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NOTE:	THIS INFORMATION IS DOCUMENTED IN THE ELECTRONIC MEDICAL RECORD
Cardiology Associates of North Mississippi, P.A.
	
DISCLOSURE OF PROTECTED HEALTH INFORMATION
Patient Identification: ______________________Name (Last name first)
	       ____________________  Address
	       ____________________  Other Provider Identification for Patient
Date of disclosure:   ___________________
Name, affiliation, and, if known, address of person to whom disclosed:
		       ________________________
		       ________________________
		       ________________________
		       ________________________
Description of Information disclosed:
_________________________________________________________________________________
_________________________________________________________________________________
Authority for Disclosure: 
	Individual authorization (attach)*			Required by law*
	Authorized Public Health Activities*		Report of Abuse*
	Health Oversight Agency Activity*		Judicial or Administrative Proceeding*
	Law Enforcement Purposes*			To Coroner or Medical Examiner
	Organ, Eye or Tissue Donation			Research Purposes*
	Avert Threat to Health or Safety*		Specialized Government Function*
	Gov't Program (gov't entities only)		Workers' Compensation
*	See reverse for documentation or information required. 
							



DISCLOSURE FORM - 1 (Page 2)
DOCUMENTATION OR INFORMATION AUTHORIZING DISCLOSURE
Place a  on applicable box and complete box requirements.  


	Individual authorization:   			Required by law:
	Attach Authorization Form			__________________________________
Identify legal authority

	Authorized Public Health Activities:  		Report of Abuse:  
	Identify the public health activity			Identify any law requiring report  
	pursuant to which the disclosure			_________________________________or 
	is made.					Attach Patient's authorization, or
	____________________________		  Decision was made without patient
							      authorization and notice of disclosure
	____________________________		      was given to patient.
	
	Health Oversight Agency Activity:  		Judicial or Administrative Proceeding:
	Identify agency and activity involved.		Attach order if disclosure required. 
	_____________________________		Otherwise attach "Satisfactory Assurances" of requester and copy of letter giving notice.

	Law Enforcement Purposes:			Research Purposes
	Identify Law Requiring				Reference IRB or Privacy Board Waiver:
	__________________________, or		_____________________________________
	Attach Order or Legal Process Requiring, or
	Check permissible disclosure:

	  Locating suspect, witness, etc.
	  Information about crime victim
	  Decedent is suspected crime victim
	  Suspected crime activity here
	  Suspected crime at emergency site		

	Avert Threat to Health or Safety			Specialized Government Function
	Explain threat:						Identify function:
							____________________________________	
	________________________________

	________________________________
	______________________________

DISCLOSURE APPROVED BY: _____________________________________
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