MEDICAL RECORDS AUTHORIZATION FOR DISABILITY BENEFITS

[PATIENT FULL NAME]

[PATIENT STREET ADDRESS]

[PATIENT CITY, STATE, ZIP CODE]

[PATIENT DATE OF BIRTH]

[PATIENT SOCIAL SECURITY NUMBER]

[PATIENT PHONE NUMBER]

[CLAIMANT NAME (IF DIFFERENT FROM PATIENT)]

[CLAIMANT STREET ADDRESS]

[CLAIMANT CITY, STATE, ZIP CODE]

[CLAIMANT PHONE NUMBER]

[DISABILITY CLAIM NUMBER]

[DISABILITY BENEFITS PROGRAM (E.G., SOCIAL SECURITY DISABILITY, LONG-TERM DISABILITY, WORKERS' COMPENSATION)]

RE: AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION

1. AUTHORIZATION TO DISCLOSE INFORMATION

1.1 Patient Authorization: I, [PATIENT FULL NAME], hereby authorize the health care providers, facilities, and entities listed in Section 2 to disclose my protected health information to the recipient(s) listed in Section 3.

1.2 Purpose of Disclosure: The purpose of this disclosure is to support my application for disability benefits under [DISABILITY BENEFITS PROGRAM] and to permit evaluation, determination, and review of my claim.

1.3 Effective Date: This authorization is effective on [EFFECTIVE DATE] and shall remain in force until [EXPIRATION DATE OR EVENT], unless revoked earlier in writing.

2. HEALTH CARE PROVIDERS AND FACILITIES AUTHORIZED TO DISCLOSE

2.1 Provider or Facility Name: [PROVIDER OR FACILITY NAME 1]

2.2 Provider or Facility Address: [PROVIDER OR FACILITY ADDRESS 1]

2.3 Provider or Facility Phone Number: [PROVIDER OR FACILITY PHONE NUMBER 1]

2.4 Provider or Facility Name: [PROVIDER OR FACILITY NAME 2]

2.5 Provider or Facility Address: [PROVIDER OR FACILITY ADDRESS 2]

2.6 Provider or Facility Phone Number: [PROVIDER OR FACILITY PHONE NUMBER 2]

2.7 Provider or Facility Name: [PROVIDER OR FACILITY NAME 3]

2.8 Provider or Facility Address: [PROVIDER OR FACILITY ADDRESS 3]

2.9 Provider or Facility Phone Number: [PROVIDER OR FACILITY PHONE NUMBER 3]

2.10 Additional Providers or Facilities: [ADDITIONAL PROVIDERS OR FACILITIES, IF ANY]

3. RECIPIENT AUTHORIZED TO RECEIVE INFORMATION

3.1 Recipient Name: [RECIPIENT NAME]

3.2 Recipient Organization: [RECIPIENT ORGANIZATION]

3.3 Recipient Address: [RECIPIENT ADDRESS]

3.4 Recipient Phone Number: [RECIPIENT PHONE NUMBER]

3.5 Recipient Fax Number: [RECIPIENT FAX NUMBER]

4. INFORMATION AUTHORIZED FOR DISCLOSURE

4.1 General Medical Records: All medical records, including office notes, progress notes, consultation reports, and discharge summaries.

4.2 Diagnostic Test Results: Laboratory results, imaging studies (including X-rays, MRIs, CT scans, and ultrasounds), and other diagnostic test reports.

4.3 Treatment and Prognosis Information: Records concerning diagnosis, treatment, prognosis, and functional capacity.

4.4 Mental Health Records: Records concerning mental health diagnosis and treatment, except psychotherapy notes unless separately authorized in Section 4.9.

4.5 Substance Use Disorder Records: Records concerning substance use disorder diagnosis and treatment, to the extent permitted by applicable law and only if separately authorized in Section 4.10.

4.6 Prescription and Medication Records: Records of prescriptions, medications, and pharmacy records.

4.7 Employment and Work Capacity Records: Records concerning work restrictions, functional limitations, and work capacity evaluations.

4.8 Billing and Administrative Records: Billing records and administrative information reasonably necessary to process the disability claim.

4.9 Psychotherapy Notes: [INITIAL IF PSYCHOTHERAPY NOTES ARE AUTHORIZED; OTHERWISE LEAVE BLANK]

4.10 Substance Use Disorder Records (42 CFR Part 2): [INITIAL IF SUBSTANCE USE DISORDER RECORDS ARE AUTHORIZED; OTHERWISE LEAVE BLANK]

4.11 HIV/AIDS-Related Information: [INITIAL IF HIV/AIDS-RELATED INFORMATION IS AUTHORIZED; OTHERWISE LEAVE BLANK]

4.12 Genetic Testing Information: [INITIAL IF GENETIC TESTING INFORMATION IS AUTHORIZED; OTHERWISE LEAVE BLANK]

4.13 Date Range of Records: Records dated from [START DATE OF RECORDS] to [END DATE OF RECORDS].

5. MANNER AND FORM OF DISCLOSURE

5.1 Permitted Methods: The information may be disclosed in writing, by facsimile, by secure electronic transmission, by telephone, or in person.

5.2 Permitted Formats: The information may be disclosed in paper or electronic format, including copies of original records.

5.3 Direct Communication: The recipient is authorized to communicate directly with the disclosing providers and facilities regarding the records requested.

6. RIGHT TO REVOKE AUTHORIZATION

6.1 Revocation: I understand that I may revoke this authorization at any time by delivering a written revocation to the disclosing provider or facility, except to the extent that the provider or facility has already acted in reliance on this authorization.

6.2 Effect of Revocation: Revocation shall not affect any action taken in reliance on this authorization before the revocation was received.

7. RIGHT TO REFUSE TO SIGN

7.1 Voluntary Authorization: I understand that my treatment, payment, enrollment, or eligibility for benefits may not be conditioned on whether I sign this authorization, except as permitted by law.

7.2 Refusal: I understand that I may refuse to sign this authorization, but that refusal may affect the ability to process my disability benefits claim.

8. REDISCLOSURE

8.1 Potential for Redisclosure: I understand that information disclosed pursuant to this authorization may be redisclosed by the recipient and may no longer be protected by federal privacy regulations.

9. EXPIRATION

9.1 Expiration Date or Event: This authorization expires on [EXPIRATION DATE] or upon [EXPIRATION EVENT], whichever occurs first.

10. COPIES AND FACSIMILES

10.1 Copies: A photocopy, facsimile, or electronic copy of this authorization shall be treated as valid as the original.

11. SIGNATURE OF PATIENT

11.1 Patient Signature: [PATIENT SIGNATURE]

11.2 Printed Name: [PATIENT FULL NAME]

11.3 Date Signed: [DATE SIGNED]

12. SIGNATURE OF PERSONAL REPRESENTATIVE (IF APPLICABLE)

12.1 Representative Signature: [REPRESENTATIVE SIGNATURE]

12.2 Printed Name: [REPRESENTATIVE FULL NAME]

12.3 Relationship to Patient: [RELATIONSHIP TO PATIENT]

12.4 Authority to Sign: [AUTHORITY TO SIGN (E.G., POWER OF ATTORNEY, GUARDIANSHIP)]

12.5 Date Signed: [DATE SIGNED]

13. WITNESS ATTESTATION (IF REQUIRED)

13.1 Witness Signature: [WITNESS SIGNATURE]

13.2 Printed Name: [WITNESS FULL NAME]

13.3 Date Signed: [DATE SIGNED]

14. NOTARY ACKNOWLEDGMENT (IF REQUIRED)

14.1 State of: [STATE]

14.2 County of: [COUNTY]

14.3 Notary Public Signature: [NOTARY SIGNATURE]

14.4 Printed Name: [NOTARY FULL NAME]

14.5 Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]

14.6 Date Acknowledged: [DATE ACKNOWLEDGED]
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