	

	AUTHORIZATION TO DISCLOSE

PROTECTED HEALTH INFORMATION




Your completion of this document authorizes the County of San Diego, Health and Human Services Agency (‘HHSA’) to share and/or receive your protected health information for the reasons you indicate below. 
	CLIENT INFORMATION

	Last Name:

     
	First Name:

     
	Middle Initial:      

	MRN or last 4 digits of SSN:

     
	Phone Number:

     
	Date of Birth:

     


	WHO MAY SHARE & RECEIVE YOUR INFORMATION

	 FORMCHECKBOX 
    Check if parties below may exchange information with each other (‘two-way’ communication)

	Name of HHSA person or program authorized to share:

     
	Phone Number:      

	Address (if known):
     
	City/State:

     
	Zip Code:

     

	Name of person or entity authorized to receive:

     
	Phone Number:      

	Address (if known):
     
	City/State:

     
	Zip Code:

     


	WHAT INFORMATION MAY BE SHARED AND WHY

	You may request HHSA limit the information that is shared.  If you want only certain information shared, then specify what is okay to share here:      
If nothing is specified above, then HHSA will share the minimum necessary information it believes relevant.   

	Purpose of Sharing Request: 

 FORMCHECKBOX 
   At the request of the individual (you)                       FORMCHECKBOX 
    Care coordination

 FORMCHECKBOX 
    Other:      


	YOUR RIGHTS

	· You may revoke this authorization at any time by contacting the HHSA person or program listed above.  Your revocation will not apply to information that has already been shared.  

· Information shared pursuant to this authorization could be redisclosed by the recipient.  If you have authorized information to be shared with someone who is not legally required to keep it confidential, then it may be redisclosed and will no longer be protected.  

· This authorization will be in effect on the date signed and will remain in effect until your HHSA services are completed, unless you complete the below: 

             This authorization begins on:       and/or will expire on:      
· You can refuse to sign this authorization.  You do not need to sign this form to receive treatment, payment, or other benefits to which you are otherwise entitled.  

· You may have a copy of this authorization.  Check here if you would like a copy:  (      

· To the extent permitted by law, you may receive a copy of the information being shared.

· For more information about your privacy rights, see the Notice of Privacy Practices on our website: www.cosdcompliance.org or contact the HHSA Privacy Officer at PO Box 865524, San Diego, CA 92186-5524 or at PrivacyOfficer.HHSA@sdcounty.ca.gov.


	YOUR SIGNATURE

	Your signature below means you have read and understand this authorization, have had the opportunity to ask questions, and authorize the sharing of information as described above.  

	Signature:


	Date:



	If you are not the client, but are the legal representative/guardian:

	Print your name:

     
	 Date: 

     

	Indicate your legal relationship to client: 
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