Health Insurance Portability and Accountability Act

Patient Information Authorization


Request for release of personal information to 

Growing Family Foundation 
My signature below authorizes                     (Healthcare Provider Name) 

    , to release my personal information below to Growing Family Foundation for the purpose of applying for a Foundation Grant.  With this authorization I also approve the disclosure of related personal or health information required to support the Grant request (i.e., a very sick baby, a dire economic situation after the birth of a baby, special child care needs, etc). 





Patient Full Name (Please Print)



Baby’s Date of Birth





Patient Street Address





City

State 
   
Zip


Patient Phone # (if available)


Patient’s Signature







Date


Legal Guardian Signature (if required)





Date



    Healthcare Provider Name

Street Address

City

State 
   
Zip


By signing this authorization, I understand that:

· My information may be subject to re-disclosure and may no longer be protected by the Health Insurance Portability and Accountability Act of 1996.

· My treatment will not be based on my decision to sign above and that I am under no obligation to purchase any products or services at any time.

· I may revoke this authorization anytime prior to information being shared with Growing Family Foundation simply by notifying this healthcare provider in writing.

· This authorization will expire 1 year from the signature date that appears above.

A COPY OF THIS FORM TO BE PROVIDED TO THE PATIENT

