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AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION

Patient’s Full Name: Birthdate:

I authorize Clay County Medical Center, including Family Physicians clinics in Clay Center, Clyde, Glasco, Linn, and
Riley, KS a one-time disclosure of confidential health information from the above named patient’s health information to:

Person/Facility:

Address:

City: State: Zip:

Phone: Fax: Email:

Preferred Method of Delivery (at the discretion of CCMC HIM dept): Fax Mail Pick Up Email

For the following purpose:

Personal Insurance Transfer of Care Continuity of Care Other

The information to be disclosed is: (check appropriate box)

[ ] Hospital Records _OR- [ ] Laboratory Reports
Family Physician Records [ ] Radiology Reports
B Other H Emergency Department Records
Therapy Records (PT/ OT/ ST)

[_| Behavioral Health/ Psychotherapy Records

For Treatment Dates of:[_|Most Recent [JLast 1 year [ ]Last 3 years [ ] Other (specify)

I understand that my health information may contain information relating to: HIV, contagious diseases, psychiatric
treatment, mental health treatment, substance abuse treatment, or other conditions which may be specifically protected by
law and I authorize disclosure of that information. I understand that once my health information has been disclosed, it will
no longer be subject to federal privacy regulations and may be re-disclosed by the person receiving it.

I understand that I may refuse to sign this Authorization and that my treatment or payment for my treatment will not be
affected if I do not sign this form unless my treatment includes research, or the reason for my treatment is to disclose
information to another person.

I understand that I may see and copy the information described on this form as provided by federal regulations, and that I
get a copy of this form after I sign it.

I understand that I can revoke this authorization in writing but that any revocation is not effective for disclosures that have
already been made. To revoke this authorization, I should contact: Privacy Officer, Clay County Medical Center, Clay
Center, Kansas 67432

Signature of Patient or Patient’s Personal Representative Date

Relationship to Patient Witness Signature

Revised 8/1/2024
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