Manual Therapy NYC
Delia Ahouandjinou, LMT, CST
New York State License No: 023776
32 Union Square East, # 612
New York, NY 10003
Phone: 1.646.417.1837
www.manualtherapnyc.com

AUTHORIZATION TO USE OR DISCLOSE HEALTH INFORMATION

Patient name: ______________________________________ Date of Birth: _______________________

Address:_____________________________________________________________________________

Phone Number: ____________________________ email: _____________________________________


I, __________________________________ authorize Manual Therapy NYC and Delia Ahouandjinou, 

[bookmark: _GoBack]LMT, CST, to discuss, release or request medical information and records to: 

Doctor or Hospital or Practitioner: _________________________________________________________

Phone No. ___________________________________________________________________________

Address: ____________________________________________________________________________

I understand that:

· By signing this form, I am permanently authorizing the use/disclosure of protected health information as indicated above. 
· I may revoke this authorization at any time informing Manual Therapy NYC and Delia Ahouandjinou, LMT, CST, in writing, except to the extent that action has been taken based on this authorization.
· I may request a copy of this signed form. 
· A photocopy of this authorization shall constitute a valid authorization.
· If the receiving party is not subject to medical records privacy laws, the information may be re-disclosed by the recipient and may no longer be protected by federal or state law. Manual Therapy NYC and Delia Ahouandjinou, LMT, CST, shall not be held liable for any consequences resulting from re-disclosure.
· If the information to be released contains any information about HIV/AIDS, alcohol or substance abuse, mental health, or psychiatry notes, state or federal regulations may have additional compliance requirements.
· My treatment, payment, enrollment, or eligibility for benefits will not be conditioned on whether I sign this authorization.
· I am signing this form voluntarily. 

Patient: ________________________________________________ Date: ________________________

If the patient listed above is a minor or is unable to sign, and you are a parent, legal guardian, or personal
representative signing on behalf of this patient, please sign above and complete the following:

Legal representative: _____________________________________ Date: ________________________

Relationship to Patient: _________________________________________________________________
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