AUTHORIZATION FOR RELEASE 

OF PROTECTED HEALTH INFORMATION
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Center for Orthopaedics & Sports Medicine




RELEASE COSM RECORDS



FAX TO:  724.349.1830
PATIENT NAME:  

 (Please print)  PATIENT DOB  


I, 
 (Patient Name) (please print name); or
I, 
 (please print name) as legal representative for the above named patient;
 FORMCHECKBOX 
Parent/Guardian         FORMCHECKBOX 
Authorized by Patient         FORMCHECKBOX 
Power of Attorney       FORMCHECKBOX 
Patient is incompetent

hereby authorize employees, medical staff members, or other agents of the Center for Orthopaedics and Sports Medicine (COSM) to disclose the following health information about me. (X-rays and/or office notes - specify dates and/or problems)

	DATES OF SERVICE
	BODY PART
	CHECK ALL THAT APPLY

	
	
	 FORMCHECKBOX 
 Office Note   FORMCHECKBOX 
 Op Note   FORMCHECKBOX 
 Other  FORMCHECKBOX 
 X-ray Report   FORMCHECKBOX 
 X-ray CD  

	
	
	 FORMCHECKBOX 
 Office Note   FORMCHECKBOX 
 Op Note   FORMCHECKBOX 
 Other  FORMCHECKBOX 
 X-ray Report   FORMCHECKBOX 
 X-ray CD  

	
	
	 FORMCHECKBOX 
 Office Note   FORMCHECKBOX 
 Op Note   FORMCHECKBOX 
 Other  FORMCHECKBOX 
 X-ray Report   FORMCHECKBOX 
 X-ray CD  


 FORMCHECKBOX 
 I would like to pick up my records for my own use 
MY PHONE NUMBER IS 


 FORMCHECKBOX 
 SEND MY RECORDS TO:

Provider/Facility: 

ADDRESS:
 


Phone Number: 


 FORMCHECKBOX 
  COSM RECORDS (check all that apply below)

 FORMCHECKBOX 
 David T. Bizousky, MD

 FORMCHECKBOX 
 Howard P. Miller, DPM 
 FORMCHECKBOX 
 Kelly J. Adams, CRNP
 FORMCHECKBOX 
 Craig C. McKirgan, DO

 FORMCHECKBOX 
 Alan M. Keefe, MPA-C
 FORMCHECKBOX 
 COSM Rehab in Punxsutawney
 FORMCHECKBOX 
 David B. Wilson, MD


 FORMCHECKBOX 
 Eric S. Bohn, DO
 FORMCHECKBOX 
 Douglas S. Fugate, MD

 FORMCHECKBOX 
 R. Brandon Trale, DO
 FORMCHECKBOX 
 Jagadeesha N. Shetty, MD

 FORMCHECKBOX 
 Bethany V. Jablunovsky, PA
Human Motion Institute, 120 IRMC Drive, Suite 160, Indiana, PA 15701 ▪ Phone: 724.465.2676 (COSM) ▪ Fax: 724.349.1830

Keystone Professional Center, Suite 200 ▪ Punxsutawney, PA 15767 ▪ Phone:  814.938.0740 ▪ Fax: 814.938.0750

Indiana at Chestnut Ridge ▪ 25 Colony Boulevard Suite 103 ▪ Blairsville, PA 15717 ▪ Phone: 724.465.2676 ▪ Fax: 724.349.1830

COSM Rehab, Keystone Professional Center, Suite 100, Punxsutawney, PA 15767 ▪ Phone: 814.938.4447 ▪ Fax: 814.938.2559
ADDITIONAL PROTECTED HEALTH INFORMATION TO BE INCLUDED:

 FORMCHECKBOX 

Acquired immunodeficiency syndrome (AIDS)/ Human immunodeficiency virus (HIV) infection. (indicate how much and what 
kind of information is to be disclosed) _______________________________________________________________________
 FORMCHECKBOX 

Behavioral or mental health records. (indicate how much and what kind of information is to be disclosed.  A separate 
authorization shall be required for the release of any psychotherapy notes) __________________________________________
 FORMCHECKBOX 

Treatment for alcohol and/or drug abuse. (indicate how much and what kind of information is to be disclosed) 
_______________________________________________________________________________________________________
FOR THE FOLLOWING PURPOSES:

 FORMCHECKBOX 

At the request or direction of the signer of this request 

 FORMCHECKBOX 

Other (describe) 


THIS AUTHORIZATION EXPIRES:

 FORMCHECKBOX 
On the following Date:


/

/

 (COSM authorizes only for 90 days from date of signature)
 FORMCHECKBOX 
When the following event occurs:

AUTHORIZATION OF FAXING OF RECORDS:

 FORMCHECKBOX 
 I authorize this protected healthcare information to be faxed to




(COSM does not fax records unless it is a priority situation and authorized by management).

 FORMCHECKBOX 
 I do not authorize any faxing of my protected healthcare information

NOTIFICATION OF PATIENT RIGHTS:

1.   You have the right to revoke this authorization prior to the above stated expiration date or event, except to the extent that COSM has already taken action in reliance on this authorization.  If the authorization was obtained as a condition of obtaining insurance coverage, the insurer will have a right to contest a claim under the policy. The revocation will not be effective until it has been received by the Privacy Officer.  To revoke this authorization, a written revocation must be submitted to our Privacy Officer at:

Attn: Privacy Officer

Center for Orthopaedics & Sports Medicine


Human Motion Institute


120 IRMC Dr., Ste. 160


Indiana, PA 15701


Telephone:  724.465.2676


Fax:  724.349.1830
2.   COSM may not condition your treatment, payment, enrollment, or eligibility for benefits on the signing of this form, unless the health care is solely for the purpose of creating health care information for disclosure to a third party (i.e. a pre-employment physical or research-related care).

3.  You may refuse to sign this Authorization.

4.  Information used or disclosed pursuant to this Authorization may be subject to redisclosure by the recipient and may no longer be protected by the Federal Privacy Standards.
SIGNATURES
 FORMCHECKBOX 
 Patient acknowledges receipt of COSM Authorization for the use or disclosure of health information. 
(initials)

Patient Full Signature/Authorized Representative Signature

Date

Witness Full Signature and Print Name

Date


FOR COSM USE ONLY:

Records release
(date)  BY: 

(COSM initials)

INITIALS OF STAFF HANDLING REQUEST 

  




Date ____________________________

(Give to Signer of Release Form)

CENTER FOR ORTHOPAEDICS & SPORTS MEDICINE

AUTHORIZATION FOR THE USE OR DISCLOSURE 

OF HEALTH INFORMATION

By signing a release Authorization, you are permitting the use and/or disclosure of your health information for the limited purposes(s), and in the limited manner, described in the form.  Except as authorized by this form, we are required by federal law to maintain the privacy of your health information as described in our Notice of Privacy Practices.

REFUSAL OF SERVICE

If the only reason you have asked us to provide a health care service, is so that we can create information to be disclosed to a third party, we may refuse to provide the service if you refuse to sign this authorization.  For example, if you have requested a drug test solely for the purpose of having the results disclosed to your employer, we may refuse to perform the drug test if you refuse to sign this Authorization permitting us to disclose the results to your employer.

Otherwise, your ability to receive treatment, payment, enrollment in a plan, or eligibility for a benefit does not depend on your signing this form.  You may refuse to sign this form.  

(Note to Employees Presenting This Form:  If the treatment of the patient, payment for the patient’s care, or enrollment of the patient in a health plan is conditioned on the patient signing this form, no use or disclosure other than that upon which treatment, payment, or enrollment has been conditioned can be authorized on this form.  A separate authorization would be needed for any other use or disclosure.)

CONSEQUENCES OF SIGNING THIS FORM

Signing this Authorization may cause the health information used or disclosed pursuant to this Authorization to no longer receive the protections of federal privacy laws.  Any person or organization to which your health information is disclosed pursuant to this Authorization might be able to legally re-disclose that information to others.

REVOCATION

You may revoke this Authorization at any time in writing except to the extent that we have already relied upon it in making a use or disclosure.  Your written revocation will become effective when we have knowledge of it.  If you are providing this Authorization to obtain insurance coverage, you may not have the right to revoke the Authorization to the extent that it pertains to the insurer’s right under law to contest a claim under your insurance policy.  If you wish to revoke this Authorization, please send your written request to:

Jamie L. Pride, Executive Director

Center for Orthopaedics & Sports Medicine

Human Motion Institute
120 IRMC Drive, Suite 160

Indiana, PA 15701

EXPIRATION

Once this Authorization has expired, we will no longer use or disclose your health information for the purpose listed in this Authorization unless you sign a new Authorization form.
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