature

_________________________________________
____________________________________

Patient’s Signature



Physician Requesting Information

Any Disclosure Of Medical Record Information By The Recipient is Prohibited.

Quantum Healing Institute New Patient Information





