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Patient Name: _____________________________________________________________________ DOB: ____________________________ 
 
I hereby authorize the use and/or disclosure of the above-named individual’s Protected Health Information as described in this authorization. The PHI is to be 
released to: 
 

 Myself 
 Another physician: _______________________________________________________________________________________________ 
 Other: _____________________________________________________________________________________________________________ 

For the purpose of _______________________________________________________________________________________________ 
 

The information to be disclosed includes: 
 

 Diagnostic studies 
 History and physical 
 Office notes 
 Laboratory results 
 Operative reports 
 Pathology reports 
 Consultation reports 
 Billing 
 Other MRI and x-ray reports 
 

Indicate the dates of service: 
_________________________________________________________________________________________________________________________ 
 
I understand that the information in my health record may relate to the results of diagnostic tests used to determine if I am infected by the human 
immunodeficiency virus (HIV), and/or treatment for mental health, alcohol, or drug abuse. Unless I have indicated otherwise above, I specifically authorize the 
release of this information. 
 

I understand that I have the right to revoke (cancel) this authorization at any time. I understand that to revoke this authorization, I must do so in writing. I 
understand that the revocation will not be effective until it is received, and it will not apply to information that has already been released in response to this 
authorization. I understand that a revocation will not apply to my insurance company when the law provides my insurer with the right to consent a claim 
under my policy. 
 

Unless earlier revoked in writing, this authorization will expire on ____________________________, or one hundred twenty (120) days after it was signed if I fail to 
specify an expiration date or event. 
 

I understand that signing this authorization is voluntary and that the Brain and Spine Neurosurgical Institute (BSNI) will provide treatment and pursue 
payment for services regardless of whether I sign this authorization. If, however, my treatment is related to a research study, or solely for the purpose of 
providing information about my health or medical condition to someone else, BSNI may require that I sign this authorization before it provides treatment to 
me. 
 

I understand that if I authorize BSNI to disclose information, the recipient of the information might disclose it to others, and that any information disclosed by 
BSNI may no longer be protected by the federal rule on the privacy of medical records. 

 
 

__________________________________________________________________   ________________________________ 
Signature of patient or patient’s legal representative    Date 
 
 

__________________________________________________________________   ________________________________ 
Printed name of legal representative (if applicable)    Relationship to patient 


