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HIPAA Privacy and Release of Information Authorization Form 

Patient Name: _____________________________________________  	Date of Birth: ________________________
Patient Name: _____________________________________________  	Date of Birth: ________________________
Patient Name: _____________________________________________  	Date of Birth: ________________________
Patient Name: _____________________________________________  	Date of Birth: ________________________
Patient Name: _____________________________________________  	Date of Birth: ________________________
I hereby authorize Weber Pediatrics, PLLC and its affiliates, its employees and agents, to use and disclose protected health information (e.g., information relating to the diagnosis, treatment, claims, payment, and health care services provided or to be provided to me and which identifies my name, address, social security number, Member ID number) for the purpose of helping me to resolve claims and health benefit coverage issues.  
I understand that any personal health information or other information released to the person or organization identified above may be subject to re-disclosure by such a person/organization and may no longer be protected by applicable federal and state privacy laws.
I understand that I have a right to revoke this authorization by providing written notice.  However, this authorization may not be revoked if its employees or agents have taken action on this authorization prior to receiving my written notice.  I also understand that I have a right to have a copy of this authorization.
I understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient and may no longer be protected by federal or state law.
I further understand that this authorization is voluntary and that I may refuse to sign this authorization.  My refusal to sign will not affect my eligibility for benefits or enrollment or payment for or coverage of services.  
I have been advised of this practice’s Privacy Practices, Payment Agreement, Disclosure Statement and Practice Policies, Insurance Policy and Guarantor Agreement, and grant the practice Medication History Authority.
Communication Consent and Patient Responsibility
To support convenient and secure communication, our practice uses Spruce Health, a HIPAA-compliant platform that allows you to message us securely through the Spruce app. We strongly encourage you to use the Spruce app to protect your personal health information, as all messages sent through the app are encrypted and meet HIPAA security standards. However, if you choose to communicate with us via standard SMS/text messaging, please understand that these messages are not secure and may expose your health information to unauthorized access. By signing below, you acknowledge that you have the option to use the secure Spruce app for all communications, and that if you choose to use SMS instead, you accept the risks involved and take responsibility for any potential privacy breaches that may occur through that method.
If applicable, Legal Representatives sign below:
By signing this form, I represent that I am the legal representative of the Member identified above and will provide written proof (e.g. Power of Attorney, living will, guardianship papers, etc.) that I am legally authorized to act on the Member’s behalf with respect to this authorization form.								Page 1 of 2

HIPAA Privacy and Release of Information Authorization Form cont.

Parent/Guardian Information for minors:
FIRST NAME:			LAST NAME:		    BIRTHDATE:	         RELATIONSHIP:       PHONE NUMBER:
_______________________     ____________________   _______________  ________________  ________________
_______________________     ____________________   _______________  ________________  ________________
_______________________     ____________________   _______________  ________________  ________________
_______________________     ____________________   _______________  ________________  ________________


OPTIONAL: I authorize the following person(s) to be present at any exam, consent to treatment by any provider and receive healthcare information at Weber Pediatrics PLLC.

FIRST NAME:				LAST NAME:				RELATIONSHIP:   PHONE NUMBER:
______________________________     ______________________________    _______________  ________________
______________________________     ______________________________    _______________   ________________
______________________________     ______________________________    _______________   ________________
______________________________     ______________________________    _______________   ________________

Emergency Contact:
FIRST NAME:				LAST NAME:				RELATIONSHIP:   PHONE NUMBER:
______________________________     ______________________________    _______________  ________________
______________________________     ______________________________    _______________   ________________

SIGNATURE REQUIRED BELOW

Parent/Guardian Signature:_________________________________________________________________________ 
Printed Name:___________________________________________________________ Date:____________________

Patient Signature (if 18 or over): _____________________________________________ Date: ____________________
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