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FIO"C OTORIZASYON POU BAY ENFOMASYON MEDIKAL

HEALTH MWEN KI SEKRE

“Pinellas County

MOUN KI KAPAB BAY ENFOMASYON SA-A SE:

Moun-lan/ Enstitisyon-an: Nimewo telefon:

Adres-lan: __Nimewo Fax:
MOUN YA KAPAB BAY ENFOMASYON SA-A SE:

Moun-lan/ Enstitisyon-an: Nimewo telefon:

Adres-lan: __Nimewo Fax:

Lot mwayen pou bay enfomasyon an:

KI ENFOMASYON YA KAPAB BAY: (mete inityal ou sou sa ou chwazi a)

Tout dosye medikal mwen ansanm ak dosye Maladi Seksyel yo e Tibekiloz Vaksen mwen te pran
Dosye ekzamen kay dokte Dosye & mwen te ansent Dosye Planinn familyal
NOt sou pwogré mwen Konsiltasyon

Rapod ekzamen laboratwa ak medikal mwen yo (Kiyés yo?)

T

Lot Dosye (eksplike)

Mwen bay otorizasyon espesyal pou yo kapab bay enfomasyon de mwen sou: (mete inityal ou sou sa ou chwazi a)

REZILTA TES SIDA KI PA POU REZON TRETMAN Dwog/Bwe tafya Maladi mantal

Si mwen ka resevwa WIC Atake maladi boné

REZON POU BAY ENFOMASYON-AN:

Pou tretman I1zaj pésonél Lot (eksplike)

DAT EKSPIRASYON: Otorizasyon sa-a pral fini (mete dat oubyen aksyon -an) . Mwen konnen tré byen ke si mwen pa mete
yon dat oubyen yon aksyon ki pou mete fen a li, otorizasyon-an va pran fen 12 mwa apre dat mwen te siyen li-an.

SIKILE ENFOMASYON-AN: Mwen konnen ke yon fwa yo bay enfomasyon sa yo, moun Ki jwenn li an kapab bay yon 1ot moun li san pwoblém,
e lalwa federal sou pwoteksyon enfomasyon nan ka sa-a pa bay ankenn garanti..

KONDISYON: Yo te fenm konnen ke mwen ranpli fom sa-a selman si mwen vle epi menm si mwen pa vle ranpli li, anyen pap deranje nan treman
map resevwa isit la..

ANILASYON: Mwen konnen ke mwen gen dwa anile otorizasyon sa-a nenpot kile m ta vle, a lekri; ma oblije pote deklarasyon ekri sa-a nan
depatman dosye medikal-yo. Anilasyon-an pap chanje anyen de enfomasyon ki te deja sikile avan sa. Anilasyon sa-a nonplis pap afekte konpayi

asirans mwen-an, Medikéd ak Medike.

Siyati klyan-an oubyen reprezantan li Dat
Non an lét denprimri Relasyon reprezantan-an ki siyen pou klyan-an
Temwen (si posib) Dat

Client Name:

ID#:

DOB:

Form Number: DH 3203H, 8/09 Original to File, Copy to Client, Copy to accompany disclosure
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F|OYIC AUTHORIZATION TO DISCLOSE

I:.LE@!ZI!;I CONFIDENTIAL INFORMATION

INFORMATION MAY BE DISCLOSED BY:
Person/Facility: Phone #:

Address: Fax #:
INFORMATION MAY BE DISCLOSED TO:

u\ﬁ

Person/Facility: Phone #:
Address: Fax #:

Other method of communication:

INFORMATION TO BE DISCLOSED: (Initial Selection)

General Medical Record(s), including STD and TB

Immunizations Family Planning Prenatal Records Consultations

Progress Notes History and Physical Results

Diagnostic Test Reports (Specify Type of test(s))

Other: (specify)

I specifically authorize release of information relating to: (initial selection)
HIV test results for non-treatment purposes Substance Abuse Service Provider Client Records

Psychiatric, Psychological or Psychotherapeutic notes Early Intervention wWIC

PURPOSE OF DISCLOSURE:
Continuity of Care Personal Use Other (specify)

EXPIRATION DATE: This authorization will expire (insert date or event) .l understand that if | fail to specify an expiration
date or event, this authorization will expire twelve (12) months from the date on which it was signed.

REDISCLOSURE: | understand that once the above information is disclosed, it may be redisclosed by the recipient and the information may not
be protected by federal privacy laws or regulations.

CONDITIONING: | understand that completing this authorization form is voluntary. 1 realize that treatment will not be denied if I refuse to sign
this form.

REVOCATION: | understand that | have the right to revoke this authorization any time. If | revoke this authorization, I understand that | must do
so in writing and that | must present my revocation to the medical record department. | understand that the revocation will not apply to information
that has already been released in response to this authorization. | understand that the revocation will not apply to my insurance company, Medicaid
and Medicare.

Client/Representative Signature Date
Printed Name Representative’s Relationship to Client
Witness (optional) Date
Client Name:
ID#:
DOB:
DH 3203, Approved November 2008 Original: To File Copy: To Client Copy: To Accompany Disclosure

(Stock Number: 5744-000-3203-1)



