Healthy Living Program

Patient MRN:_________________

OnCall Health Living Program
51 Locust Street
Northampton MA 01060
P:413-584-7425 | F:413-584-7440

AUTHORIZATION TO DISCLOSE PROTECTED PATIENT HEALTH INFORMATION
This form is used to authorize release of protected health information. Complete all required sections ().
Patient’s Full Name:

Patients Date of Birth:

 Below choose on how OnCall and Party A (i.e. PCP, OBGYN, Employer, Delivering Hospital, Other Tx Center,
Specialist, or Insurance Co., etc.) can share or exchange the Patient’s Protected Patient Health Information and
Personally Identifiable Information, verbal, written, or otherwise (altogether “Patient Record”).

 Party A Name:
 Address:
 Phone:

 Fax:

Patient Record | Choose the Patient Record(s) to be disclosed (choose all that apply):
 Complete Medical Record
 Program/Treatment Adherence
 Dosage Verification
 Labs, Urine Screens & Confirmation Testing
 Treatment Verification
 Medical Emergency Response Information
 Billing/Referral Information
 Appointment and Scheduling
 Other – Describe the “Other” record type to be shared:

RE-DISCLOSURE BOX

Purpose of Patient Record | Patient Record(s) chosen above will be used for (briefly describe):
 Coordination of Care  All Billing Related Purposes  Emergency Communication
Other:_____________________________________________________________________________
Dates of Patient Record(s) To Be Released: From:
To:
AUTHORIZATION FOR RE-DISCLOSURE OF ALCOHOL/DRUG ABUSE TREATMENT RECORDS BY PARTY A:
OPTIONAL: Party A to exchange Patient Record with Party B and others noted below Party B (listed below)
is authorized to re-disclose my Patient Record(s) indicated above to:

__________________________________________________________________________________.
If my authorization is not provided directly above. I do not authorize “Party A” (listed above) to re-disclose,
exchange or share my Patient Record(s) with anyone else except as otherwise permitted or required by law.

 This Authorization will expire on (provide date)__________________(authorization can be granted for up to 1 year from
the signature date below) or automatically expire 30 days from signature date (if an expiration date is not specified).

PLEASE READ  I understand that federal and state regulations governing Confidentiality of Alcohol and Drug Abuse Patient
Records (e.g., 42 CFR Part 2, HIPAA) protect my privacy and confidentially. I can revoke this Authorization permitting access to my
Patient Record(s) at any time in writing as long as OnCall HLP had not already taken action in reliance on it. I recognize that the redisclosure of any further sharing or exchange of my Patient Record(s) as shown above may occur without my written consent by
someone who receives my Patient Record(s) in accordance with this Authorization that may result in a loss of my privacy
protection. I know that I have the right to request an accounting of the disclosures of my Patient Records. I understand also that
OnCall HLP will not condition my treatment at OnCall HLP on signing this Authorization except as permitted by law. I have read,
understand, and agree with this Authorization, and freely authorize the use and disclosure of my Patient Record(s) as shown
above.

 Signature

 Print Name

 Date
OnCall HLP Version 9/2018
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Verbal Release of Information
OnCall Urgent Care, LLC DBA OnCall Healthy Living Program is allowed to give verbal medical information or
updates about your DOT Physical and Certification results to your Power of Attorney or Healthcare/Legal
Reprehensive.
If you wish your family or your employer, the right to be verbally informed about your condition when they ask
please list the names of those people on the lines below.
I am authorizing the release of verbal medical information or account status information regarding my DOT
Physical and Certification, Care and Updates to the following individuals:
Name: _____________________________________Relationship: ________________________________
Name: _____________________________________Relationship: ________________________________
Name: _____________________________________Relationship: ________________________________
Name: _____________________________________Relationship: ________________________________

•
•
•

I wish that OnCall Healthy Living Program will continue to rely on the information on this form when
communicating with family members or my employer concerning DOT Physical and Certification.
I understand that I may revoke this authorization at any time.
I understand that if I revoke this authorization I must do so in writing. The revocation will not apply to any
information that has already been disclosed prior to receipt of written revocation.

I acknowledge that I have been notified of my rights pertaining to the confidentiality of my treatment
information/records under 42 CFR Part 2, and I further acknowledge that I understand those rights.

Signature: _____________________________________________________Date: ___________________________
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Notice of Privacy Practices
YOU ARE RECEIVING THIS NOTICE BECAUSE YOU ARE A PATIENT OF ONCALL. THIS INFORMATION
DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU
CAN GET ACCESS TO THIS INFORMATION. PLEASE READ IT CAREFULLY.

YOUR RIGHTS
When it comes to your health information, you have certain rights. This section explains your rights
and some of our responsibilities to help you.
Get an electronic or paper copy of your medical record
▪ You can ask to see or get an electronic or paper copy of your medial record and other health
information we have about you. Ask us how to do this.
▪ We will provide a copy or a summary of your health information, usually within 30 days of your written
request. We may charge a reasonable, cost-based fee.
Ask us to correct your medical record
▪ You can ask us to correct health information about you that you think is incorrect or incomplete. Ask
us how to do this.
▪ We may say “no” to your request, but we’ll tell you why in writing within 60 days.
Request confidential communications
▪ You can ask us to contact you in a specific way (for example, home or office phone, or not to contact
you) or to send mail to a different address.
▪ We will say “yes” to your requests.
Ask us to limit what we use or share
▪ You can ask us not to use or share certain health information for treatment, payment, or our
operations.
▪ If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that
information for the purpose of payment or our operations with your health insurer. We will say “yes”
unless a law requires us to share that information.
Get a list of those with whom we’ve shared information
▪ You can ask for a list (accounting) of the ties we’ve shared your health information for six years prior
to the date you ask, who we shared it with, and why
▪ We will include all the disclosures except for those about treatment, payment and health care
operations, and certain other disclosures (such as any you asked us to make). We’ll provide one
accounting a year for free but may charge a reasonable, cost-based fee if you ask for another one
within 12 months.
Get a copy of this privacy notice
▪ You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice
electronically. We will provide you with a paper copy promptly.
Choose someone to act for you
▪ If you have given someone medical power of attorney or if someone is your legal guardian, that
person can exercise your rights and make choices about your health information.
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▪ We will make sure the person has this authority and can act for you before we take any action.
File a complaint if you feel your rights are violated
▪ You can complain if you feel we have violated your rights by contacting us:
OnCall Healthy Living Program
Kate Sorensen
Tele: 413-584-7425 x304
Online form: www.yourhealthylivingprogram.com
▪ You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights
by sending a letter to:
200 Independence Avenue, S.W.
Washington, D.C. 20201
Calling 1-877-696-6775, or
Visiting www.hhs.gov/ocr/privary/hipaa/complaints/.
▪ We will not retaliate against you for filing a complaint.

YOUR CHOICES
For certain health information, you can tell us your choices about what we share. If you have a clear
preference for how we share your information in the situations described below, talk to us. Tell us what
you want us to do, and we will follow your instructions.
In these cases, you have both the right and choice to tell us to:
▪ Share information with your family, close friends, or others involved in your care
▪ Share information in a disaster relief situation
If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and
share your information if we believe it is in your best interest.

ONCALL RESPONSIBILITIES
▪ We are required by law to maintain the privacy and security of your protected health information.
▪ We will let you know promptly if a breach occurs that may have compromised the privacy or security
of your information.
▪ We must follow the duties and privacy practices described in this notice and give you a copy of it.
▪ We will not use or share your information other than as described here unless you tell us we can in
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.
▪ For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

OTHER INFORMATION / THINGS YOU SHOULD KNOW
We typically use of share your health information in the following ways.
Treat you
▪ Once you sign a consent to treatment, we can use your health information and share it with other
professionals who are treating you. Example:
▪ We may need to disclose your health information to a case manager coordinating your care.
Run our organization
▪ We can use and share your health information to run our practice, improve your care, and contact
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you when necessary. Example:
▪ We use health information about you to manage your treatment, evaluate practitioners, and
improve quality.
Bill for your services
▪ We can use and share your health information to bill and get payment from health plans or other
entities. Example:
▪ We give information about you to your health insurance plan so it will pay for your services.
We will not market or sell your health information
▪ We are allowed or required to share your information in other ways – usually in ways that contribute
to the public good, such as research. We have to meet many conditions in the law before we can share
you information for these purposes. For more information see:
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
http://www.healthinfolaw.org/federal-law/42-cfr-part2
Do research
▪ We can use or share your information for health research.
Comply with the law
▪ We will share information about you if the law allows or requires it.
Address government requests
▪ We can use or share health information about you:
▪ With health oversight agencies for activities authorized by law
Respond to legal actions
▪ We can share health information about you in response to a court order and subpoena.
(See Health Insurance Portability and Accountability Act of 1996 (HIPAA) & 42 CFR Part 2))
▪ If you have any questions about any of the notices above:
ONCALL HEALTHY LIVING PROGRAM
51 Locust Street
Northampton MA 01060
T: 413-584-7425 x304
F: 413-584-7440
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Notice of Privacy Practices
Signature Page
This sheet is to confirm that the client listed below received a copy of the Notice of Privacy Practice
which explains how the patient’s medical information may be used and disclosed and how they can
get access to this information.
We understand that health care information is personal and sensitive. Only the use of
appropriate authorizations filled out and signed by the patient allow us to disclose medical
information. Re-disclosure cannot occur without additional patient authorization.
Unauthorized re-disclosure or failure to maintain the confidentiality of patient information is
punishable under Federal and/or State Law.
Your medical record is protected by federal confidentially rules (42 C.F.R part 2). The federal
rules prohibit OnCall HLP from making any further disclosure of your information unless
further disclosure is expressly permitted in writing by you or as otherwise permitted by 42
C.F.R part 2. A general authorization for the release of medical or other information is NOT
sufficient for this purpose. The federal rules restrict any use of the information to criminally
investigate or prosecute any alcohol or drug patient.
Please sign below that you understand the information that has been provided to you and
had the chance to ask any questions regarding the protection and disclosure of your medical
information.
Patient Name (Print): _______________________________________________
Patient Signature: __________________________________________________
Date: ____________________________________________________________

