FIRST PHYSICAL & FUNCTIONAL REHAB INC

WAHIAWA: 735 California Ave, HI 96786 * 628-9988 FAX:621-3388

WAIANAE: 85-885 Farrington Hwy, Waianae, HI 96792 *696-4764 FAX:696-2853

WAIPAHU: 94-689 Farrington Hwy, Waipahu, HI 96797 *676-7700 FAX:676-7708

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

I hereby authorize First Physical & Functional Rehab to release to, obtain from and/or discuss with all medical providers, case managers and insurance carrier

 any and all information pertaining to care and treatment of the injury indicated below.

The disclosure of medical records is for the purpose of providing medical care, assisting in medical case management and for processing claims.

I understand this authorization may be revoked in writing at any time.

Patient Name:_____________________________________________________________

Date Of Injury:____________________________________________________________

Effective Date:____________________________________________________________

Copy of:       ______MRI   ______X-RAY       _____CT scan        _____ Surgical Report       ____Misc:____________________________________

____________________________________________________________________________                                ______________________________________

Patient Signature                                                                                                                                                             Date

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE

By signing this form, you acknowledge that (First Physical & Functional Rehab) has given you a copy of its Privacy Notice, which explains how your health information will be handled in various situations.  We must try to have you sign this form on your first date of service with us after April 14, 2003.  

This includes the situation where your first date of service occurred electronically.

If your first date of service with us was due to an emergency, we must try to give you this notice and get your signature acknowledging receipt of this notice as soon as we can after the emergency.

I have received (First Physical & Functional Rehab) Privacy Notice.

Print Name:______________________________________________________________________________________________________

________________________________________________________________________                                           ___________________________________

Patient/Parent/Legal Guardian Signature                                                                                                                           Date   

__________________________________________________________________________________________________________________________________

________________________________________________________For Office Use Only________________________________________________________

First Physical & Functional Rehab staff should complete if Acknowledgement Form is not signed:

        1.
Does patient have a copy of the Privacy Notice?               (    ) YES             (    ) NO

2. If you answered “NO” above, please explain why the patient did not sign an acknowledgement form and First Physical & Functional Rehab efforts in trying to obtain the patient’s signature. (check all that apply).

(  ) Patient Unable to Comprehend    (  ) Patient/Legal Representative Left Before Signature Obtained

(  ) Patient Communication Barrier   (  ) Emergency Admission/Patient Not Present for Registration

(  )  Legal Representative not Available  (  ) Patient bypassed Registration-Not Available

(  ) other_______________________________________________________________________________________________________________________

3. Completed by:

_________________________________________________________________      ______________________________     ________________________

Employee Signature






Title



 Date     

