AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION 
I, _________________________________, _______________________, ___________________________authorize 


(Patient Name) 


(DOB) 


(Social Security #) 
Midwest Regional Allergy, Asthma, Arthritis, & Osteoporosis Center, PC/ Michael E. Joseph, MD, my physician and/or their administrative and clinical staff, to Release TO or Receive FROM (Circle one): 
________________________________________________________________________________________________ 

Name of Facility/Individual Receiving/Releasing Information 

________________________________________________________________________________________________
Address 

________________________________________________________________________________________________
City/State/Zip 

______________________________________________________________________________________
Phone Number/Fax Number 
health information concerning the history, treatment, examination and/or hospitalization of the above-named patient. I understand that this authorization is voluntary. I understand that if the person or organization I authorize to receive/release my protected health information is not a health plan or health care provider, my health information may no longer be protected by federal privacy regulations once it is disclosed. 
My protected health information that may be used or disclosed includes: ________________________ 
Treatment Date(s) 
_____Entire Medical Record (this includes all these categories and any other medical information in your medical records for all dates of service) 

_____Consultation Report from Dr. _______________________  _____Cardiac Cath/EKG/Stress Test Report _____Clinic/Emergency/Outpatient Information   _____History and Physical   _____Laboratory/Pathology Reports _____X-rays/ Imaging Reports  _____Admission Inpatient Record  _____Discharge Summary    ____Operative Report _____Immunization Record   _____Psychotherapy Notes  
_____Other:_____________________________________________________________________________________ 
I authorize my protected health information to be used or disclosed for the following purpose: 
_____Continuing Healthcare  _____Disability Assessment  _____Legal Proceedings   _____Patient request 

_____Return To Work or Other Employment Assessment   _____School/Sports Assessment 

_____Transferring care to another Physician   _____Other ______________________________________ 

I give special authorization for the following information to be used or disclosed: 
❏ Psychological/Psychiatric/Mental Health Information (this includes Psychotherapy notes) 

❏ HIV/AIDS Information 

❏ Substance Abuse Information 

This authorization, for the treatment date(s) indicated above, will expire on ___________________, or after 90 days if not specified (or through the end of litigation). 

I understand that I have the right to revoke this authorization, in writing, at any time by sending written notification. I understand that, even if I revoke my authorization, it will not be effective to the extent Michael E. Joseph, MD has relied on it to use or disclose my protected health information, or if my authorization was obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a claim. I understand that the Notice of Privacy Practices discusses my right to revoke and my other rights. 

I have read (or had read to me) the above authorization and I understand my rights with regard to my protected health information. I have been provided with a copy of the authorization, if requested. 

__________________________________________
________________________________ Signature of Patient or Legally Responsible Person 

Date 
Midwest Regional Allergy, Asthma, Arthritis & Osteoporosis Center, PC

Michael E. Joseph, MD     1027 S Main St. Suite 202, Joplin MO 64801  
 417-624-0050     417-624-1331(fax)


