
The 

1809 E. 13 th St., Suite 100, Tulsa, OK 74104 

Phone: (918) 582-6800 

� ORTHOPAEDIC 
CENTER 

Fax: (918) 582-6060 
www.toctulsa.com 

AUTHORIZATION TO USE OR SHARE PROTECTED II EAL TH INFORMATION (PHI)

I. INDIVIDUAL INFORMATIO� (FOR PERSO� \\'HOSE INFOR'\IATIOi'\ \\'JLL BE SHARED)

:-Same Date of Birth Account# 

Address Cit} 

Area Cock & Telcplwnc '-.umber State Zip 

11. SCOPE & Pl RP0SE FOR �IL\IH \{; I\ 1·0101-\ 110\
I understand protected health informatinn i� i11lor111atio11 th,ll idcmille� me. I herebJ authorize The Orthopaedic Center to
slrnre Ill) protected he.dth information as set forth bclu,,. lur rt·asons in addition to those alrcad) permitted by law. 

A. Person/Organiz:1tio11 Receiving Information and Purpose for Sharing
Person-'Organization Authorized to Receive ivly Information 
( '\'ame. Adclress, Phone & Fax) Relationship Purpose for Sharing Information 

8. h1formntion to be shared:
D Psychotherapy Notes (if checking this box, no other boxes nrnJ be checked) 
D Entire �-ledical Record D :,.,1en1al Health Records D Substance Abuse Records 
D � I RI :X-rn) 
D Billing Information for ___ _ 
D ;\ledical information compiled between ________ and _______ _ 
DOthe1: 
I understand lhat h� , oluntaril_, sil!nin)! this authorizalion: 
• I au1hon1.: the u,e or di�ck"urc· ,,I' 111) l'I I [ ,h (loc'rilwd ,1b,n e 1i.,r thi: pl1rpose(s I li�tcd. 
• I ha,e the nght HI\\ ithdra" pi:rm1ss11m 1�,r tl1,: rde,bi: -,1 Ill) inlc.lrlll-lti011. If I sign this authorization to use or disclose 

informati,rn. I can re,okl.' this ,1utlwri1,1til•ll at ,lll) time. I hi: rc'\(Kation must be made in writing to The Orthopaedic 
Center and,, ill 1101 affect information that h.1, al read) bc.:n us.:d or disclos.:d. 

• I hnve 1hc right to receive u cop) of this authorinttion.
• I understand that signing this authorization will not affect 111) eligibility for benefits, trealment, enrollment, or payment of

claims. 
• \-ly medical information llHI) indicate that I have a communicable anc!lor non-communicable disease which may include, 

but is not limited to diseases such as hepatitis. S) philis. gonorrhea. or HI\' or A IDS and 1or ma) indicate that I have or have 
been treated for psychological or psychiatric conditions or substance abuse, 

• I understand J may change this authorization at an) time b) "riting to The Orthopaedic Center.
• I understand that I cannot restrict information that ma) have alreadJ been shared based on this authorization, 
• Information used or disclosed pursuant to the authorization may be subject to redisclosure by the recipient and no longer be 

protected b) the Privac) Regulation.

l II less rcrukcd or otherwise indicated, this authorization's automatic expiration date will be one year from the date of
Ill) signature or upon lhe occurrent•e or the following c\·cnt: _________ _ 

Signature of Pat ic11t or Legal Rcprc�e111a1i, c 

Dcsaiption of'Leg.il Rcpres�·ntati,c·s ,-\uthont) 

Date 

Expiration Date (if longer than one year from date of signature 
or no e\'ent is indicated) 

Do not "rite below th is line: for completion by The Orthopaedic Center only. 

Accepted by: ______________________ _ Date: _____________ _ 
lnlormation was provid.•d 10th� mdh idut•I 011 the folio" 111g dmc 
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