
Authorization to 
 Disclose or Request  

Protected Health Information 
(HIPAA Compliant Authorization Form) 

         Urdu/ßkoC 
  MDÖàÏ·Ö °à¿eÖ íÆ Pe¤ 

 éÖDÚ MqDVC DÆ }ÚpÆ D¡¾C Dë }ÚpÆ HÏ¬ 
(éÖDÚ MqDVC PëClç ûHwd }Æ HIPPA)   

I, ________________________________________________________  ____________________________   ___________________ 
              Name of Patient (Please Print)             Patient’s Date of Birth (mm/dd/yy)  Patient’s Phone Number 
_______________________        ______________________________           ___________________________________ ÞìÖ 

  pG×Ú Ùà¾ DÆ ªëpÖ                             (ÍDv/Õàë/ãDÖ) ¢ñClìJ jëoDN íÆ ªëpÖ                (ÞìåÇÎ ÞìÖ ½ßpd íÏV íÚDFpèÖ }ñCpF) ÕDÚ DÆ ªëpÖ    
 
of _________________________________________________________________________________________________________ 
          Patient’s Address  
_______________________________________________________________________________________________________ ÜÆDv 
          DOJ DÆ ªëpÖ 
hereby authorize the following Service Provider: 
 
 County Agency/Program/Office: __________________________________________________________________________ 

 
 Address: _____________________________________________________________________________________________ 
 

: Ýàç DOëk oDìOhC àÆ o$ñCßßpJ ußpv Ðëm éVolÛÖ }·ëom }Æ pëpeN uC 
__________________________________________________________________________   :x¾A/ÕCpÊßpJ/íwÛWëCí_ÚáDÆ 

 
_____________________________________________________________________________________________   :DOJ 

  
1. To  disclose individually identifiable health information to and/or  receive information on my behalf from:  

 
___________________________________________ or his/her designee _________________________________________ 

  Supervisor/County Official      Name 
 

:qC ,|pÆ Íà¤àÖ MDÖàÏ·Ö }v HÚDV êpìÖ   Dë/oßC |pÆ pçD± MDÖàÏ·Ö íÆ Pe¤ PhDÛz ûÐFDÂ oà¬ êkCp¿ÚC  ãß éÆ .1 
 

______________________________________ }òÊ }òÆ krÖDÚ }Æ ÙC Dë/oßC ______________________________________ 
  ÕDÚ                                                                                                                                           Ð¡ì¾A í_ÚáDÆ/orñCßpKv 

 
2. The following specific information is authorized: ____________________________________________________________  

____________________________________________________________________________________________________ 
 

     ______________________________________________  :}ç DNDV Dëk oDìOhC DÆ MDÖàÏ·Ö £à¥iÖ Ðëm éVolÛÖ .2 
____________________________________________________________________________________________________ 
 

3. This authorization is in effect for the period of time from ________________________ to ____________________________ 
                    (Date or Event)                 (Date or Event) 
 

________________________  DN   ________________________  jëoDN qC }ç Ð×µ ûÐFDÂ éÖDÚ MqDVC éë .3 
         é·ÂCß ûjëoDN          é·ÂCß ûjëoDN  
 

4. This authorization allows the indicated service provider to share the specified information for:  
 A single use or disclosure available at the time of authorization 
 On-going use or disclosure for the time period identified in Item 3 
 

:}ç DOëk oDìOhC DÆ }ÚpÆ ØçCp¾ MDÖàÏ·Ö }ìÎ }Æ §CpºC éVolÛÖ àÆ o$ñCßßpJ ußpv ãoàÆnÖ éÖDÚ MqDVC éë   .4 
      D¡¾C Dë ÍD×·OvC ldCß PÂß }Æ }Ûëk éÖDÚ MqDVC    

                    D¡¾C Dë ÍD×·OvC ÐwÏwÖ ÙCoßk }Æ MlÖ Uok ÞìÖ ÜìN pG×Ú Ø_ëC     

A copy of this document shall be as valid as the original.              of 2 
íÊàç pGO·Ö pFCpF }Æ Ð¤C ÐÃÚ éë íÆ rëßDOvk uC 
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5. The information will be used/disclosed for the following purpose(s): _______________________________________________ 

______________________________________________________________________________________________________ 
 
_______________________________________________:íÊ ÞìñDV íÆ D¡¾C Dë ÍD×·OvC }ìÎ }Æ l¤DÃÖ Ðëm éVolÛÖ MDÖàÏ·Ö éë .5 
______________________________________________________________________________________________________ 

 
6. The source records for information disclosure: 

 ARE protected by federal regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records (42 CFR Part 
2) because the records contain information on prior, current, or planned substance abuse treatment.  If these records are 
protected by regulation 42 CFR Part 2, I understand the recipient is prohibited from making any further disclosure of this 
information unless expressly permitted by my written authorization, except as otherwise permitted within the regulation. 42 
CFR Part 2 also restricts any use of this information to criminally investigate or prosecute any alcohol or drug abuse patient. 

 ARE NOT protected by federal regulations governing Confidentiality of Alcohol and Drug Abuse Patient Records (42 CFR 
Part 2).  If these records are not protected by 42 CFR Part 2, I understand the Federal Privacy Rule (45 CFR Part 160 and 
164, HIPAA) requires I be advised that information used or disclosed based on this authorization may be subject to re-
disclosure and no longer protected by Federal HIPAA regulations. 

:#oDÇëo nhBÖ }Æ MDÖàÏ·Ö ûoDè±C uC  .6 
MDì¡ÛÖ ÄÏ·N DÆ ÙC éÇÚàìÆ ,Þìç °à¿eÖ }v ßo íÆ(42 CFR Part 2) q#oDÇëo `Û¡ìJ qàìFC Éo# $ÛëC ÐeÇÎC ½A í_Ï¡Ú$ì¿ÚDÆ  

HÏ®Ö DÆ uC ÞìÖ àN Þìç °à¿eÖ }v ßo íÆ42 CFR Part 2 #oDÇëo éë pÊC -}ç }v UÔµ ¸ÂàOÖ Dë ,ÙCßo ,éÃFDv }Æ ÍD×·OvC ¯Ïº }Æ 
¯FCà¨ éÆ ÓC ,àç éÚ MqDVC êpëpeN f¨Cß êpìÖ ÈN HV}ç P·ÚD×Ö íÆ D¡¾C lërÖ íwÆ }Æ ÙC }ìÎ ÷}Æ ãlÛÛÆ Íà¤ß ìÆ Ýàç DOåW×v éë 

për·N oßC ¢ìO¿N éÚDÖpWÖ íÆ ªëpÖ íÆ MDì¡ÛÖ Dë ÐeÇÎC íwÆ àÆ MDÖàÏ·Ö ÙC 42 CFR Part 2 - àç kàVàÖ MqDVC íñàÆ íwëC ÞìÖ 
-}ç DNpÆ ¸ÛÖ íåF }v 

#oDÇëo éë pÊC  ,Þìç ÞìèÚ °à¿eÖ }v ßo íÆ(42 CFR Part 2) q#oDÇëo `Û¡ìJ qàìFC Éo# $ÛëC ÐeÇÎC ½A í_Ï¡Ú$ì¿ÚDÆ  
 (45 CFR Part 160 and 164, HIPAA) Íßo íwëàñCpJ Ío$ì¾ éÆÝàç DOåW×v ÞìÖ àN Þìç ÞìèÚ °à¿eÖ }v ßo íÆ  42 CFR Part 2 

D¡¾C lërÖ MDÖàÏ·Ö íÎCß }ÚDV íÆ D¡¾C Dë ÍD×·OvC }v ßo íÆ }ÖDÚ MqDVC uC éÆ }ìçDZ DÚDV DìÆ ¸Ï®Ö}åWÖ éÆ }ç D¨DÃN DÆ 
.Þìç ÞìèÚ PeN }Æ ¯FCà¨ HIPAA Ío$ì¾ éë oßC -Þìç íOÇv àç 

7. I understand that:  
:éÆ Ýàç DOåW×v ÞìÖ .7 

• Service providers using or disclosing information based on this authorization are to share the minimum necessary 
amount of the specified information to accomplish the purpose of the disclosure identified in Item 5.  
ÞìÖ 5 pG×Ú Ø_ëC  àÆ ÙC o$ñCßßpJ ußpv ,}ç DìÊ Dëk oDìOhC DÆ D¡¾C Dë ÍD×·OvC }Æ MDÖàÏ·Ö £à¥iÖ ÜV PeN }Æ }ÖDÚ MqDVC uC  •   

-}ÊÞëpÆ pçD± ÞìÖ oClÃÖ íÖqÓ ÐìÏÂ }ìÎ }Æ }ÚpÆ Ð¤Dd l¤DÃÖ }òÊ }ëk  
• Fairfax County will not condition the provision of services related to treatment, payment, enrollment, or eligibility for 

benefits on my decision to sign this authorization.  
}ÖDÚ MqDVC uC àÆ MDÖlh íÎCß }ÛÏÖ }åWÖ éOwFCß }v PìdÔ¤ íÆ }Úàç Ð¤DdMCkD¿Ö Dë ,UColÚC ,íËìñCkC ,UÔµ í_ÚáDÆ xÇì¾ pòì¾  • 

-íÊ |pÆ ÞìèÚ «ßp¡Ö @åNDv }Æ }Ï¥ì¾ }Æ }ÚpÆ éÚ Dë }ÚpÆ ¯iOvk |pìÖ  pJ  
• I may revoke (or cancel) this authorization at any time by submitting a written statement of revocation to the service 

provider whose address is provided above, except to the extent that the identified service provider already has taken 
action based on this authorization. 

- DOÇv pÆ (ko Dë) gàwÛÖ àÆ }ÖDÚ MqDVC uC PÂß  íåF íwÆ }ÆpÆ ¢ìJ ÙDìF êpëpeN ,}ç Uok pJßC DOJ DÆ xV ,àÆ o$ñCßßpJ ußpv ÞìÖ • 
-àç DìÆ Ð×µ pJ kDìÛF íÆ }ÖDÚ MqDVC uC }Ú o$ñCßßpJ ußpv ãoàÆnÖ pJ xV }Æ }¥d uC }ñCàv Ýàç  

• I have a right to request and receive a Notice of Privacy Practices from Fairfax County. 
-}ç Äd DÆ }ÚpÆ Ð¤Dd oßC }ÚpÆ HÏ¬ rw_ÇëpJ íwëßCpJ ½A x^àÚ }v í_ÚáDÆ xÇì¾ pòì¾ }åWÖ • 

• The information to be released has been fully explained to me and this authorization is given of my own free will.   
 -}ç Dëk }v |kCoC éÚCkCqA }Ú ÞìÖ éÖDÚ MqDVC éë oßC -íÊ ÞìñDV íÆ D¡¾C MDÖàÏ·Ö ív ÙàÆ éÆ }ç DìÊ DëDåW×v cp¬ êoàJ }åWÖ  • 

 
8. Please send or communicate the authorized information to the following address, phone number or fax number: 

 

____________________________________________________________________________________________________ 
 

  -ÞëkDaÛèJ ØèF Dë Þëk XìåF àÆ pG×Ú xÇì¾ Dë pG×Ú Ùà¾ ,}OJ Ðëm éVlÛÖ MDÖàÏ·Ö qDWÖ íÚDFpèÖ }ñCpF . 8 
____________________________________________________________________________________________________ 

 
Resident of Fairfax County Signature:  _________________________________________ Date: ____________________________ 
 
  ____________________  :jëoDN ______________________________________________________:¯iOvk }Æ |lÛzDF }Æ í_ÚáDÆ xÇì¾ pìò¾ 
 
Relationship to patient:   Self     Parent of Minor Child      Guardian     Legally Authorized Representative 
 
   ãlÛñD×Ú qDWÖ íÚàÚDÂ  PvpJpv     lÎCß }Æ }aF ¼ÎDFDÚ   kàhMCnF   :éOzo @åNDv }Æ ªëpÖ 
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