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Clay County Hospital and Medical Clinics “Request for Access to/Authorization for Use and   		Disclosure of Protected Health Information” 
 
 [image: ]CCH Clinics (Flora, Louisville, Clay City)		  [image: ]Clay County Hospital (911 Stacy Burk Dr)
	Phone: 618-662-2131	                                                       Phone: 618-662-2131
	Fax: 618-662-3077				                   Fax: 618-662-1610
Patient Name: ______________________________________________________________
Date of Birth: ____________Former Name: _____________Medical Record #_________                         
Address: ____________________________City: ________________State: ____Zip: __________ 
Day Phone: ________________________	Evening Phone: _____________________ 
Type of access requested:  O Inspection   O Hard Copy    O Electronic Copy (Only available if CCH maintains the requested information electronically) 
I hereby authorize Clay County Hospital to disclose/obtain my protected health information as indicated below: 
Name: __________________________________ Relationship: __________________________ 
Address: _____________________________________________________________________ 
City: ____________________________ State: ______________ Zip: _____________________ 
Phone: __________________ Fax: _____________________ Email: ___________________________ 
INFORMATION TO BE RELEASED: Select below   Date of Service: __________________
I Specifically authorize the release of information related to:
· Discharge Summary_______________	    O Substance use disorder (Including alcohol/drug)  
· [bookmark: _Int_26cHqPPf]History and Physical Exam__________                     (please be specific about what is requested)
    O Behavioral/Mental Health Records 
· Progress Notes___________________               O HIV related information (AIDS related testing)  
· Lab Reports	___________________	     	
· Radiology Reports________________		___________________________________
· Medication Records______________		   Patient/Personal Representative- Date 
· [bookmark: _Int_Fh28Wft7] Detailed Bill___________________ 			    (see disclosure attached age 12-17)
· Entire Chart___________________ 				(12-17 must sign for self)
·  Other (specify content and dates): ___________________ 
· Women’s Reproductive Health: __________________ (see note on this form)
Please Specify Dates of Service and exact information needed on lines provided.
PURPOSE OF DISCLOSURE: 
    O Changing Providers   O Consultation   O Insurance/Workmans Compensation   O School   O Research  
    O Individual Request 
[image: ]Legal (Specify): _________________________________________________________________________________________
[image: ] Other (Specify): _________________________________________________________________________________________
For Personal Use (Specify):  O Copy O Inspection O Summary 
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ACKNOWLEDGEMENT OF UNDERSTANDING:  
I understand that this authorization includes disclosing information regarding mental, developmental disability, sexually transmitted disease, alcohol and or drug use disorder, reproductive health services, and or HIV/AIDS test results, including but not limited to examination, diagnosis, evaluation, treatment or rehabilitation. See below further disclosures for these services
• I understand the expiration date of this authorization is 90 days unless otherwise specified. At the end of research study; not applicable for ongoing research.  
• I understand that I may revoke this authorization at any time by notifying the providing organization in writing, and it will be effective on the date notified except to the extent action has already been taken in reliance upon it.  
• I understand that information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient and no longer be protected by Federal or State privacy regulations.  
[bookmark: _Int_W1iAxcAc]• By authorizing this use or disclosure of information, there will be no conditions placed on my health care or payment for my health care.  
[bookmark: _Int_whmuftlO]• I understand that if I am being requested to authorize a use or disclosure that, upon request, I will get a copy of this form after I sign it. 
 • I understand my request will be acted upon within 30 days. If I am not provided access or information cannot be supplied, I understand I will be notified and have the right to request review of any denial of access other than those made in accordance with applicable law.  
• I understand that I may be required to pay the cost of creating paper copies or electronic media, mailing copies, supervising my inspection, or preparing a summary except for uses and disclosures for the purpose of treatment, payment, and operations.  
• CCH believes that the only way to avoid third party interception of information sent through e-mail is to send such information by encrypted e-mail. Despite this warning about the risk that my protected health information could be read/intercepted by a third party if it is not sent by encrypted e-mail, I request CCH to send an electronic copy (if available) of the requested information by unencrypted e-mail. 
I understand that a reasonable fee may be charged unless copies are sent to another physician or healthcare facility. This fee is based on the cost of the labor and supplies involved in copying the requested health information. Copies sent to other recipients (i.e., attorney, insurance companies) are subject to fees as provided by state law.
I acknowledge and understand the terms of this Request for Access to/Authorization for Use and Disclosure of Protected Health Information. 
Patient/Legal Representative Signature: _________________________________DATE: _________________ 
Relationship: ____________________ 
Witness: _________________________    ______________________________         _____________
Printed Name					Signature                     		Date 
To receive mental health/alcohol/drug records there must be a witness signature.   
Disclaimer: This does not guarantee the release of this information.  
Records Received by: ______________________________________________ DATE: ____________ 
ID VERIFIED: ____________________ 
NOTE TO RECIPIENT OF DRUG AND ALCOHOL USE DISORDER INFORMATION:   
The information has been disclosed to you from records protected by federal confidentiality rules (42 CFR Part 2). The federal rules prohibit you from making any further disclosures of this information unless further disclosure is expressly permitted by written consent of the person to whom it pertains, or as otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is not sufficient for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.  
 ILLINOIS HOSPITAL: 
 I understand the consequences of refusal to release any information will be the responsibility of the patient/legal guardian and Clay County Hospital will not be held liable. 
 NOTE TO RECIPIENT OF MENTAL HEALTH INFORMATION: 
Under the provision of the Illinois Mental Health and Development Disabilities Confidentiality Act, you may not redisclose any of this information without the specific written consent of the person to who it pertains, or as otherwise permitted by such regulations. A general authorization for the release of medical or other information is not sufficient for this purpose. 
Mental Health Information for Minors Disclosures:
[bookmark: _Int_QIpwZzzI]Illinois law permits minors age 12 and older to receive a limited amount of counseling services or psychotherapy on an outpatient basis without parental consent, and providers are prohibited from notifying the minor’s parents without the minor’s consent “unless the facility director believes such disclosure is necessary,” in which case the minor must be informed. Mental Health and Developmental Disabilities Code, 405 ILCS 5/3-301. 
[bookmark: _Int_cJSJfLYD]Minors age 16 and older may be admitted to a mental health facility and treated as an adult; however, in that case, parental consent is required. Mental Health and Developmental Disabilities Code, 405 ILCS 5/3-302. 
[bookmark: _Int_wa0mJZbi]Under Illinois law, minors age 12 through 17 have the right to access and authorize release of their own mental health and developmental disabilities records and information, and their parents have such rights only if the minor does not object or the therapist does not feel there are compelling reasons to deny parental access. (Nonetheless, parents may receive information regarding the minor’s physical and mental condition, diagnosis, treatment needs, services provided/needed, and medication.). Mental Health and Developmental Disabilities Confidentiality Act, 740 ILCS 110/5.
Note to Recipient Reproductive Health Information
The Final Rule requires Clay County Hospital, covered health care provider, health plan, or health care clearinghouse (or business associates), when it receives a request for PHI potentially related to reproductive health care, to obtain a signed attestation that the use or disclosure is not for a prohibited purpose. This attestation requirement applies when the request is for PHI for any of the following:
Health oversight activities., Judicial and administrative proceedings., Law enforcement purposes, Disclosures to coroners and medical examiners.
Note to Recipient of HIV/AIDS Testing, results, and or treatment
Limiting the use or disclosure of, and requests for, protected health information to the minimum necessary to accomplish an intended purpose, when being transmitted by or on behalf of a covered entity under HIPAA, is a key component of health information privacy. The disclosure of HIV-related information, when allowed by this Act, shall be performed in accordance with the minimum necessary standard when required under HIPAA.410 ILCS 305/2 
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