CONSENT(
FOR THE RELEASE OF PHI 

FOR E-PRESCRIBING
_______________________________


__________________________


(Print Patient’s Name)





(Date of Birth)

I hereby give my consent to [Provider], including its licensed practitioners and employees, to access, use and disclose my protected health information to


_____________________________________________________________





(Pharmacy or Pharmacies)


_____________________________________________________________

for the purpose of transmitting prescriptions to them for my treatment.  
I consent to the disclosure of my prescription medication information by any provider, mental health provider, pharmacy, insurer or prescription benefits manager, specifically including any state or federal health program to [Provider] and the listed pharmacies for the purpose of my treatment.  My consent includes the re-disclosure of protected health information maintained by a drug or alcohol treatment program.  

This consent expires on ____________________________(date) and may be revoked at any time except to the extent that [Provider] has already acted in reliance on it.

_______________________________


____________________________

              (Signature of Patient)





(Date)

_______________________________

           (Signature of Guardian)
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( This consent should be in addition to a general consent for the Provider to access, use and disclose protected health information for treatment, payment and healthcare operations consistent with the federal HIPAA privacy regulations.





