
AUTHORIZATION FOR DISCLOSURE OF MEDTCAL OR DHNTAL INFORMATION

PRIVACY ACT $TATEMENT
ln accordance with the Privacy Act of 1974 (Public Law 93-579), the notice informs you of the purpose of the form and how it  wi l l  beused. Please read i t  careful ly.
AUTHORITY:  Pub l ic  Law 104-191;  8 .O.9397 (SSAN) ;  DoD 6025.18-R.
PRINCIPAL pURp0$E{5): This fo.rm is to provide th; Mil i tary Treatment Faci l i tyiDentat Treatment Faci l i ty/TRICARE Heatth plan witha means to request the use and/or disclosure of an individual 's protected health information.
ROUTINE USE($): To arry third party or the individual upon aulhorization for the disclo$ure from the individuat for: peroonal use;insurance; continued medical care; school; legal; ret irement/separation; or other reasons.
DISC-LOSURE: Voluniary- Fai lure to sign the authorizal ion foim wil l  result in the non-felease of the protected health information.This form wil l  not be used for the authorization to disclose alcohol or drug abuse patient information irom medical records or forauthorization to disclose information from records of an alcohol or drug a-buse treatment program. In addit ion, any u$e as anauthorization to use or disclose psychotherapy notes may not be comb]ned with another r iui l ior izat ion except one to use or disclosepsychotherapy notes.

SECTIONI "PAT IENTDATA
1. NAME (Last, First, Middle lnitial) 2, DATE OF BIRTI{ (YYYYMMDD) 3. SOCIAL SECURITY NUMBER

4. PERIOD OFTREATMENT: FROM -TA (YYYYMMDD) 5. TYPE OF TREATMENT 6 one)

IoUTPAT|ENT 
'  'TNPAT|ENT 

I  i
SECTION I I "  DISCLOSURE

TO RELSASE MY PATIENT INFORMATION TO:

a. NAME OF FHYSICIAN, FActLtTY, OR TRTCARE HEALTH PLAN

FOX ARMY HEALTH CENTER ATTN: PAD/RoI

b. ADDRESS (Street, City, Siaie and ZIP Code)
41OO GOSS ROAD
RED$TONE ARSENAL, ALABAMA 35809-7OfJO

c. TELEpHONE (tnctude Area code) 256-955-BB8B ext 1600 d. FAX (lnctude Area Cacte) 256-842-A655
REASON FOR REQUEST/USE.OF MEOICAL INFORMATION (X as appticabre) (optionat)
PERSONAL USE i 

' 
corurrruuED MEDICAL CARE j i scuool ; ! OrHun gpecify)

, ; _ _I N S U R A N C E  l l n f f t n r m E N T / S E p A R A T t O N  : l L E G A L
8. TNFORMATTON TO BE RELEASED (ptease be speciflc, if appticable)

9. AUTHORIZATION $TART DATE UYYYMMDD)

I onre (YYYYMMDD)

a' I  have the r ight to revoke this authorization at any t ime. My revocation must be in. writ ing and provided to the faci l i ty where my medicalrecords are kept or to the TMA Privacy off icer i f  thi i  is an auihorization for information poisess[o oy g'L rntcRRg Health plan ratherthan an MTF or DTF' I  am aware that i f  I  later revoke lhis authorization, the person(s) t  herein name *i l l  have used and/or disclosed myprotected information on the basis of this authorization.
b' l f  I  authorize my protected health information to be disclosed to someone who is not.required to comply with federal privacy protectionregulat ions, then such information may be re-disclosed and would no longer bu prote.tea.
c'  I  have a r ight to inspect and receive a copy of my own protected health information to be used or disctosed, in accordance with therequirements of the federal priv.agl protection'reguldt ions iouno in the privaiy Act and 4s cen S io+.sza.d' The Mil i tary Health syslem (which includes ihe TRICARE Health r]a1) qrlrv nol condit ion tr6atment in MTF5/DTF5, payment by theTRIcARE Health Plan, enrol lment in the TRICARE Health Plan or erigibi i i iy roTrRtcARE Heattn i ian uenefi ts on faiture ro obtain thtsauthorization.
I request and authorize the named provider/treatment faci l i ty/TRIOARE Health plan to release the information described above to thenamed individual/organization indicated.

I understand that:

1 1. SIGNATURE OF PATIENT/PARENTILEGAT REPRESENTATIVE 12, RELATIONSHIP TO PATIENT 13. DATE (YYYYMMDD)

$EQIION lV . FoR STAFF USE ONLY (Io be
15. REVOCATION COMPLETED BY

17. IMPRINT OF PATIENT IDENTIFICATION PLATE WHEN AVAILABLE

SPONSOR NAME:
FMP/IAST 4 SPONSOR SSN:

Patient Contact lrlumber:

DD FORM 2870, DEC 2003
APD PE V l .O1ES


