
PATIENT AUTHORIZATION FOR USE AND D1SCLOS'ORB OF �ROTECT.ED HEALTH ll'!FO:RMA.TlON 

I authorize Life P,MS .A.mbuianee and. i'!S a.ffi'!iates ( .. Life EMS") to use �d!or disclose the following PHI to: 
'/ : (Describe specifically the in:fonna.tion to be used mld!Ot disclosed, 

Nllmc of indh'i!?� or cotity to receive the PHI 
· such as date(s) of service, type of services, demographic :i.nfo;o:nati.on, origin of i:oformation): ---�---�-

�--------��--------------------�-------

wliicli may itl.cludc ±nfon:oati.on about cottl1llmrlcabJe disea:;� lili.d serious commu.nicable disease$ and infections as 
detin.ed by Michigan statute �d rules which includ; �·ven.ereal dlsea.se •'V,D''• tuberonlosis "TB", h'l.lll:Wl 
ipnnun.odeficiency virus "BIV", !1-cqui:red immWlodeficiency syndrome; ''AIDS", a:o.d AIDS :related comple:x. 
".ARC"; alcohol and chug abuse records protected u:nder the rcgulatiens in 42 Code o£ :Fcde:ra.l Regulations P!Ut 2; or 
mental bealih treatment x-eccirds, psychological a:r,�,d social ser.vices records :includjng coxm:mmioations xnade by me to . 
a social worker� psyobiatrlst o.- psychologist. 

· 

The pmpose of this use and disclo�>urf' is a't my ,;eques,t unles!l :mofh.er pl.lXpose is stated bere. (Descrlb6 tlle putpose 
o:r ;pm:poses for whlch t1:Je Ambulauce Company wiU use a.nd!oi' disclose tb.e :Pm. such as sepd.ing the PH.I to the 
loeal high school jfthe patient was injured at a high scJJ.ool sporting event. If the pm;pose :is a r�earch study, this 
form must not include any otherpm:poses)=
-�----�-�--�---------------

� ------------��----�-� . .  �,. ----�--�----� 

Life EMS will wi.U not receive payment or other r�u.neration from · 

� � 
· ' � Nll.me cf entity to reee.ive the Pm 

or any other third paey in e:xch:mge for the use andlo:t' disclosure offue PHI. · 

. . 

,.._ I Ullderstp,ld fuat the pw:pos� (s) of tho use ax1dlor disclosure are set forth so that I can. make an blfonnod 
decision about whether to allow tb.e me and/or dil:lclosure of the PHI. 

;... I u:ndersta.nd that I have the right :to refUse to sign this z;�tl;lorization. 
)II>- ·r Understand that I do not ha..,e to sigu tb.is auiho�1}0n in ord� to receive treatme.p,t, e:K.cept :research 

related 1ree.tnumt, ·:from. Life EMS. • · · · · 

..... I understand that when Life BMS uses and/or disclosell:.my PHI m accordance with this authodzation. the 
recipient may redisclose fb.e infbml.S.tion to other );>BJ"soii..s and the informa.tiol:l. ;may no longer be protected 
by fe<lm:al '?l' state laws. 

� I UD.det"�>tand that I have the right to revo:k:e this a.uthorlution"at any 'time in writing exeept 1o the e?ct:ent Life 
EMS ha.!! acted in re!.i:Ulce upon this authorlzatioD.. · 

� l UD.dorstand and agree that lllY written revocation must be submitted to tho Prlva.ey Officer at fb.e fo llowin.g 
address: 1275 Cedar Street NE, Grand Rapids, :Zvfi 49503. · 

,.._ A faxed signature to Ambulance Company shall be va.liq � an original. 
,.· l 

, � l 

Tids authorization �h'es on� year from the dat-e it is signed, mii�s :mother c:x:pim.tion da.te or event is written here: 
�----.::-::-:�-::--"""7:���·· (E;q>h'atl.ou Date or Oecmrence of Defined Evet�.t. It i2 sufficient to .state "end 
of reseaxch study", ''nolle" or sim.ila:r language if a:uthorlzatiou �s for use or disclosure of :PHI 1-or researcll.) 

.Pati_ent Name: Patient SS#� 
--�---�� 

Signed by: . Date: 
Sign:�.ture ofPatimtor Patient'� hn:onal :ReJ»=tativ� 1 :.. """" 

------�---� 

. ·� � .. ,. Personal Representati:�e·� Na:me (if applicable): --;w::��:::-��--------------�-
D . n· .c'h -1 .,.., • ' th 

. Printor�.":.. "' 
escnp on o ... ..-erson..u ""'epresen.ta.tiv� s ·au onty to act on behalf of patient:�=;-;:-;=-==-===-------P A 'T'lENI' OR :t'ERSONAL l<EPR.:ESENTATIVB :MUST BE PROVIDED A COPY OF SIGNED 

AUI'HOR'tZA.TION 

tonym
DTL
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