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AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION
Completion of this document authorizes the disclosure and use of health information about you. Failure to provide
all information requested may invalidate this authorization. This authorization expires one year from the date it’s

signed unless otherwise specified: / / (specified expiration date)

PATIENT NAME: BIRTHDATE: / /

RELEASE OF INFORMATION TO THE FOLLOWING INDIVIDUAL

Name: Relation to patient:

USE AND DISCLOSURE OF HEALTH INFORMATION
I hereby authorize Arise Psychiatric Medical Group
1 to SEND records TO:
Address:

Phone number: Fax number:

0 to RECEIVE records FROM:
Address:

Phone number: Fax number:

Include the following information:
(1 ALL health information pertaining to my medical history or physical condition and treatment

[J or ONLY the following records or types of health information (including any specific date ranges):

I specifically authorize the release of the following information (check as appropriate):

mental health treatment information psychotherapy notes
HIV test results alcohol/drug treatment information
SIGNATURE: DATE:
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PURPOSE:

Purpose of requested use or disclosure: [ patient request [J other:

RIGHTS

e [ may inspect or obtain a copy of the health information that I am disclosing by signing this form.

e [ have a right to receive a copy of this authorization.

e [ may revoke this authorization at any time, but I must do so in writing and submit it to the following address:

1500 Haggin Oaks Blvd Suite 202 Bakersfield, CA 93311

Information disclosed pursuant to this authorization could be redisclosed by the recipient. Such redisclosure is in
Some cases are not prohibited by California law and may no longer be protected by federal confidentiality law
(HIPAA). However, California law prohibits the person receiving my health information from making further
disclosure of it unless another authorization for such disclosure is obtained from me or unless such disclosure is
specifically

required or permitted by law.

If signed by other than the patient, indicate authority:

SIGNATURE: DATE:

Patients in our practice may be contacted via email and/or text message to remind them of an appointment, to obtain
feedback on their experience with our healthcare team, and to provide general health reminders/information. If at
any time I provide an email or mobile number where I can receive text messages, I consent to receive appointment
reminders and other healthcare communications/information at that email or mobile number from the practice.

(initials) I consent to receive text messages from the practice at my mobile number and any number
forwarded or transferred to that number to receive communication as stated above. I understand that this request
to receive text messages will apply to all future appointments unless I request a change in writing.

(initials) I authorize to receive emails for appointments and general health reminders to the following

email address:

** The practice does not charge for this service, but standard text messaging rates may apply **

SIGNATURE: DATE:
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