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PATIENT RIGHTS AND HIPAA AUTHORIZATIONS 

 
The following specifies your rights about this authorization under the Health Insurance 
Portability and Accountability Act of 1996, as amended from time to time (“HIPAA”).    
1.  Tell your health professional if you don’t understand this authorization, and they will explain it 
to you.    
2.  You have the right to revoke or cancel this authorization at any time, except: (a) to the extent 
information has already been shared based on this authorization; or (b) this authorization was 
obtained as a condition of obtaining insurance coverage.  To revoke or cancel this authorization, 
you must submit your request in writing to your health professional and your insurance company, 
if applicable.   
3.  You may refuse to sign this authorization.  Your refusal to sign will not affect your ability to 
obtain treatment, make payment, or affect your eligibility for benefits.  If you refuse to sign this 
authorization, and you are in a research-related treatment program, or have authorized your 
provider to disclose information about you to a third party, your provider has the right to decide 
not to treat you or accept you as a client in their practice.    
4.  Once the information about you leaves this office according to the terms of this authorization, 
this office has no control over how it will be used by the recipient.  You need to be aware that at 
that point your information may no longer be protected by HIPAA.    
5.  If this office initiated this authorization, you must receive a copy of the signed authorization.     
 
______________________________________________________                                                           ___________________________ 
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