If you want anyone else to know or speak about your health information, please list them on this form

nh Health

AUTHORIZATION FOR USE/DISCLOSURE OF HEALTH INFORMATION

Patient Name Date of Birth (DOB)

Authorization for Use/Disclosure of Information: | voluntarily consent to and authorize NeighborHealth Center

to use or disclose my health information during the term of this Authorization to the recipient(s) that | have
identified below:

Name: Name:
Relationship: Relationship:
Phone Number: Phone Number:

Information to be disclosed:
| authorize the release of the following health information: (check the applicable box below)

Appointments Medical history School physical form
Lab results Behavioral Health HIV or AIDS testing
information
Referrals Substance abuse history
All health information*

* If selecting “All health information”, this will include Behavioral Health, Substance abuse history, and HIV or Aids testing information.

Additionally, | understand that any person(s) (regardless of if they are listed on this form) | allow to accompany me into the exam
room during my visit(s), | have authorized to hear any and all conversations that take place during the visit surrounding any and
all areas of my health (including but not limited to: STD testing/results, substance abuse history, HIV/AIDS testing/results, and
Behavioral Health history). | understand | have the right to excuse these individuals from the room at any time. | understand
NeighborHealth Center is not responsible for disclosing information to individuals who | have permitted stay in the exam room
(and/or any accompanying clinic location) with me for the duration of my time in the clinic.

Term:

| understand that this Authorization will remain in effect from the date of this Authorization for 1 year unless
revoked sooner in writing.

Patient/Guarantor/Authorized Person Signature Date
Printed Name Relationship if not patient
Witness Title/Date

NHC Reviewed/Revised: 08/30/2024
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