	Kaiser Permanente

Authorization to 
Use/Disclose Protected 

Health Information 
Kaiser Foundation Health Plan of the Northwest, Kaiser Foundation Hospitals, Kaiser Permanente Health Alternatives

	Patient Name:     


	
	Health Record No.: 

	
	Date of Birth: (MO/DAY/YR) 


	Phone Number:  

	
	Street Address or Box Number:  



	
	City: 


	State: 

	Zip+4


	I authorize Kaiser Permanente to use and disclose my minor child’s medical information as contained in the Rx:PLAY prescription with participating area Recreation Programs for the purpose of increasing physical activity and improving my child’s health.

Description of information to be used/disclosed:
     ⁯  Rx:PLAY prescription
I understand that the information used or disclosed pursuant to this authorization may be subject to redisclosure and no longer be protected under federal law. However, I also understand that federal or state law may restrict redisclosure of drug/alcohol diagnosis, treatment or referral information, mental health information and genetic testing information. 

You do not need to sign this authorization. Refusal to sign the authorization will not adversely affect your ability to receive health care services or reimbursement for services. The only circumstance when refusal to sign means you will not receive health care service is if the health care services are solely for the purpose of providing health information to someone else and the authorization is necessary to make that disclosure. 

You may revoke this authorization in writing at any time.  If you revoke your authorization, the information described above may no longer be used or disclosed for the purposes described in this written authorization.  Any use or disclosure already made with your permission cannot be undone.  To revoke this authorization, please send a written statement to Kaiser Permanente, Release of Information Department at 10220 SE Sunnyside Rd., Clackamas, Oregon 97015 and state that you are revoking this authorization.   To revoke this authorization orally, please call Release of Information Department at 503-571-5051 and state that you are orally revoking this authorization.
I have read this authorization and I understand it. Unless revoked, this authorization expires within 12 months.  In Washington, this authorization shall expire 90 days after the date signed if disclosure is to a financial institution or an employer for purposes other than payment.
Signature:   _________________________________________             Date: _______________________
                      [Individual or Personal Representative]
Description of Personal Representative’s Authority: _______________________
Instructions to patient/personal representative:

1. Complete the form authorizing Kaiser Permanente to release the information contained on the Rx:PLAY prescription.

2. Return the completed form to the minor child’s Kaiser Permanente primary care physician.
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