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AUTHORIZATION FOR DISCLOSURE OF MEDICAL OR DENTAL INFORMATION

In accordanc
it will ba used.

use; |

inforrmation.

This farm will not be uaed for the authorization o discloge alcohal or drug abuse patient information from madicel racords or
for authorization to disclose infarmation from records of an alcohol or drug abuse treatment program. in addition, any use as
an authorization to use or disclose psychotherapy notes may not be combined with anéther autherization except one o Use of
disclase paychotherapy notos.

a with the Privacy Act.of 1874 {(Public Law 93-B79), the notice informs you of the purposae of the form and haow
Please read it cerefully,

AUTHORITY: Public Law 104-191; E.0. 8387 {$SAN); DaD 8028.18-R.

PRINCIPAL PURPOSEI(S): This form is o provide the Military Treatment Facility/Dental Treatment Facility/TRICARE Haalth Plan
with a means to request the use and/or disclosure of an individual's protected hesith informatian.

ROUTINE USE(S): To any third party ot the indlvidual upon authorizatien far the disclosure from the individual for: persenal
nsurance; continued medical care; school; legal; retirement/separation; or other raasons.

DISCLOSURE: Valuntary. Failure to sign the suthorlzation form will resuit in the non-release of the pratectad health

PRIVACY ACT STATEMENT

SECTION & - PATIENT DATA

1. NAME (Last, First, Middie initisl) 7, DATE OF BIRTH (YYYYMMDD/| 3. SOCIAL SECURITY NUMBER
4. PERIOD OF TREATMENT: FROM - TO (YYYYMMDO) E. TYPE OF TREATMENT (X PR
| QUTPATIENT [} INPATIENT [ |eotH
SECTION it - DISCLOSURE
6. | AUTHORIZE . T0 RELEASE MY PATIENT INFORMATION T0:
) [Name of Faciity/TRICARE Health Flan)

a. NAME OF PHVYSICIAN, FACILITY, OR TRICARE HEALTH PLAN k. ADDRESS (Strest, Ciy, Stare and ZIP Codel
. TELEPHONE finclude Area Cods) d. FAX finclude Area Cotle)
ST REASON FOR REQUEST/USE OF MEDICAL INFGRMATION /X as spplicebls) .

PERSONAL USE CONTINUED MEDICAL CARE scHoOL D OTHER [Spécify) .

INSURANCE RETIREMENT/SEPARATION LEGAL
8. INFORMATION TO BE RELEASED
S AUTHORIZATION START DATE (YvYYMMDD) | 10. AUTHORIZATION EXPIRATION

’ DATE (YYYYMMDD) ACTION COMPLETED

SECTION Wi - RELEASE AUTHORIZATION

i understand that:

a. | have the right to revoke this authorization at any time. My ravacation must be in writing and provided to the facility
whera my medical records are kept or 10 the TMA Privacy Officer if this is an autharization tar information possessed by the
TRICARE Heaith Plen rather than an MTF or DTF. | am aware that if 1 later revoke this authorization, the person(s) | hersin
name wiil have used and/or disclosed my protectad infartmation on the basis of this authorization,

b, If] authorize my protected health information to be disclosed to someons who g not required to comply with federal
privacy protection regulations, then such infarmation may be re-disclosed and would no longer be protagted.

c. | hava a right to inspect and raceive a copy of my own protected heafth information to be used or disclosad, in aceardance
with the requiraments of the federal privacy protection ragulations found in the Privacy Act and 45 CFR §164.524.

d. The Military Health System (which includes the TRICABE Mealth Plan) may not cendition treatrment in MTFa/DTFs, payment
by the TRICARE Heszlth Plan; enroliment in the TRICARE Health Plan ot eligibility for TRICARE Health Plan benefits on failure 10
obtain this authorization. )

| request and authorize the named provider/treatment facility/TRICARE Health Plan to release the information described above
to the named individual/organization indicated.
11, SIGNATURE OF PATIENT/PARENT/LEGAL REBRESENTATIVE 12, RELATIONSHIP TO ﬂb.ﬁm.._mw 13. DATE [YYYYMMDD)

{tf applicable)

14, X |F APPLICABLE: 16. REVOCATION COMPLETED BY

REVOKED

AUTHORIZATION

SECTION IV - FOR STAFE USE ONLY (7o be completad only upon raceipt of written revacation)
. 16. DATE [YYYYMAIDD)

17. IMPRINT OF PATIENT IDENTIFICATION PLATE WHEN AVAILABLE

SPONSOR NAME!

. ) SPONSOR RANK:
FMPISPONSOR SSN:
BRAMCH Of SERVICE:
PHONE NUMBER:

" DD FORM 2870, DEC 2003
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AUTHORIZATION FOR DISCLOSURE ‘OF MEDICAL OR DENTAL INFORMATION

PRIVACY ACT STATEMENT

In accordance with the Privacy Act.of 1874 {Public Law 93-578), the notice ipfarms you of the purpose- of the form and how
it will be used. Plaase read it carefully,

AUTHORITY: Public Law 104-191; E.O. 9387 ISSAN}; DaD 80258, 18-R,

PRINCIPAL PURPOSE(S): This form ig 2o provide the Military Treatment Facility/Dental Trastment Facility/TRICARE Health Plan
with a means to request the use and/or disclosure of an ndividual's protected health information.

ROUTINE USE(S): To any third party or the individual upon authorization for the disclosure fram the individual for: personal
use! insurance; continued medical care; school; legal; retirement/separatian; or other reasons.

.D_%nrom..._xm" Voluntary. Failure to sign the authorization form will restlt in the' non-releass of the pratectad health
infarrmation,

This form will not be used for the authorization to discloge alcohol of drug abuse patient information fram medicel records or
for authorization to disclose information from records of an alcohol ar drug ahuse treatment program. in addition, any use as
an authorization to use or disclose psychotherapy notes may not bo combined with andther authorization except one to use of
disclose psychotherapy notss.

SECTION | - PATIENT DATA

1. NAME [Last, First, Middle Initisl) 2, DATE OF BIRTH [VYYYMMDD]| 3. SOCIAL SECURITY NUMBER
4. PERIOD OF TREATMENT: FROM - TG (YYYYMMDO) B. TYPE OF TREATMENT (X one/ -
| QUTPATIENT [ INPATIENT [ ] BotH

SECTION Il - DISCLOSURE

6. | AUTHORIZE " TO RELEASE MY PATIENT INFORMATION YO
) ~TName of Facilty/TRICARE Health Fisn)
o NAME OF PHYSICIAN, FACILITY, OR TRICARE HEALTH PLAN b. ADDRESS (Straet, City, State-ond ZIP Codel
c. TELEPHONE (includs Area Cods) d. FAX (include Area Code)
=T REASON FOR REQUEST/USE OF MEDICAL INFORMATION /X as spplicebla) ,
PERSONAL USE CONTINUED MEDICAL CARE scHooL [ ] OTHER fSpecify) .
INSURANCE RETIREMENT/SEPARATION LEGAL

8. INFORMATION TO BE RELEASED

8. AUTHORIZATION START DATE (YYYYMMDD} | 10. AUTHORIZATION EXPIRATION

_ DATE (YYYYMMDD) _ ACTION COMPLETED
SECTION 1l - RELEASE AUTHORIZATION

I understand that:

a. | have the right Ta revake this authorization at any rime. My revocation must be in writing and pravided to the facility
whara my medical recards are kept or to the TMA Privacy Officer if this is an authorizatieh for infermation possessed by the
TRICARE Health Plan rather than an MTF or DTF. | am aware that it [ later revoke this authorization, the person(s) | herein
narme will have usad andfor disclosed my protectad information on the basie of this autherization, .

b, I¥ | autharize my protected hesith information to be disclosed to someone who is not required te comply with federal
privacy protestion regulations, then such information may ba re-disclosed and waould no longer be protacted,

¢. | have a right to inspect and receive a copy of my own protected health information to be used or disclosed, in accordance
with the requirements of the federal privacy protection regulatiens found in the Privacy Act and 45 CFR &1 64.524,

d. The Military Health Systemn (which includes the TRICARE Hoeaith Plan) may not conditian treatment in MTFs/DTFa, payment
by the TRICARE Heslth Plan, enraliment in the TRICARE Health Plan or eligibility for TRICARE Health Plan benefits on failure 10
obtain this authorization. '

| requast and autharize the named pravider/treatment facility/TRICARE Mealth Plan to release the information described above
1a the named individual/organization indicated.

T s gy iy rral

A SIGNATURE OF PATIENT/PARENT/LEGAL REPRESENTATIVE 12, RELATIONSHIP TO PATIENT 13. DATE /YYYYMMDL]
{If applicabls}

SECTION IV - FOR STAFF USE ONLY (75 be completed only upon réceipt of written revocatian]
14. X |IF APPLICABLE: 15. REVOCATION COMPLETED BY 18, DATE /YYYYAMDD)

AUTHORIZATION
REVQKED

17. IMPRINT OF PATIENT IDENTIFICATION PLATE WHEN AVAILABLE

SPONSOR NAME:
SPONSOR RANK:
EMPISPONSOR SSN:
BRANCH OF SERVICE:
PHONE NUMBER:

" DD FORM 2870, DEC 2003



