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             My Care Now, LLC  
	My Care Now, LLC

90 Beaver Drive Bldg C

DuBois, PA  15801

Tele: (814) 371-2273             Hours:  Mon-Fri

Fax: (814) 371-2500               8:00 am–5:00 pm
	AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION



I authorize My Care Now, LLC to ___ release   or   ___ obtain Protected Health Information as described below:
Reason for request:  ___ Personal
 ___ Continuation of care 
___ Other _______________________________________________________
Name and address of where the health record is to be ___ sent to   or   ___ obtained from:

Name _______________________________________________  
Telephone Number _____________________________

Address _____________________________________________  
Fax Number ___________________________________

               _____________________________________________
               _____________________________________________

My Care Now, LLC will disclose only the information created by My Care Now, LLC.

Dates _________________ to ___________________

___ Complete record

___ Face Sheet

___ Progress Notes

___ H & P

___ Labs



___ X-rays

___ Consultation

___ Mental Health

___ Other _______________________________________________________________________________________________________________

PATIENT RIGHTS:  I understand:
· Signing this authorization is voluntary, and My Care Now, LLC cannot deny me treatment for not agreeing to sign this authorization.  If I refuse to sign the authorization, I understand that My Care Now, LLC may refuse to provide services (a) that are solely for the disclosure to a third party (b) that are for a health plan’s eligibility or enrollment (c) that are research-related and (d) that health plans may condition enrollment on a signed authorization.

· I have the right to withdraw this authorization at any time and I must do so in writing addressed to My Care Now, LLC.

· The information that has already been released in response to this authorization is not affected by my request to withdraw the authorization.

· The withdrawal of this authorization will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy.

· My Care Now, LLC can no longer protect the confidentiality of information released as a result of this authorization.
· This authorization will expire in six (6) months unless a specific time frame is documented or I revoke the authorization in writing.  I understand that revoking my authorization does not apply to any information released prior to the date on my written request to revoke.

I understand that my medical record may contain sensitive information relating to sexually transmitted diseases (STD), HIV, AIDS, genetic testing, psychiatric/mental health treatment and/or testing and treatment for chemical and/or alcohol use.
Patient Name: ____________________________________________
_
Birth Date: ____ / ____ / ______
Fee: $___________________
Address:
_________________________________________________




Ck #: _________     □ Cash


_________________________________________________

________________________________________________________________________________________________________________________

Signature of Patient or Legal Representative (proof of legal representation required)




Date

________________________________________________________________________________________________________________________

Signature of My Care Now, LLC Representative








Date

