
Authorization Form
 (HIPAA consent)


I authorize:      


(Name of physician or health care provider authorized to use or disclose Information)

To release information contained in this document to an agent or representative of National Document Imaging for the purpose of assisting my attorney in determining the nature and extent of my claim for injuries and disabilities. Also to establish the liability for benefits, expenses, compensation and damages.

Patient:     

A.K.A.:      



S.S.N.:      


D.O.B.:      





DOI:      


This information is limited to the following:

 FORMCHECKBOX 
 Any and All Medical Information 

 FORMCHECKBOX 
 Billing Information

 FORMCHECKBOX 
 Radiology Reports/Imaging Reports 

 FORMCHECKBOX 
 Actual X-Rays, MRI’s, CT Scans
 FORMCHECKBOX 
 Other:     


Specific Dates: (If required)

From:     

To:     


From:     

To:     


From:     

To:     


From:     

To:     


From:     

To:     


SPECIAL CONSENT

I authorize the release of the following confidential information relating to my diagnosis, testing or treatment for the following: 


(Please provide signature to release the following confidential information)


 FORMCHECKBOX 
Other:

 FORMCHECKBOX 
Mental Health/Psychiatric Disorders


 FORMCHECKBOX 
Sexually Transmitted Diseases
 FORMCHECKBOX 
Drug, Alcohol Abuse/Treatment

RIGHT TO REVOKE:  I understand that I have a right to revoke this authorization at any time. I understand that in doing so I must present my revocation in writing to the Health Information Management Department of the facility above. I understand that the revocation will not apply to information that has already been released in response to this medical authorization. I understand that does not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy.

REDISCLOSURE: I understand that the requestor may not lawfully further use or disclose the health information unless another authorization is obtained from me or unless disclosure is specifically required or permitted by law.

EXPIRATION: If a specific expiration date is not provided, this medical authorization shall remain valid for a period, not to exceed, one year from the date signed. Also a copy of this medical authorization shall be viewed as valid as the original.
The below signed patient, parent, legal guardian or legal representative hereby requests the above medical facility to release to all medical information contained in this document to an agent or representative of National Document Imaging. As allowed by the Medical Information Act, Welfare and Institution Code Sections 5328 and 42 CFR 2.3, et seq., and the Health Insurance Portability and Accountability Act of 1996 (HIPAA) 45 C.F.F 164. 
(Signature of patient, parent and/or legal guardian) 

Date

(If signed by other than indicate relationship patient,)
Date
National Document Imaging
Phone:(888) 700-0032 ( Fax:(626) 869-0137

