Medical Information Release Form
(HIPAA Release Form)

Name: ___________________________________ Date of Birth: _____/____/_____

Our Notice of Privacy Practices provides information about how we may use and disclose protected health information about you. The Notice also contains a patient rights section describing your patient rights under the law. You have a right to review this notice before signing the consent. The terms of the notice may change,and if this should occur, you may receive a revised copy by contacting the office.

You have the right to restrict how protected health information about you is used or disclosed for treatment payment, or healthcare operations. We are not required to agree to this restriction, but if we do, we shall honor that agreement.

By signing this form, you consent to our use and disclosure of protected health information about you for treatment, payment, or healthcare operations. You have a right to revoke this consent in writing, signed by you. However, such a revocation shall not affect any disclosures we have already made in relation to you on your prior consent. The practice provides this form to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

We have chosen to participate in the Chesapeake Regional Information System for our Patients (CRISP), a regional health information exchange serving Maryland and D.C. As permitted by law, your health information will be shared with this exchange in order to provide faster access, better coordination of care and assist providers and public health officials in making more informed decisions. You may “opt-out” and disable access to your health information available through CRISP by calling 1-877-952-7477 or completing and submitting an Opt-Out form to CRISP by mail, fax or through their website at www.crisphealth.org. Public health reporting and Controlled Dangerous Substances information, as part of the Maryland Prescription Drug Monitoring Program (PDMP), will still be available to providers

Release of Information
[ X]  I hereby authorize Chesapeake Bay Orthopedics, PC  to contact and receive information from my pharmacy, erx , doctors and insurance companies
 [ X ] I authorize the release of information including the diagnosis, records; examination rendered to me and claims information. 
Information may be released to: 
[  ] Spouse________________________________________ 
[  ] Child(ren)______________________________________
[  ] Other__________________________________________
[  ] Information is not to be released to anyone
 Preferred method to be reached
[  ] Home_____________________________________
[  ] Work______________________________________
[  ] Cell_______________________________________
[bookmark: _GoBack]
Message
Please call [  ] my home [  ] my work [  ] my cell Number
If unable to reach me:
[  ] you may leave a detailed message
[  ] please leave a message asking me to return your call

This Release of Information will remain in effect until terminated by me in writing
_____________________________________
Printed Name (Patient name or representative)

_____________________________________   _______/_____/________
Signature						 Date
