Orthopaedic Center for Spinal and Pediatric Care, Inc.

Authorization Form

I,  _____________________________ authorize the Orthopaedic Center for Spinal and 

                (Patient or Guardian)

Pediatric Care, Inc. (OCSPC) to release the protected health information listed below to:

SEND TO: ______________________________________________________________________________

   (Name of person or organization to receive records)                                (Address)

 Exactly what records are being requested:  (Be specific: date, type of records, injury, etc.)

 ____________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________                                                 

Reason records are being requested: ______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

This authorization is valid until __________________ at which time this authorization expires.  If

                                                         (must fill in date)

 I fail to indicate an expiration date or event; this authorization will expire in six months.

I understand that I have the right to revoke this authorization, in writing, at any time by sending written notice to the Orthopaedic Center Privacy Officer, 1 Children’s Plaza, Dayton, OH  45404.  I understand that if I revoke the authorization, the revocation will not apply to information that has already been released in response to the authorization or to information that the OCSPC has used based on this authorization.  I also understand that the revocation will not apply to my insurance company when the law gives my insurer the right to contest a claim under my policy.  

I understand that information used or disclosed pursuant to this authorization may be subject to 

disclosure by the recipient and may no longer be protected by federal or state law.

I understand that authorizing this use or disclosure is voluntary.   I understand that I have the right to refuse to sign this authorization.  Refusing to sign will not affect my ability to be treated by OCSPC.

If I have questions about the use and disclosure of my information, I can contact the Privacy Officer at OCSPC at 937-641-3010.

______________________________________________________________________________________

(Patient Printed Name)                                                                       (Patient Birth date)

______________________________________________________________________________________

(Patient or Guardian Signature)             (Guardian Printed Name and Relationship to Patient)

____________________________  

Date of Request

