ACADEMIC UROLOGY & UROGYNECOLOGY OF ARIZONA

HIPAA CONSENT
{Authorlzatlon to Dlsclose Health Information to Family Members and Friends)

PATIENT NAME DATE OF BIRTH / /

I hereby authorize Academic Urology & Urogynecology of Arlzona to release my patlent health information as descerlbed
below:

Type of Informatlon Allowod to Disclose
(Check one or hoth)
Name of Fatnily Member or Friend Relatlonship Meadlcal Bllling
1,
2
3
4,
5.
6.

Funderstand that the information used or disclosed pursuant to this Authorlzation may be subject to re-disclosure by the Reclplent
listed above and, In that case, will no longer be protected by HIPAA, This authorlzation explires when ! am no longer a patlent in this

practlce or have revoked this authorizatlon,

[Check One)
I Do | Do NOT GIVE PERMISSION to Academle Urology & Urogynecology of Arfzona lo leave informatlon on

my answering machine and/or with my famlly members in regard to treatment plans, referrals, test results and/or billing
and payment Information. HIPAA guldeiines allow for baslc Information regarding appointinents [time, date, location] lo
be left on an answerlng machine or with family members.

Signature of Patlent or Personal Representative {l.a, Guardlan) Relatlonship of Personal Representative to
Patient

Date of Authorizallon

AUVUA 2/21/14






