Alaska State Medical Association

Physician Health Committee

P.O. Box 110557 • Anchorage • Alaska • 99511-0557
(907) 561-9644

E-Mail: PHCAK@alaska.net


           AUTHORIZATION FOR THE RECEIPT/RELEASE OF INFORMATION

I, Clients name 



Address 





Phone 



 ___________________Birth Date 





Authorize the following person or Agency

	

	

	

	

	


To furnish to and/or receive from the Physician Health Committee, the following information, indicated by my initial, which will assist the Physician Health Committee in my monitoring.  You or your institution and the Physician Health Committee are hereby released from all liability that may arise from the release of such information.




 Evaluation




 Treatment Plan




 Medical History



 Continuing Care Plan




 Discharge Summary 



 Other (Specify)

I understand that this consent is subject to revocation by me at any time, except to the extent that action has been taken in reliance on this consent prior to revocation. 

This consent will remain in effect as long as I am under contract with the Physician Health Committee of the Alaska State Medical Association.
Client






Date

Witness





Date

PROHIBITION ON DISCLOSURE: This information has been disclosed to you from records whose confidentiality is protected by federal law.  Federal regulations (42 CFR) Part 2 prohibit you from making any further disclosure of this information except within the specific written consent of the person to whom it pertains.  A general authorization for the release of medical or other information is held by another party is not sufficient for this purpose.  Federal Regulations state that any person who violates any provision of this law shall be fined not more than $500 in the case of a first offense and not more than $5000 in the case of each subsequent offense.
August 2019

