Grand River Surgery, PLLC

2093 Health Drive SW Suite 300  Wyoming, MI  49519  (616) 532-8100
310 Lafayette Ave SE  Suite 301  Grand Rapids, MI  49503 (616) 685-6900

Authorization For Use or Disclosure of Protected Health Information

Patient’s Name__________________________________

Date of Birth _________________

I authorize Grand River Surgery PLLC and it’s physicians and/or administrative and clinical staff to (check and initial all that apply): 

____   Disclose, allow access of and/or release  the following protected health information to:  West Michigan Surgical Specialists PLC.   ________ (Initial)

____   Disclose, allow access of and/or release medical information specifically related to psychiatric or mental health treatment, substance abuse or dependency to: West Michigan Surgical Specialists PLC.  ________ (Initial)
This authorization shall be in force and effect until ________________________  [specify (1) date  or  (2) one year from the date in which the authorization is signed below  if a specific date is not indicated above]  at which time this authorization to use or disclose this protected health information expires. 

I understand that I have the right to revoke this authorization, in writing, at any time by sending such written notification to the attention of:  Privacy Contact, at: Grand River Surgery PLLC 2093 Health Drive SW Suite 300  Wyoming, MI  49519.   I understand that a revocation is not effective to the extent that my physician has relied on the use or disclosure of the 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 information used or disclosed pursuant to this authorization may be disclosed by the recipient and may no longer be protected by federal or state law.

My physician will not condition my treatment, payment, enrollment in a health plan or eligibility for benefits (if applicable) on whether I provide authorization for the requested use or disclosure except (1) if my treatment is related to research, or (2) health care services are provided to me solely for the purpose of creating protected health information for disclosure to a third party.

The use or disclosure requested under this authorization will result in direct or indirect remuneration to my physician from a third party.  [If applicable because the authorization is obtained for marketing purposes.]

_______________________________________           _______________________________________
Signature of Patient or Personal Representative             Print Name of Patient or Personal Representative

_______________________________________         ________________________________________
Date





         Description of Personal Representative’s Authority
