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August 4, 2009
RE: 

Patient Name:         



Date of Birth:         

Patient ID #:          



Therapy:               
Dear      : 
Accredo Health Group (AHG) has received a prescription for the above mentioned patient.   Over the course of treatment, it may be necessary for us to share personal healthcare information for treatment, payment or other reasons.  We may need to share such information in order to: 1) obtain insurance coverage initially or if insurance coverage changes over the course of treatment,  2) arrange  training from a healthcare professional other than your physician, 3) provide interim shipments if insurance coverage changes, or 

4) obtain free or replacement product from the manufacturer or its agent.  Therefore, we request your authorization to have the ability to share personal healthcare information with other healthcare professionals, the insurance payor, the manufacturer of the product or the reimbursement center for the manufacturer; in order to prevent any unforeseen delay in service.  
You are not required to agree to this authorization.  However, failure to provide this authorization may cause unforeseen delays in service in the future or prevent us from determining a payment source.

Patient Authorization Notification
I hereby authorize AHG, for the purposes set forth above, to share personal healthcare information with other healthcare professionals, the insurance payor, the manufacturer or the reimbursement center for the manufacturer. This authorization will be effective, unless earlier revoked by me in writing, until December 31, 2019.

I understand that once the health information is disclosed pursuant to this authorization, there is no guarantee under federal law that the third party recipient will not re-disclose the health information to another party.  Any such third party may not be required to abide by this authorization or applicable federal law governing the use and disclosure of the health information.
I understand that I may refuse to sign or may revoke (at any time) this Authorization for any reason and that such refusal or revocation will not affect the commencement, continuation or quality of my health care provider’s treatment.  The revocation will be effective immediately upon my health care provider’s receipt of my written notice, except that the revocation will not have any effect on any action taken by AHG in reliance on this Authorization before it received my written notice of revocation.


I have read and understand the terms of this Authorization and I have had an opportunity to ask questions about the use and disclosure of this health information.  By my signature below, I hereby, knowingly and voluntarily, authorize the use and/or disclosure of health information in the manner described above.

__________________________________     
____________________________________      ____________________
Print Patient’s Name
           


Signature of Patient



Date
If the patient is an un-emancipated minor or otherwise incapacitated (physically or mentally), the following signatures are required:
__________________________________________
___________________________________________
_______________________
Signature of Personal Representative

Description of Authority   
       


Date

Please mail form to this address:
Accredo Health Group ( 1640 Century Center Parkway ( Memphis, TN 38134 ( 888-608-9010






Received:  

