)‘, Broad Top

Health & Wellness Broad Top Area Medical Center, Inc.
T AUTHORIZATION FOR THE RELEASE OF CONFIDENTIAL INFORMATION
PATIENT NAME: DOB:
ADDRESS: SS#: - -
PHONE#: EMAIL ADDRESS:

I, HEREBY AUTHORIZED THE FOLLOWING:
Name of Practitioner/Facility:
Address:

Phone & Fax:

To RELEASE information TO and OR Exchange records with: Broad Top Area Medical Center, Inc.
**CIRCLE Office of choice and direct all records to this office**

[] Broad Top Medical Center [] Trough Creek Medical Center ] Primary Care Center
4133 Medical Center Drive, PO Box 127 358 Seminary Street, PO Box 158 790 Bryan Street, Suite 2

Broad Top, PA 16621-9001 Cassville, PA 16623-6203 Huntingdon, PA 16652-2410
Phone: 814-635-2916 Phone: 814-448-9226 Phone: 814-907-3400

Fax: (814) 635-2918 Fax: 814-448-2068 Fax: 814-907-3500

[] Belleville Wellness Center [] Huntingdon Family Care Center [] Family Wellness Center
375 S. Kishacoquillas Street 835 Washington Street, PO Box 185 419 14 Street

Belleville, PA 17004-8620 Huntingdon, PA 16652-1725 Huntingdon, PA 16652-1726
Phone: 717-935-2065 Phone: 814-506-8114 Phone: 814-643-3205

Fax: 717-935-5560 Fax: 814-506-8553 or 814-506-8623 Fax: 814-643-6903

[] Mount Union Medical Center [] Pediatric & Family Healthcare [] walk-In Clinic

95 S. Park Street 6311 Margy Drive, Suite 2 6678 Towne Center Blvd.
Mount Union, PA 17066-1334 Huntingdon, PA 16652-6934 Huntingdon, PA 16652-6934
Phone: 814-542-8627 Phone: 814-506-8490 Phone: 814-643-1232

Fax: 814-542-5444 Fax: 814-506-8493 Fax: 814-643-4267

[] Juniata Valley BTAMC Clinic [] Southern Huntingdon County Medical Center

846 Medical Center Drive, PO Box 355 626 Water Street, Suite 1, PO Box 40

Alexandria, PA 16611-2936 Orbisonia, PA 17243-9432

Telephone: 814-667-7400 Phone: 814-447-5556

Fax: 814-667-7395 Fax: 814-584-5741

[] Southern Huntingdon County Dental Clinic
626 Water Street, Suite 2, PO BOX 146

Orbisonia, PA 17243-9432

Phone: 814-447-3159

Fax: 814-447-3195

The extent or nature of information to be released is indicated below:

__ COMPLETE DENTAL RECORDS ______ X-RAYS

__ COMPLETE MEDICAL RECORDS ______ LABORATORY

______ OFFICE NOTES (DATES) ____ MEDICATION LISTS

___ OPERATIVE REPORT ___ HISTORY & PHYSICAL
DISCHARGE SUMMARY OTHER:

INPATIENT CARE (DATES OF SERVICE)
EMERGENCY CARE (DATES OF SERVICE)
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BTAMC Inc.
AUTHORIZATION FOR THE RELEASE OF CONFIDENTIAL INFORMATION
The purpose for release of the above information is indicated below:
CONTINUED CARE TRANSFER INSURANCE LEGAL OTHER

If other is checked, please specify reason needed:

I GIVE CONSENT TO THE RELEASE OF THESE
RECORDS, WHICH I UNDERSTAND MAY INCLUDE PSYCHIATRIC INFORMATION, DRUG AND
ALCOHOL INFORMATION, AND/OR HIV/AIDS INFORMATION.

I understand this consent is voluntary and that I may revoke this authorization at any time

(except to the extent that action based on this consent has already been taken) by written, dated,
and signed communication to the facility. This consent will expire in one year from the date signed,
unless otherwise stated as follows: .
I understand that I may refuse to sign this authorization. If I refuse, the identified records will not be
disclosed. Whether I sign or refuse to sign, my treatment will not be affected.

X DATE SIGNED:
(Signature of PATIENT)

X WITNESS:
(Signature of Parent, Guardian, or Legal Representative)

If signed by other than the patient, state relationship and reason for patient’s inability to sign:

Verbal consent requires the signature of two witnesses:

Signature of Witness (1) Date Signature of Witness (2) Date

Information used or disclosed pursuant to this authorization may be subject to redisclosure by the
recipient and no longer will be protected by the Health Insurance Portability and Accountability Act.

A copy of this authorization has been Accepted Rejected by the Patient/Representative.
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