Authorization to Disclose or Request Protected Health Information
HIPAA Compliant Authorization Form

Name (Please Print) Date of Birth
Phone Number Address: Email Address:

I hereby authorize the following County Service Provider (Agency or Program):

[ To disclose individually identifiable health information to and/or []to exchange information with:

NAME: ATTN TO:

ADDRESS:

CITY: STATE: ZIP:
PHONE: FAX (if applicable):

Email (if you want records sent via encrypted email):

The following information is authorized:
Physical Health Records O Financial Records [J Substance Use Records (42 CFR Part 2)
Behavioral Health Records O Social Services Records O Other

This authorization is in effect until: (Date or Event)
The information will be used/disclosed for:

Treatment, payment, and health care operations purposes; and/or [ Other purpose(s):

gLy QOgd:-

4. Redisclosure:
If the information disclosed pursuant to this authorization is protected by the Federal Substance Use Regulations (42 CFR Part
2) and is received by a HIPAA-covered entity or business associate, it may be subject to redisclosure in accordance with
HIPAA, except that the information may not be used in a civil, criminal, administrative, or legislative proceeding unless
permitted by 42 CFR Part 2. Once redisclosed pursuant to HIPAA, such information may be subject to further redisclosure and
no longer protected by 42 CFR Part 2 or HIPAA. Information protected by 42 CFR Part 2 and disclosed pursuant to this
authorization to recipients that are not HIPAA-covered entities or business associates may only be redisclosed as permitted by
this authorization or 42 CFR Part 2.

5. Tunderstand that:

e Service providers using or disclosing substance use disorder information based on this authorization will share the
minimum necessary amount of the specified information to accomplish the purpose of the disclosure.

e 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.

e I may revoke this authorization at any time by submitting a written statement of revocation to the service provider
identified above, except to the extent that the provider has already acted based on this authorization.

e The information to be released has been fully explained to me and this authorization is given of my own free will.

Signature : Date :
Relationship to individual receiving services: U Self 11 Parent of Minor Child U1 Guardian U Legally Authorized Representative

42 CFR part 2 prohibits unauthorized use or disclosure of substance use disorder records.
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