
CENTER FOR AUDIOLOGY PERSONAL REPRESENTATIVE FORM 
 

 
_________________________________________        ________________________           ________________________________ 

                                            Name of Patient                                        Patient Date of Birth                             Patient Contact Phone #  

 

You have the right to appoint a family member or friend access to, a portion, or all of your protected health information.  This action 

does not restrict your rights to your own personal health information; it merely allows someone of your choosing to have access as 

well.  You do not have to appoint a representative.          

    

I hereby authorize Center for Audiology to disclose my protected health information (as described below) to the individual(s) named 

below.  I understand that the protected health information released to the individual(s) named below may be further disclosed by the 

recipient and no longer protected by Federal law. 

 

 

CHOOSE AND INITIAL ONE STATEMENT: 
 

 

_______      I hereby authorize Center for Audiology to disclose ALL of my protected health information to my personal representative.   

  (initial)        This information will include clinical information about my care, billing information related to my health insurance coverage  

                   and payment activity for services rendered by Center for Audiology.  The representative may also make demographic changes  

     to my account.  By choosing this option, I understand that my personal representative will have the same access as I do to my  

                   medical records and health data.  

 

OR 

 

 

_______     I hereby authorize Center for Audiology to disclose ONLY the protected health information listed below.  By choosing this  

  (initial)       option, I understand that my personal representative will only have access to the specific portion(s) of my medical records: 

 

     ________________________________________________________________________________________ 

                                       (Example:  billing information only, test results only, treatment notes, etc…)  

 

 

 

               Representative’s Full Name         Representative’s Birthdate           Representative’s Contact Phone # 
 

1.) _____________________________________         _____________________                     ___________________________      

     

2.) _____________________________________        _____________________                     ___________________________       

        

3.) _____________________________________           _____________________                     ___________________________       

 

 

I understand that except to the extent that action has been taken based on my authorization, I may revoke this authorization at any time  

by written notification to Center for Audiology, Attn:   Privacy Officer  

                                                                                        Center for Audiology  

                                             1740 Memorial Drive, Suite 1 

                                             Clarksville, TN 37043 

Center for Audiology will not condition treatment, payment, enrollment in a health plan, or eligibility for benefits on my provision of  

this authorization unless the authorization was for research related treatment and information disclosure, or the treatment is solely for  

the purpose of disclosing to another individual or business.  I understand that I may refuse to sign this authorization and that Center for 

Audiology will not retaliate against me if I refuse to do so.  I understand I have the right to receive a copy of this authorization.   

I understand that Center for Audiology reserves the right to request proof of identity of representatives for verification purposes. 

 

 

Signature of Patient, Guardian, or Power of Attorney_________________________________________________________________ 

 

Guardian or Power of Attorney Printed Name __________________________________________________________ 

 

Date ___________________ 


