
CLINIC SITE: UACHARY r FAX TO: 225-658-1249
PHONE: 225-3OS-2OO0 r TOil- FREE: 888-41,4-7247 r WEESITE: www.shchc.ore

Authorization to Release or Obtain Protected Health Information (PHI)
*HEALTH INFORMATION MAY ONLY SE TRANSMITTED ELECTRONICATLY A5 A SECURE MESSAGE THROUGH THE PATIENT PORTAT OR VIA SECURE FAX.

Provider Requesting Notes:

1, I AUTHORIZ E THE FOLLOWING PROTECTED HEALTH INFORMATION TO BE RELEASED FROM THE HEALTH RECORD OF:

Patient First and Last Name

Patient Date of Birth:

Patient Chart #

Phone #;Last 4 digits of SSN

2. This Authorization allows Southeast Cornmunity Health Center to:

f,] ngl-g'4sg eopies ofyour record to {or discuss ycru information with} the praviderlpers*o/f,aeility betex*'

AND'OR

fl Ogf*t!'{ copies ofyour record f?om {or discuss y*ur infornrati*rn r*'ith} ttrc pruvider/perurnft'acilitl bel*w"

Narne cf Frovider#e*ss*/Faailitv Street Addres$

Ciry, Stare" Zip Ce&

IT{FSRMATION TO SE RILEA8EI}
Cheek all that apply;

Flone # Far # (inefude area eode;

i_ C weri*g tke p€ri ode sf rcre frcr*: 

- 

to MM/SBYYYY fr tdMDDtrYYYY

4.

5.

6.

7.

rI-IRPO$E(}r*I$CL$$L:RE {circk}: Fbaltbcare

SENSITWE I]'{FORMATION RECORDS RELEASE.
you indicate *thcrvrise {Chmh aS &at cpply}:

Do not releaseAl DS/HIV or any STD test resubs

Lrgal lftswrmre Persortei ftler

The foliowing info will be released when included in the health or billing record, unless

_ Do not rel.euse any recorb ofalcohoklrug/substanee abuse

_Da not teleafie any records ofprychi.atric care or mental health iaformution

_Do not relcue any records ofgenetic txting

EXPIRATICTN DATO Unless revoked, or oiherwise specified, this authorization will expire one year from the date of signature;__

I III{DERSTANDTHEFOLLOW$,{G (Applicable under Federal taw 42 CFR PART 2}:
. Except tothe extent thataction has already been taken in reliance on thisauthonzation, this authorization may be revoked atany time by submitting a written notice tothe

Privacy Officer, Southeasf Communiry Health Systems.6351 Main Street, Zrchary, LA ?0791.
. .The intbrmation disclosed by thisauthorization may besubject tore-disclosure bytherecipientand mayno longerbe protected bytheHealth Insurance Portability and

Accountability Act of 1496.

third party.
. My righttoheallhoare treatment andthe payment for myhealthcare isnotconditioned onthisauthorization, unless disclosure oruseoftheinformation isnecessary for

tr tlnent,

' I may see and obtain a cerpy ofthe information described onthis form, for areasonable copy fee, ifl ask for it.

IUNDERSTAND AN'D AUTHORIZE THIS RELEASE

Prirlt Nffile of Pad€f,t or Lwi ftryseotxive

Sigtatore of, Fatie*t or Legal kepr-ese*tative

8.

HEALTH INTORMATION MENTAL HEALTH INFORMATION

-Eltire 
Record _Immunization Records _ Psychiatric Summary

_Medical History *Pharmacy R.ecords * Diagnosis

_Telemedicine _Itemized Billing Statement(s) _ Lsboratory Results

_Chart Notc(s) _Telebehavioral Services

Other Other

Reviced: &/*4i207l ALL SCCTT$'X$ A*E RS*LIIRED. [![iST TB,OT'II}E PIIOTC IN PRIOR T$ &ELEASE €}F [NFAg*'"&fiOiS


