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Authorized Contacts for Protected Health Information (PHI)
!

. |
Practice Name ‘Vidant Internal Mediclne—;Greehville

Patient’s Name L Date of Birth
(please print)

Authorized contacts are the people you choose and give us permission to communicate with about your
health information or payment for your medical care,

This form allows Vidant internal Mediclne;z-Greenville , (practice name entered here)
to provide limited protected hiealth information to your authorized contacts.

You can decide the type of information that we may share with each of them:
(1} your appointments, .
{2) your medical information, which includes your treatment and your prescriptions, or
(3) your billing information.

To protect your privacy, please provide the names of people you allow us to communicate with about your
care or payment for your care. You can make-changes at any time simply by filling out a new form at our
front desk, You can also cancej your authorized contacts by glving us a notice in writing.

The Practice is authorized to communicate with the people listed below.

Name Relahons.h ‘P Phone number What can be released to this person
to the patient ,
' Appointment Information Yes No
Medical information Yes No
Billing Information Yes No
Appointment Information Yes No
Medical Information Yes No
Bllling Information Yes No.
Appointment Information Yes No
Medical Information Yes No
Billing Information Yes No
Appointment Information Yes No
Medical Information Yes No
Billing Information Yes No
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By signing below, | indicate that | undetstandl: ' .
o 1 am allowing the disclosure of my prol;c’ected health information to individuals | chose as
my authorized contacts. “

o | have the right to cancel this authorizriition at any time by notifying this practice in writing.
| understand that if | cancel this authorization it won't have ahy effect on any actions the practice
may have taken before it received the éancellation.

o The information shared as a result of this authorization may be re-disclosed by the person who
recelves the informatien, in which casé it may no longer be protected under the HIPAA Privacy Rule.
This means that any protected health irformation shared with my authorized contacts may not be
protected under the HIPAA Privacy Rule in the future.

o This authorization Is voluntary. | have the right to refuse to sign this authorization. My treatment
or payment will not change if | do not sign this form.

This authorization will be in effect betweenithese dates:
* '

Start date Yand OJ the end of my treatment at this practice OR
. Odate:

*The quthorization can also be cancelled ji writing at any time.

Signature {Patient or patient’s personal representat;‘de) Date ' Time

Witness Signature ) Date Time
;

i

If the patient’s personal representative signed this fdrm:

| Print representative’s name : - ) Relationshlp to patient
' t

FOR PRACTICE TO COMPLETE: .
Representative’s authority verified by Risk Management/Legal: O
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