COUNTY OF SAN DIEGO

REVOCATION OF AUTHORIZATION

TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION

I hereby REVOKE authorization for use or disclosure of the named individual’s health information as described below.

	
	Date:  

     

	PATIENT/RESIDENT/CLIENT

	Last Name:

     
	First Name:

     
	Middle Initial:     

	Address

     
	City/State:

     
	Zip Code:

     

	Telephone Number:

     
	AKA’s:

     
	SSN:

     
	Date of Birth:

     

	INDIVIDUAL OR ORGANIZATION ORIGINALLY AUTHORIZED TO MAKE THE DISCLOSURE:

	Last Name or Entity:

     
	First Name:

     
	Middle Initial:

     

	Address

     
	City/State:

     
	Zip Code:

     

	INDIVIDUAL/ORGANIZATION ORIGINALLY AUTHORIZED TO RECEIVE THE INFORMATION:

	Last Name or Entity:

     
	First Name:

     
	Middle Initial:

     

	Address


     
	City/State:

     
	Zip Code:

     

	Treatment Dates:     

	AUTHORIZATION TO USE OR DISCLOSE THE FOLLOWING INFORMATION IS HEREBY REVOKED: (PLEASE CHECK)

	 FORMCHECKBOX 
  History and Physical Examination

 FORMCHECKBOX 
  Discharge Summary

 FORMCHECKBOX 
  Progress Notes

 FORMCHECKBOX 
  Medication Records

 FORMCHECKBOX 
  Interpretation of images:  x-rays, sonograms, etc.    

 FORMCHECKBOX 
  Laboratory results

 FORMCHECKBOX 
  Dental records

 FORMCHECKBOX 
  Psychiatric records including Consultations

 FORMCHECKBOX 
  HIV/AIDS blood test results; any/all references to                                          those results
	 FORMCHECKBOX 
  Physician Orders

 FORMCHECKBOX 
  Pharmacy records

 FORMCHECKBOX 
  Immunization Records

 FORMCHECKBOX 
  Nursing Notes

 FORMCHECKBOX 
  Billing records

 FORMCHECKBOX 
  Drug/Alcohol Rehabilitation Records

 FORMCHECKBOX 
  Complete Record

 FORMCHECKBOX 
  Other (Provide description)      


____________________________


	Limits of Revocation:  I understand that this revocation will not apply to information that has already been released based on the authorization I signed on a prior date.

	SIGNATURE OF INDIVIDUAL OR LEGAL REPRESENTATIVE

	Signature:

     
	Date:

     

	If Signed by Legal Representative, Relationship of Individual:

     


	County of San Diego
REVOCATION OF AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION
	Client:   


Record Number: 



Program: 




     23-08 HHSA (04/03) 



      (04/05)



