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This Authorization is to be used only in conjunction with the Massachusetts Health Care Proxy Form.
This is not a general HIPAA Authorization Form.

I hereby authorize the use or disclosure of my individually identifiable health information
as described below.

Patient Name:
Date of Birth:

Persons/organizations authorized to use or disclose my information:

(referred to herein as the “Practice”)

Person authorized to receive my information:

(referred to herein as my “Health Care Agent”)

Specific description of my information to be used or disclosed, including treatment dates (e.g.,
complete records, history & physical, laboratory reports, emergency reports, etc.):

Purpose for the requested use or disclosure of my information: To enable my Health Care Agent

to participate in making decisions about my current heaith care; and to enable my Health Care
Agent to make health care decisions on my behalf in the future, pursuant to my Health Care

Proxy Form.

I'understand that the Practice will not condition my treatment on whether I provide authorization
for the requested use or disclosure. INITIALS:

I understand that I may revoke this authorization at any time by notifying the Practice in writing,
however such revocation does not affect any actions taken by the Practice before the Practice
received my written revocation. INITIALS:

I understand that the information used or disclosed pursuant to this authorization may be subject
to re-disclosure by my Health Care Agent and may no longer be protected by this Authorization,
federal privacy regulations, or other applicable state or federal laws. INITIALS:

Iunderstand that that I may see and copy the information described on this Authorization if I ask
for it, and that I get a copy of this form after I signit. ~ INITIALS:
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Identify Date (Month, Day, Year) ' Identify Expiration Event
INITIALS:

I understand that this Authorization is voluntary and that I have the right to refuse to sign this
Authorization. INITIALS:

Signature of Individual or Date
Personal Representative of Individual
(NOTE: Form MUST be completed PRIOR TO signing.)

Printed name of Personal
Representative:

Relationship of Personal Representative to Individual:

Separate Authorization for Release of My Highly Confidential Information

By signing below, 1 specifically authorize the use and/or disclosure of the following types of
highly confidential information pursuant to this Authorization:

U HIV/AIDS O Genetic testing Q Mammography records

Q Substance abuse O Venereal disease O Family planning

O Confidential Q IfJ am an emancipated Q Mental health care and
communications with a minor, treatment and treatment
psychotherapist, diagnosis information
psychologist, social (except to my parents)

worker, sexual assault
counselor, domestic
violence counselor or
other allied mental health
or human services
professional

Q Abortion consent form(s) O Research involving
controlled substances

Signature of Individual or | Date
Personal Representative of Individnal
(NOTE: Form MUST be completed PRIOR TO signing.)

Printed name of Personal
Representative:

Relationship of Personal Representative to Individual:





