Atlantic Brain and Spine, P.A.

Standard Authorization of Use and Disclosure
of Protected Health Information

Information to Be Used or Disclosed/Purpose of Disclosure

I hereby authorize the following disclosures: [ ] ALL (or those individually selected below)

[JBilling Information [JGenetic Information []Physicians Orders
[[IDiagnostic Test Reports [JHIV/AIDS Test Results []Pick up Prescriptions
[Ibischarge summary [JLab Results []Progress Notes
[Ibiscuss/Schedule [[JMental Health Records []Radiology Reports and
appointments [JOperative Reports images
[CIDrug, Alcohol, Substance [Jpast/Present Medications
abuse Records [Jpatient Allergies

Persons to Whom Information May Be Disclosed
Information described above may be disclosed to:

Name of person/organization Phone # Relationship to Patient
Name of person/organization Phone # Relationship to Patient
Name of person/organization Phone # Relationship to Patient

Expiration Date of Authorization: This authorization is effective through the current calendar
year and will be renewed annually.

Right to Terminate or Revoke Authorization:  You may revoke or terminate this
authorization by submitting a written revocation to Atlantic Brain and Spine, P.A., attention
HIPAA Privacy Officer. Information that is disclosed under this authorization may be disclosed again
by the person or organization to which it is sent. It may not be possible to ensure your right
to the protection of the privacy of this information once Atlantic Brain and Spine, P.A. discloses it
to another party.

Rights of the Individual: You may inspect or copy information used or disclosed under this
authorization.

Name of Patient (Print or Type)

Signature of Patient Date

Signature of Patient Representative/Relationship to Patient
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