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AUTHORIZATION FOR DISCLOSURE OF HEALTH INFORMATION 

PATIENT NAME:  

BIRTH DATE:                                                                         PHONE:   

ADDRESS:         E-MAIL:  

PERSONS AUTHORIZED TO USE OR DISCLOSE HEALTH INFORMATION 
Release Information From: Release Information To: 

OrthoDakota, LLC 
350 23rd Ave E, Ste 102 
West Fargo, ND 58078
Phone: 701-707-0200   
Fax: 701-707-0210 

Name: 
Address: 

Phone: 
Fax: 
E-mail:

HEALTH INFORMATION TO BE RELEASED (check all that apply) 
TREATMENT DATES:  FROM   TO 

 CLINIC NOTES            OPERATIVE REPORTS  DISCHARGE SUMMARIES       HISTORY & PHYSICAL 
 IMAGING REPORTS         IMAGING STUDIES (X-RAY/MRI/CT/US)   CORRESPONDENCE 
 BILLING INFORMATION    OTHER (specify): 

THE DISCLOSURE IS BEING MADE FOR THE FOLLOWING PURPOSE(S) (check all that apply) 
 FURTHER TREATMENT ___  AT THE REQUEST OF THE INDIVIDUAL 
 INSURANCE/BILLING       LEGAL 
 PERSONAL   OTHER (specify): 

PATIENT ACKNOWLEDGMENT  
By signing this Authorization for Disclosure of Health Information (this “Authorization”), I understand, 
acknowledge, and agree as follows:  

1. I am authorizing the use or disclosure of my private health information – which includes “Protected
Health Information,” as defined by the federal Health Insurance Portability and Accountability Act
(“HIPAA”) – to the person(s) and for the purpose(s) described above.  In general terms, Protected
Health Information is health information that identifies me or that could reasonably be used to
identify me.

2. The person(s) that receive my private health information pursuant to this Authorization may not be
required by privacy laws (such as HIPAA) to protect the information they receive and may share it with 
others without my permission, if permitted by laws applicable to them.  OrthoDakota, LLC cannot
prevent the redisclosure of records released pursuant to this Authorization.  Accordingly, I hereby
release and hold OrthoDakota harmless from any and all liability resulting from any redisclosure of
my private health information.
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3. I may revoke this Authorization at any time by providing a revocation in writing to OrthoDakota at the
address listed above.  Revocation of this Authorization will be effective upon the date OrthoDakota
receives a written revocation, except the revocation will not have any effect on information released
prior to notification of revocation.   Any uses or disclosures of my private health information that have
been made with my permission prior to OrthoDakota’ s receipt of a written revocation cannot be
taken back.

4. OrthoDakota may not condition (i.e., withhold or refuse) my treatment if I choose not to sign this
Authorization.

5. This Authorization is voluntary and that I have the right to refuse to sign this Authorization.

6. I am entitled to receive a signed copy of this authorization.

7. A photocopy/fax of this Authorization will be treated in the same manner as the original.

EXPIRATION 
This Authorization will remain in effect until (specify date or event):                 .  
If no expiration date or event is specified above, this will remain in effect for one (1) year from the 
signature date and will automatically expire without my revocation. 

SIGNATURE 
I have read this Authorization and/or had its content read to me and explained in language I can 
understand.  I am aware of and understand the consequences of signing this Authorization, or my refusal 
to do so.  I have had an opportunity to ask questions about the uses and disclosures of my private health 
information described above and all of my questions have been answered to my satisfaction.  I authorize 
the use and disclosure of my private health information as described in this Authorization. 

Printed Name of Patient or Patient’s Representative Date 

Signature of Patient or Patient’s Representative 

If signed by the Patient’s Representative, description of the  
Representative’s relation to the Patient and their authority to 
act for the Patient (e.g., parent, guardian, etc.).  




