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[bookmark: _GoBack]AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

I authorize Tennessee Maternal Fetal Medicine, PLC, and any of its physicians or other employees (collectively, “TMFM”) to disclose any and all protected health information (PHI) about me in TMFM’s possession to the following individual(s) for the purposes of keeping such individual(s) informed as to my medical condition and allowing such individual(s) to assist me in seeking and obtaining medical treatment, and otherwise at the request of any such individual(s):

Name:	________________________________________	Relationship:	___________________

	________________________________________			___________________

	________________________________________			___________________

	________________________________________			___________________

This authorization expires on the first anniversary of the date it is signed.  

I have received and reviewed a copy of TMFM’s Notice of Privacy Practices.  I may refuse to sign this authorization.  My refusal will not affect my ability to obtain treatment or payment or eligibility for benefits.  I may inspect or obtain a copy of the health information that I am authorizing TMFM to disclose.  I may revoke this authorization at any time, but I must do so in writing and submit it to the office address of my TMFM physician.  My revocation will take effect upon receipt, except to the extent that others have previously acted in reliance upon this authorization.  I have received a copy of this authorization.  Information disclosed pursuant to this authorization could be redisclosed by the recipient.  Such redisclosure may be permitted by applicable law and may no longer be protected by the Health Insurance Portability and Accountability Act (“HIPAA”).      


____________________________________________________		_____________________
Signature of Patient (or Parent, Legal Guardian or Representative)	Date 

____________________________________________________
Print Patient’s Name

____________________________________________________
Relationship to Patient (if Parent, Legal Guardian or Representative)

	201 23th Avenue North
Nashville, TN 37203
	1800 Medical Center Parkway, Suite 320
Murfreesboro, TN 37129
	100 Covey Drive, Suite 207
Franklin, TN 37067
	5002 Crossing Circle, Suite 350
Mt. Juliet, TN 37122



(615) 284-8636 (TMFM) | Fax (615) 284-8637 | www.tnmfm.com
Released/Reviewed 6/2018
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I authorize Tennessee Maternal Fetal Medicine, PLC, and any of its physicians or other employees 


(collectively, “TMFM”) to disclose any and all protected health information (PHI) about me in TMFM’s 


possession to the following individual(s) 


for the purposes


 


of keeping 


such individual(s)


 


informed as to 


my medical condition and allowing 


such individual(s)


 


to assist me in seeking and obtaining medical 


treatment


,


 


and otherwise at the request of 


any such individual(s)
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I have received and reviewed a copy of TMFM’s Notice of Privacy Practices.  I may refuse to sign this 


authorization.  My refusal will not affect my ability to obtain treatment or payment or eligibi


lity for 


benefits.  I may inspect or obtain a copy of the health information that I am authorizing TMFM to 


disclose.  I may revoke this authorization at any time, but I must do so in writing and submit it to the 


office address of my TMFM physician.  My rev


ocation will take effect upon receipt, except to the extent 


that others have previously acted in reliance upon this authorization.  I have 


received


 


a copy of this 


authorization.  Information disclosed pursuant to this authorization could be redisclosed by 


the 


recipient.  Such redisclosure may be permitted by applicable law and may no longer be protected by the 


Health Insurance Portability and Accountability Act (“HIPAA”).      
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