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AUTHORIZATION FOR THE USE AND DISCLOSURE OF 
PROTECTED HEALTH INFO~\1ATION FROM: 

Clay-Platte Family ilifedicine Clinic, PC 

bom. consent to and 
authorize Clay-Platte Fami(r JJedicille Clinic, PC to fumish to: 

(Person or beility. address. city. stak. zip) 
the following medical records and inl~mnation: 
_____________ Specify patient name. adnllSSlOl1 date or penod concemedl 
for the following purpose(s): 

________________ Oist all purposes). 

1 specifically authorize the release oft;:pe~ or mformatlon 1111tukd bdo\\: 
and drug abu~e lre;ltn:ent health 

stat,l~ or AIDS In!(:'rmatll'll 

I understand thi~ authonzation may be re\oked 111 \\T1ting :1£ any tllne except to the extent aCled 
upon. To re\'oke tbi, autbonzatl.JJ: I mus; send r('q~lest ill (): ClaY-Platte Family 'l('dicin(' 
Clinic. PC at 5501 :\,W 62 0 

<1 T('rrac('. Suit(' 100. Kansas City '10. 6·H51. 
This authorization expir('s on ....._ (date of e\.:'nt) or within one (1) year of the date 
signed if I haw not proyided an expmltlOn date or eycnt. I underst:ll1d that treatment. payment. enrl)lImcnt 
or eligibility for benefits I1El)' not be conditioned on signing t111s authoriz3!lon. If medical records or 
correspondence from pro\'ldeb b proyided pursuant to thb authorizauon. CJy-Platle Famll) \kdicllle 
Clinic, PC cannot attest to the aCCLlr:EY or of t.1e lllforl1::l11cn. 

1 authorize the release of my reeclrJs to: one) 
rendered w the date thh 3uthoriZJtlen is 

___Treatment rendered before and after the date this authonzatlon IS Signed 
rendered after [he date this authonza:i~'ll is SIgned 

I understand that my infonnation used or disclosed pursuant to this authoriz~1tj on may be 
redisclosed by the recipient and may no longer be protected by the Privacy Regulation. A 
photostatic copy oft11is authorization shall by considered as effecti\e and valid as the 
original. I also understand that a photocopy will be ll1cum:d for all requests 
except those directed to a physician or health care facility. 

Signature of Patient or Personal Representati\"e Date 

If Personal Representative. Relationship to Patient _______________ 

The information dlsclosed to you may be from records protected Federal clmfidentlahty rules eFR 
Part The Federal rules and state law prohibit you from n1:lkmg any further diSclosure of this 
information unless further discio,;ure is permItted the \\T1tten consent the per'ion to \\110111 It 

pertains or as oth('rwise pernll tted by 42 eTR P:m :2 .•\ :mthoriz:lti011 for the fe-lease of medlcal 
other inform::l.tIOn is ~OT 5uff1C1<;'l1t lor tlll~ pLirp~J~e The' Federal rule,; reStrlCI any use of the ll1fOrmatloll 
to criminally Jl1vcstigJte or prC'Se(;Ule :1I1Y cdcohol or drug ::lbu,e p:1tlellt 

http:autbonzatl.JJ

