
                                            
                                              www.arcnbc.org                     proAbility                            www.proability.org 

25 Thurber Boulevard 
Smithfield, Rhode Island  02917 

Tel:   (401)  233-1634 
     Fax:  (401)  233-1674 

 

HIPAA PRIVACY AUTHORIZATION FORM 
Authorization to Obtain or Release Confidential and Protected Health Information 

(Required by the Health Insurance Portability and Accountability Act, 45 C.F.R. Parts 160 and 164) 

 
___________________________________________________________________________________________________ 
Individual Name                                                                Address                                                   Date of Birth 
 

In accordance with the Federal and State Regulations, this is to authorize The Arc of Northern Bristol County to: 
 

_____ Obtain From:  _____ Release To: 
 
___________________________________________________________________________________________________ 
Name of Hospital, Doctor, Agency, Institution, or Company  Address 
 

Effective Period: This authorization for release of information covers the period of healthcare from: 
 

                                                  Dates: _______________________________________ 
 

This authorization will be in force and effect until _________________ (date/event), at which time this authorization expires. 
This released information will not be further transferred without additional authorization.  This authorization to release or 
transfer information may be withdrawn at anytime, but must be done in writing. 
  
Extent of Authorization: 
 

_________ I authorize the release of my complete health record, specifically records relating to the items checked below: 
       _____ Medical (medications/progress notes) 
       _____ Mental Health (psychological/psychiatric/medication) 
       _____ Education (IEP, 504 plan, progress reports, report cards, disciplinary actions) 
       _____ Social Functioning (social assessments, general functioning in the environment) 
                   _____ Communicable Diseases, HIV or AIDS, and treatment of Alcohol or Drug Abuse 
                   _____ Other (please specify): __________________________________________________ 
 
_________ I authorize the release of my complete health record with the exception of the following information: 
 _____ Mental health records 
 _____ Communicable diseases (including HIV and AIDS) 
 _____ Alcohol/drug abuse treatment 
 _____ Other (please specify): _______________________________________________ 
 

Signature of Individual: _____________________________________________       Date: _________________ 
If the person is a minor or unable to sign, this authorization must be signed by a parent, next of kin, or legal guardian.  A mark 
must be witnessed. 
 

Witness Signature: __________________________________________________       Date: _________________ 
 
Signature of Agency Representative: ____________________________________       Title: _________________  
 

Please return to: proAbility, 25 Thurber Boulevard, Smithfield, RI 02917 (401) 233-1634 FAX (401) 233-1674 
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