Inland Psychiatric Medical Group, Inc.
AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION

FOR MENTAL HEALTH / CHEMICAL DEPENDENCY

Check the box that applies: 





Dates of Treatment: _________________________
(  ) Release my IPMG records to
(  ) Obtain my Medical Records from
(  ) Make records available for review: (Confirm record review appointment) 

(  ) Release billing summary  
(  ) Release for another individual: 
Full Access
Appointment Scheduling Only 

Individual / Agency Name: _________________________________________________________________________

                                                                                                                                                   Relationship to Patient
Address: ________________________________________________________________________________________

City: _________________________________ State: _________________ Zip: _______________________________

Phone: ( __________ ) ____________ - _______________   Fax: ( __________ ) ___________ - _________________

Records released are authorized for the following purpose:

Continued Care
Personal Use

Patient Access

Other: ____________________________________
I understand authorizing the disclosure of the information identified above is voluntary. I do not need to sign this form to ensure healthcare treatment. I understand that I have the right to revoke this authorization at any time. I understand that if I revoke this authorization I must do so in writing and present my written revocation to the Office Staff.  I understand that the revocation will not apply to information that has already been released in response to this authorization. I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy. Unless otherwise revoked, this authorization will expire on the following date, event or condition: ___________________ If I fail to specify an expiration date, event or condition, this authorization will expire twelve months from the date of signature.
I understand that I may inspect or obtain a copy of the information to be used or disclosed, as provided by the HIPAA Privacy Act. I understand that I can obtain more information about these rights from our Privacy Practices Notice.  I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal confidentiality rules. If I have any questions about disclosure of my health information, I can contact the Medical Records Department or the HIPAA Privacy Officer.

Patient Name: _________________________________________________________ DOB: _____________________



Last



     First 


          M.I.

SS #: ____________________________________ Phone #: ( __________ ) ____________ - ____________________

______________________________________________________ 
___________________________________

Signature of Patient or Legal Representative




Date

______________________________________________________

Relationship to Patient

(  )  1809 W. Redlands Blvd. Redlands, CA 92373 P:  909-335-3026  F:  909-335-3167
(  )  8710 Monroe Court, Ste. 150  Rancho Cucamonga, CA 91730  P: 909-941-4870  F: 909-941-4875

(  )  540 W. Baseline, Ste. 3, Claremont, CA 91711 P: 909-625-7175  F:  909-625-7268

(  )  1080 N. Indian Canyon Road, Ste. 206, Palm Springs, CA 92262  P: 760-322-4400  F: 760-327-8923

(  )  14350 Civic Drive, Ste 280, Victorville, CA 92392  P: 760-243-7700  F:  760-243-1112

(  )  1800 Western Ave,  Ste. 102, San Bernardino, CA 92411  P:  909-887-6300  F:  909-887-6388 

