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1.Who will disclose the information

2.What information can be disclosed 

3.Who will receive the information 

4.The purpose(s) for disclosing the information 

5.A statement that the authorization will expire: (1) on a specific date, (2) after a specific amount of time (e.g., 5 years), 

or (3) upon the occurrence of some event related to the patient 

6.The signature of the patient and the date. Note: If the patient’s personal representative signs the authorization, the 

authorization also must include a description of that person’s authority to act for the patient. 

7.A statement informing the patient of (1) his or her right to revoke the authorization in writing, (2) how to revoke the 

authorization, and (3) any exceptions to the right to revoke 

8.A statement that the doctor cannot require the patient to sign the authorization in order to receive treatment or 

payment or to enroll or be eligible for benefits. 

9.A statement that information disclosed pursuant to the authorization may be re-disclosed by the recipient and no 

longer protected by the federal privacy regulations 

Authorization Requirement 
(9)



Non-Compliant 
Forms



Our Compliant Form



Key Elements to a Compliant 
Form

• The name(s) or other specific identification of person(s) or 

class of persons authorized to make the requested use or 

disclosure.

1.Who is authorized to disclose the information: (Doctor name )



2. What exactly you are authorized to release:

Description of PHI to be used or disclosed (identifying the information 

in a specific and meaningful manner).



3. Who we can give the information to:

• The name(s) or other specific identification of the person(s) or class of 
persons who may use the PHI or to whom the covered entity may make 
the requested disclosure. 



4. Why patient wants information released:

• Description of each purpose of the requested use or disclosure. 

Researchers should note that this element must be research study 

specific, not for future unspecified research.



5. Expiration Date of The Authorization

• Authorization expiration date or event that relates to the individual 
or to the purpose of the use or disclosure (the terms "end of the 
research study" or "none" may be used for research, including for 
the creation and maintenance of a research database or 
repository).

AUTOMATIC ONE-YEAR DURATION. This authorization will automatically 
expire after one (1) year from date of execution unless a different end 
date or event is specified.
 End date__________ Or Event ____________________



6. Patient Signature and Date:

• Signature of the individual and date. If the Authorization is signed by an 

individual's personal representative, a description of the 

representative's authority to act for the individual.



7. Additionally, Must Include:

1. A statement of the individual's right to revoke the authorization, in 

writing, and either:

a. A reference to the revocation right and procedures described in the 

notice, or ...

b. A statement about the exceptions to the right to revoke, and a 

description of how the individual may revoke the authorization

2. A statement about the ability or inability of the covered entity to 

condition treatment, payment, enrollment, or eligibility for benefits on 

the authorization:



8. Information About Re-disclosure



1.Treatment

2.Payment

3.Healthcare Operations

Examples:

⚬ Attorney requests/subpoenas

⚬ Life Insurance application

⚬ Employment Physical

When the disclosure is not for



Just The Facts Please



Examples: “Complete file”, or 
“Progress notes only from dates Jan 
2014 to April 2014”

Example: “Gave black and white 
copies of color pictures of GI tests, 
not very clear”
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