


HIPAA Authorized Contact Form

This form authorizes the use or disclosure of protected health information (PHI). This is required by the Health Insurance Portability and Accountability Act (HIPAA), 45 C.F.R Parts 160 and 164. 

Patient Full Name: _____________________________________________________________

I hereby authorize CareLinc Medical Equipment and Supply (discloser) to use or disclose my PHI related to durable medical equipment, supplies, and services to (list recipients):
____________________________________________________________________________________________________________________________________________________________

 For the following purposes: ____________________________________________________________________________________________________________________________________________________________

· I understand that I may inspect or copy the protected health information described by this authorization. 
· I understand that, at any time, this authorization may be revoked with written notification to CareLinc. The revocation will not be effective as to the disclosure of records whose release I have previously authorized or where other action has been taken in reliance on an authorization I have signed. I understand that my health care and the payment for my health care will not be affected if I refuse to sign this form. 
· I understand that information used or disclosed, pursuant to this authorization, could be subject to redisclosure by the recipient and, if so, may not be subject to federal or state law protecting its confidentiality. 

Signature of Patient or Authorized Representative:

____________________________________________________________________________________


Relationship to the Patient:

____________________________________________________________________________________


Date: ________________________

Account #______________


A copy of this signed authorization will be retained in the customer’s account. 			ADFM04701
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