East Alabama
Health
I hereby authorize East Alabama Medical Center/EAMC-Lanier to use, disclose and/or obtain my health information as follows (check all that apply):
	|X|☒Use the following health information maintained by East Alabama Medical Center/EAMC-Lanier
	|_|☐Disclose the following health information to:
Enter name/organization
	|_|☐Obtain the following health information from:
Enter name/organization


Specific description of the health information to be used/disclosed/obtained (include dates of service, type of service, etc.):
	Click or tap here to enter text.



This health information is used/disclosed/obtained for the following purpose (if Authorization requested by the patient put: “At the request of the individual”):
	Click or tap here to enter text.



I understand that this health information may include information regarding drugs and alcohol, human immunodeficiency virus test results and psychotherapy notes.
If the disclosure is for marketing purposes, will East Alabama Medical Center/EAMC-Lanier directly or indirectly receive remuneration for the disclosure of health information? |_|☐Yes  |_|☐No  |X|☒N/A  
By providing this Authorization, I understand as follows:
1. I understand that this Authorization is voluntary. I may refuse to sign this Authorization and my treatment and/or payment obligations will not be affected.
2. I understand that the health information to be released may be subject to re-disclosure by the recipient of the health information and no longer protected by the Federal Privacy Rules.
3. I understand that I may revoke this Authorization at any time by notifying East Alabama Medical Center/EAMC-Lanier in writing, but if I do, it will not have any effect on uses or disclosures prior to the receipt of the revocation.
4. I understand that I will receive a copy of this Authorization form after I sign it.
5. I understand that this Authorization will expire on MM/DD/YR or upon the following event (if for research put “None” or “End of the research study”): Enter event
If an expiration date is not chosen, this Authorization will cease to be valid 90 days from the date of signature.
	     
	     

	Signature of Patient or Patient’s Representative
	Date

	     
	     

	Representative’s Signature of Patient
	Date


Protected fillable form: complete only the designated fields and checkboxes.
