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I authorize the use and/or disclosure of my protected health information as described in Section B below.  I 

understand that this authorization is voluntary. 

I understand that, if the persons or organizations I authorize below are not health care providers, they may further 

disclose the protected health information and it may no longer be protected by federal health information privacy 

laws. 

Section A:  Patient Information (please print): 

Name:    

Address:    

Account Number:  ___________________  Social Security Number:______________________  

Date of Birth: _______________________  Telephone: ________________________________ 

 

Section B:  Protected Health Information to Be Used and/or Disclosed: 

Do you wish for us to discuss all your protected health information with your family/friends or do you prefer that 

only specific information be released? 

⁫ All medical information, except psychotherapy information. 

        Psychotherapy notes. 

If this authorization is for psychotherapy notes, you must not use it as an authorization for any other 

type of protected health information.   

⁫ Specific information (please describe):  _________________________________________________________ 

 _________________________________________________________________________________________ 

 

Entities Authorized to Use or Disclose:  Wilmington Health 

Families, Friends and Other Authorized to receive and Use: (please name specifically any family/friends to 

which we may release your protected health information either in writing or verbally): 

______________________________________     _____________________________________ 

______________________________________     _____________________________________ 

 

SECTION D:  Purpose of Use or Disclosure of Protected Health Information. 

      So family member, friend or caregiver may have knowledge of or assist in my medical care or 

payment for medical care.          At the request of the individual 

      Other __________________________________________________________________________ 

 

SECTION E:  Expiration  

This authorization will expire (complete one):    ⁫  2 Years after my death 

      Until I revoke permission in writing                   Future Date ____/____/______             

⁫ On the occurrence of the following event: 

 __________________________________________________________________________________________ 
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Right to Revoke:  I understand that I may revoke this authorization at any time by giving written notice of my 

revocation to the Contact Office listed below.  I understand that revocation of this authorization will not affect any 

action you took in reliance on this authorization before you received my written notice of revocation. 

Contact Office:  Wilmington Health Privacy Officer  Telephone:  (910) 796-7701  

Fax:  (910) 772-1307  Address:  1202 Medical Center Drive, Wilmington, NC  28401 

E-mail:  privacy @wilmingtonhealth.com                              

Inability to Condition Treatment:  I understand that Wilmington Health may not condition my 

treatment on my refusal to sign this authorization. 

 

If you would like for us to leave medical information regarding your care (i.e. lab results) or appointments on an 

answering machine please complete the section below. 

Wilmington Health may leave a message regarding my medical information on the 

answering machine at this number  (         )          -                  . 

 

I acknowledge that I have been made aware of Wilmington Health’s Notice of Privacy Practices.  I have had full 

opportunity to read and consider the contents of the Wilmington Health Notice of Privacy Practices. 

 

SIGNATURE—YOU MAY REFUSE TO SIGN THIS AUTHORIZATION 

Signature:    Date:    

 

If this authorization is signed by a personal representative on behalf of the patient, complete the following: 

Personal Representative’s Name:    

Relationship to Patient:    

 
 

 

 

 

 

 

 

YOU ARE ENTITLED TO A COPY OF THIS AUTHORIZATION AFTER YOU SIGN IT. 

Include this authorization in the individual’s medical record. 
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