Eagle Family Health
HIPAA Permission for Release of Information
In order to comply with specific rules regarding HIPAA (Health Insurance Portability & Accountability Act of 1996), we ask that our patients complete and sign this privacy and security of health information document.

Patient Name________________DOB___________ Date______________

Patient Representative_________________   Relationship_____________
I authorize Eagle Family Health and staff to leave medical information pertaining to my care by the following methods and will assume responsibility of notifying Eagle Family Health whenever this information changes.

(PATIENT INFORMATION)
Home Phone#:_____________
 □  Yes
□  No     □  Not Applicable

Home Answering Machine
 □  Yes
□  No
    □  Not Applicable

Work Phone #:_____________
 □  Yes
□  No     □  Not Applicable
Voicemail #:_______________
 □  Yes
□  No     □  Not Applicable

Cell Phone/Cell Voicemail#:

_________________________
 □  Yes
□  No
    □  Not Applicable

Work Fax#:_______________
 □  Yes
□  No     □  Not Applicable

Home Fax #:______________
 □  Yes
□  No     □  Not Applicable

Other:___________________ 
 □  Yes
□  No
    □  Not Applicable

If you would like to have information released to someone other than yourself, please complete the following:

Please list names and people authorized to receive your health information:

Spouse Name:______________________  □  Yes-Phone#_________
□ No
Mother’s Name:____________________  □  Yes-Phone#__________□ No

Father’s Name:_____________________  □  Yes-Phone#_________
□  No

Other Names:
    Relation:
_______________   _______________    □  Yes-Phone#___________
□  No 
_______________   _______________    □  Yes-Phone#___________
□  No 
X___________________________          ______________________ 
Patient/Guardian Signature

     Date
