StartHere Patient Advocacy LLC
Navigating Your Healthcare Journey


AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION
Pursuant to 45 CFR 5 764.508 (HIPAA Privacy Rule)
SECTION 1: PATIENT INFORMATION
Patient Full Name: 	Date of Birth: 


Address: 	City: 	State: [image: ]	ZIP: [image: ]


Phone Number: 	Email Address: 


Last 4 of SSN (optional): [image: ]	Medical Record #: 

SECTION 2: RELEASING ENTITY
I authorize the following person or organization to RELEASE my protected health information:
Name / Organization: 

Address: 

City:   State: [image: ]	                              ZIP: [image: ]

Phone: 	Fax: 


SECTION 3: RECEIVING ENTITY (PRE-FILLED)
	Name / Organization: StartHere Patient Advocacy LLC
Address: [image: ]
Phone: [image: ]
Purpose of this entity: Patient Advocacy & Care Coordination
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SECTION 4: TYPE OF INFORMATION TO BE RELEASED
To:


Please check all that apply:
O Medical History & Physical Examinations
O Radiology / Imaging Reports & Films
O Discharge Summaries
O Physician / Progress Notes
O Referral Records
O Immunization
O Other: ______________________







From:

O Laboratory / Pathology Results
O Operative / Surgical Reports
O Emergency Room Records
O Prescription / Medication Records
O Billing & Insurance Records
O All records on file






SECTION 5: SPECIALLY PROTECTED HEALTH INFORMATION
NOTICE: The following categories of health information are protected by additional federal and/or state laws and require your specific consent for disclosure. Please initial next to each category you authorize for release.
	CATEGORY
	DESCRIPTION
	INITIAL
HERE

	Mental Health Records
	Records related to psychiatric care, counseling, therapy, and behavioral health treatment
	[image: ]

	Substance Use Disorder
Records
	Records protected under 42 CFR Part 2, including alcohol and drug treatment information
	[image: ]

	HIV/AIDS Information
	Records related to HIV testing, diagnosis, treatment, or status
	[image: ]

	Genetic Information
	Genetic testing results, family history used for genetic purposes, as protected under
GINA (Genetic Information Nondiscrimination Act, a U.S. federal law that protects people from discrimination based on their genetic information in health insurance and employment)
	[image: ]



SECTION 6: PURPOSE OF DISCLOSURE
I am requesting this release for the following purpose(s) - check all that apply:
O Patient Advocacy & Care Coordination (StartHere Patient O Continuity of Care / Treatment by Another Provider Advocacy LLC)
O Insurance / Benefits Determination	O Legal Proceedings
O Personal Records Review	O Second Opinion / Specialist Consultation
O Research (IRB-approved only)	O At the Request of the Individual
O Other: 




SECTION 7: EXPIRATION OF THIS AUTHORIZATION
This authorization shall expire on (select one):
O Specific Date: 


O Specific Event: (e.g., "Upon conclusion of advocacy services")


O One (1) Year from Date of Signature
O Upon Completion of the Purpose Stated Above
If no expiration is selected, this authorization expires one (1) year from the date of signature.
SECTION 8: YOUR RIGHTS UNDER HIPAA
Right to Revoke: You have the right to revoke this authorization at any time by submitting a written request to StartHere Patient Advocacy LLC. Revocation is effective upon receipt and does not affect actions taken in good faith prior to revocation.
Right to Refuse: You have the right to refuse to sign this authorization. Your refusal will not affect your ability to receive treatment, payment, enrollment, or eligibility for benefits, unless this authorization is for research-related treatment or certain health plan enrollment/eligibility situations.
Re-Disclosure Warning: Information released under this authorization may be re-disclosed by the recipient and may no longer be protected by HIPAA. You have the right to request a copy of this signed authorization.
Conditioning of Authorization: This authorization is not conditioned on the provision of treatment, payment, enrollment, or eligibility, except as permitted by the HIPAA Privacy Rule.

SECTION 9: PERSONAL REPRESENTATIVE (IF APPLICABLE)
Complete this section only if the patient is unable to sign on their own behalf
Representative Full Name: 

Relationship to Patient: 

Legal Authority (e.g., Power of Attorney, Guardian, Parent of Minor): 

Representative Signature: [image: ]	
Date: 

SECTION 10: PATIENT AUTHORIZATION & SIGNATURE
By signing below, I certify that I have read and understand this authorization, that the information provided is accurate, and that I voluntarily authorize the release of the described protected health information for the stated purpose.
Patient Signature:  [image: ]
Date: 

Printed Name: 

If signed by Personal Representative     Name: 	   Authority: 
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