
Please wait... 
  
If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/go/reader_download. 
  
For more assistance with Adobe Reader visit  http://www.adobe.com/go/acrreader. 
  
Windows is either a registered trademark or a trademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark 
of Apple Inc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvalds in the U.S. and other 
countries.


第  页，共   页                    
SCH MSC 2099 (10/17)
参见本表格第 2 页中的“必要信息”。没有签字页无效。
第  页，共   页                  SCH MSC 2099 (10/17)
Z:\!ARTWORK\LOGOS\OHA\!Oregon Health Authority\OHA-Logo-Black\OHA-black.eps
Logo: Oregon Health Authority (OHA)
Logo: Oregon Health Authority (OHA)
..\..\Working\Links\DHS-black-stacked on WHITEBG.png
Logo: Oregon Department of Human Services (DHS)
Logo: Oregon Department of Human Services (DHS)
个人信息使用和披露授权
Form Title: Authorization for Use and Disclosure of Individual Information (MSC 2099)
Form Title: Authorization for Use and Disclosure of Individual Information (MSC 2099)
通过签署下列表格，本人授权所注明的记录持有人可披露以下关于本人的具体保密信息。*
By signing this form below, I authorize the named record holder to disclose the following specific confidential information about me.*
By signing this form below, I authorize the named record holder to disclose the following specific confidential information about me.*
披露人
Section: Release From
Section: Release From
由一名记录持有人披露：（个人、学校、雇主、机构、医疗或其他服务提供方。）
Release from one record holder: (Individual, school, employer, agency, medical or other provider.)
Release from one record holder: (Individual, school, employer, agency, medical or other provider.)
具体受保护信息：（如果待披露的信息包含本框内所列出任何类型的记录或信息，则可能会适用其他关于使用和披露的法律。本人了解这些信息不会被披露，除非本人或本人的代理人在信息旁边的空格内用姓名首字母缩写签名。）
Specially protected information: (Additional laws relating to use and disclosure may apply if the information to be disclosed contains any of the types of records or information listed in this box. I understand this information will not be disclosed unless I or my representative place initials in the space next to the information.)
Specially protected information: (Additional laws relating to use and disclosure may apply if the information to be disclosed contains any of the types of records or information listed in this box. I understand this information will not be disclosed unless I or my representative place initials in the space next to the information.)
被披露人
Section: Release To
Section: Release To
相互交换：
Mutual exchange:
Mutual exchange:
*这项授权自签署之日起一年内有效，除非在此另有其他规定。
*This authorization is valid for one year from the date of signing unless otherwise specified.
*This authorization is valid for one year from the date of signing unless otherwise specified.
客户承认书
Section: Client Acknowledgment
Section: Client Acknowledgment
• 本人有机会询问关于本表格的问题以及本表格的作用。
• 本人了解州和联邦法律保护关于本人从 DHS|OHA 处所接受服务的信息。本人了解本协议的含义，且本人批准所列出的披露。
•  人了解本人可以在任意时间撤销（取消）本授权，撤销（取消）不适用于已经披露的任何信息。除药物和酒精信息外，个人或合法授权代表个人行事的人士需要提交书面取消请求。口头或书面药物和酒精信息授权撤销通知均应被接受。任何撤销请求均须提供给您当地的 DHS 或 OHA 计划或当地分支办事处。
• 本人了解联邦或州法律禁止在未经具体授权的情况下，二次披露 HIV 和艾滋病信息、精神健康状况、药物和酒精诊断、治疗记录、推荐信息、或职业康复记录。
• 本人了解不受上述二次披露限制的信息可能会被二次披露，且不再受联邦或州法律保护。
• 本人以本人自由意愿签署本授权。
• I was given the opportunity to ask questions about this form and what it does. • I understand that state and federal law protect information about services I receive from DHS|OHA. I understand what this agreement means and I approve of the disclosures or releases listed. • I understand that I can revoke (cancel) this authorization at any time and revocation (cancellation) will not apply to any information already disclosed or released. Except for drug and alcohol information, the individual or a person legally authorized to act on behalf of the individual is required to submit the cancellation request in writing. Oral or written notification of the revocation of authorization for drug and alcohol information shall be accepted. Any request for revocation must be provided to your local DHS or OHA program or local branch office.• I understand that federal or state law prohibits re-disclosure of HIV and AIDS information, mental health, drug and alcohol diagnosis, treatment records, referral information, or vocational rehabilitation records without specific authorization.• I understand that the information not subject to limitations on re-disclosure as noted immediately above may be subject to re-disclosure and no longer protected under federal or state law.• I am signing this authorization of my own free will.
• I was given the opportunity to ask questions about this form and what it does. • I understand that state and federal law protect information about services I receive from DHS|OHA. I understand what this agreement means and I approve of the disclosures or releases listed. • I understand that I can revoke (cancel) this authorization at any time and revocation (cancellation) will not apply to any information already disclosed or released. Except for drug and alcohol information, the individual or a person legally authorized to act on behalf of the individual is required to submit the cancellation request in writing. Oral or written notification of the revocation of authorization for drug and alcohol information shall be accepted. Any request for revocation must be provided to your local DHS or OHA program or local branch office.• I understand that federal or state law prohibits re-disclosure of HIV and AIDS information, mental health, drug and alcohol diagnosis, treatment records, referral information, or vocational rehabilitation records without specific authorization.• I understand that the information not subject to limitations on re-disclosure as noted immediately above may be subject to re-disclosure and no longer protected under federal or state law.• I am signing this authorization of my own free will.
如果合法授权代表个人行事的人士签署授权表，则应提供授权代表个人行事的证据或文件。
If a person legally authorized to act on behalf of the individual signs the authorization form, evidence or documentation of authority to act on behalf of the individual should be provided.
If a person legally authorized to act on behalf of the individual signs the authorization form, evidence or documentation of authority to act on behalf of the individual should be provided.
请勿填写下栏，除非需要原始授权的真实副本。
Do not complete section below unless a true copy of the original authorization is required. 
Do not complete section below unless a true copy of the original authorization is required. 
仅供机构使用 / FOR AGENCY USE ONLY
Section: For Agency Use Only
Section: For Agency Use Only
必要个人信息
拒绝签字可能会：
•  导致 DHS 和 OHA 无法确定是否符合资格享受由 DHS和 OHA 所管理计划。
•  影响 DHS 和 OHA 是否能向服务提供方推荐并协调服务。
•  如果本表格的目的是为提供获得医疗服务所需的信息，则会影响个人是否能获得服务。
•  如果 DHS 或 OHA 是俄勒冈州健康计划或 Medicaid 计划下属医疗服务的提供方或付款方，并且 DHS 或 OHA 需要授权才能获得费用报销，则会影响服务付费。
 
Required information for the individualDeclining to sign may:• Prevent DHS and OHA from determining eligibility for programs administered by DHS and OHA. • Affect the ability of DHS and OHA to refer and coordinate services with providers.• Affect the ability of the individual to receive services if the purpose of this form is to provide information necessary to receive health services. • Affect payment for services if DHS or OHA is a provider of or paying for health care services under the Oregon Health Plan or Medicaid Program and DHS or OHA require the authorization to get reimbursement. 
Required information for the individualDeclining to sign may:• Prevent DHS and OHA from determining eligibility for programs administered by DHS and OHA. • Affect the ability of DHS and OHA to refer and coordinate services with providers.• Affect the ability of the individual to receive services if the purpose of this form is to provide information necessary to receive health services. • Affect payment for services if DHS or OHA is a provider of or paying for health care services under the Oregon Health Plan or Medicaid Program and DHS or OHA require the authorization to get reimbursement. 
使用和公开个人信息表格的说明 MSC 2099
Instructions for Use and Disclosure of Individual Information Form MSC 2099
Instructions for Use and Disclosure of Individual Information Form MSC 2099
披露人
Release From: Section Definitions
Release From: Section Definitions
披露人
Release from
Release from
• 纪录持有人的名称必需是清楚和具体的 譬如，列名“医疗“或者“服务提供单位“是被视为不完全名称。请列上医疗或服务提供单位的具体名称。针对个人或其他类型的组织机构，譬如学校或雇佣单位，列上个体或其它类型组织机构的具体名称。
• A record holder’s name must be specific. For example, listing “medical” or “service provider” is not adequate.  Please list the name of the medical or service provider.  For an individual or other type of organization, such as a school or employer, list the name of the individual or other type of organization.
• A record holder’s name must be specific. For example, listing “medical” or “service provider” is not adequate.  Please list the name of the medical or service provider.  For an individual or other type of organization, such as a school or employer, list the name of the individual or other type of organization.
待披露的具体信息
Specific information to be disclosed
Specific information to be disclosed
• 一些具体特定的信息的例子，如：健康评估、治疗方案、尿分析结果、心理报告、经济方面的信息，个案计划和医疗补助的结算单。
• 除非这是完成目的所必需的，否则不要要求列明“所有的记录＂。（对“目的”的定义，请看以下“被披露人”栏。）
• Some examples of specific information are assessments, treatment plans, results of urinalysis, psychological reports, financial information, case plans and Medicaid billing summary. • Do not indicate “entire record” unless it is necessary to accomplish the purpose. (See the “RELEASE TO” section below for definition of “Purpose”.) 
• Some examples of specific information are assessments, treatment plans, results of urinalysis, psychological reports, financial information, case plans and Medicaid billing summary. • Do not indicate “entire record” unless it is necessary to accomplish the purpose. (See the “RELEASE TO” section below for definition of “Purpose”.) 
具体受保护的信息
Specially protected information
Specially protected information
• 单在信息前边的空处写上复选标记是不足够的；假如个人同意去披露这些信息，名称的缩写也应该在信息旁边的空处被填上。
• A check mark in the space next to the information is not sufficient; initials must be placed in the space next to the information if the individual agrees to release this information. 
• A check mark in the space next to the information is not sufficient; initials must be placed in the space next to the information if the individual agrees to release this information. 
被披露人
Release To: Section Definitions
Release To: Section Definitions
被披露人
Release to
Release to
• 个体应该有选择权，去为每个实体完成独立的表格。
• 假如此目的是为了披露记录给 DHS|OHA，此个体应该要提供一份已完成的表格的复印件。
• 假如一张单独的表格被多个实体所使用，个体应有选择权去限制信息披露给每一方、或者拒绝向某特殊实体或列表中的个人披露信息。
• 此授权表格，能与标准的多学科团队成员被提前打印出来，只要此个体是被给予选项去忽略一个或者多个队伍成员。
• 假如此被披露人为下属部门、项目、或某较大组织的团队要详细列明谁为信息接收者。
• 假如个人只想把信息披露给某特定的人或群体，要详细列明对方是哪一个团体或哪一个人。
• The individual must be given the option to complete a separate form for each entity. • If the purpose of the form is the release of records to DHS|OHA the individual shall be provided a copy of the completed form. • If a single form is used for multiple entities the individual should be given the option to limit the information disclosed to each entity or refuse disclosure to a particular entity or individual on the list.• The authorization form can be pre-printed with standard multidisciplinary team members, as long as the individual is given the option to omit one or more team members. • If the release is to a subsection, program, or team of a larger organization, be specific as to who should receive the information.• If the individual only wants to release information to a certain member(s) of a team, be specific as to which team and member(s).
• The individual must be given the option to complete a separate form for each entity. • If the purpose of the form is the release of records to DHS|OHA the individual shall be provided a copy of the completed form. • If a single form is used for multiple entities the individual should be given the option to limit the information disclosed to each entity or refuse disclosure to a particular entity or individual on the list.• The authorization form can be pre-printed with standard multidisciplinary team members, as long as the individual is given the option to omit one or more team members. • If the release is to a subsection, program, or team of a larger organization, be specific as to who should receive the information.• If the individual only wants to release information to a certain member(s) of a team, be specific as to which team and member(s).
所请求使用或披露的目的
Purpose of the requested use or disclosure
Purpose of the requested use or disclosure
• 在“披露人”部分，其所声明的目的应该能阐述对要披露的信息的特殊需要。
• 当某个体发出授权申请但又没有在“目的”栏上选择去提供一个声明，DHS|OHA可能会填上“应个人的要求”，作为此次申请的目的。
• The stated purpose should describe the specific need for the disclosure requested in the “RELEASE FROM” section. • DHS|OHA may include the statement “at the request of the individual” as the purpose when an individual initiates the authorization and does not choose to provide a statement in the “Purpose” section.
• The stated purpose should describe the specific need for the disclosure requested in the “RELEASE FROM” section. • DHS|OHA may include the statement “at the request of the individual” as the purpose when an individual initiates the authorization and does not choose to provide a statement in the “Purpose” section.
失效日期或
事件
Expiration date or event
Expiration date or event
• 此授权书的有效期为，从签名日期算起的一年时间。除非有特定指明的失效日期，或有特定的失效事项，如“出院”、“诉讼结束”等是被视为特定的事项。
• This authorization is valid for one year from the date of signing unless a specific expiration date or expiration event such as “hospital discharge” or “end of litigation” is specified. 
• This authorization is valid for one year from the date of signing unless a specific expiration date or expiration event such as “hospital discharge” or “end of litigation” is specified. 
相互交换：
Mutual exchange
Mutual exchange
• “是”代表同意在表格中的特定信息能在记录持有人和在授权书中列明能获取信息的人或计划中来回交换。在记录持有人与记录要求者之间的论述的相互交换，并不对所有记录而展开。
• 只会当相互交换信息被要求时，此个体才能在“被披露人”项目下选择列下不同的单位。
• 要另外增加“被披露人”项目，在打印表格之前，使用 ADD（增加）或者 REMOVE（删除）按钮。
• A “yes” allows the specific information on the form to go back and forth between the record holder and the people or programs listed on the authorization. Mutual exchange does not open all records for discussion between the record holder and the record requester. • Only when a mutual exchange is requested, the individual can choose to list multiple entities in the “RELEASE TO” section. • To add additional "RELEASE TO" sections, use the ADD or REMOVE buttons before printing the form.
• A “yes” allows the specific information on the form to go back and forth between the record holder and the people or programs listed on the authorization. Mutual exchange does not open all records for discussion between the record holder and the record requester. • Only when a mutual exchange is requested, the individual can choose to list multiple entities in the “RELEASE TO” section. • To add additional "RELEASE TO" sections, use the ADD or REMOVE buttons before printing the form.
再公开
Re-disclosure
Re-disclosure
• “再公开”意思是由信息接收者做的信息公开。
• 在此表格下，可能会有一些对被披露的信息的再公开的限制。
• 联邦政府及州政府的法规禁止，在没有特殊授权的情况下，对关于酒精、药物和 HIV/AIDS的信息的再公开。
• Re-disclosure is the disclosure of information by the recipient.• There may be restrictions on the re-disclosure of information released under this form. • Federal and state regulations prohibit re-disclosure of alcohol and drug, and HIV/AIDS information without specific authorization.
• Re-disclosure is the disclosure of information by the recipient.• There may be restrictions on the re-disclosure of information released under this form. • Federal and state regulations prohibit re-disclosure of alcohol and drug, and HIV/AIDS information without specific authorization.
客户承认书
Client Acknowledgment: Section Definitions
Client Acknowledgment: Section Definitions
个人签署法定全名,或经合法授权代表个体行事的自然人签署法定全名
Full legal signature of individual, or a person legally authorized to act on behalf of the individual
Full legal signature of individual, or a person legally authorized to act on behalf of the individual
• 某个体或个人合法授权代表个人行为，绝不应该被要求签署一张空白的或未填完整的授权表。
• 当递交此表时，“使用和公开个人信息表格的说明 MSC 2099”这部分是不需要一同寄出的。
• An individual, or person legally authorized to act on behalf of the individual should never be asked to sign a blank or incomplete authorization form.• When submitting the form, it is not necessary to send the "Instructions for Use and Disclosure of Individual Information Form MSC 2099" section.
• An individual, or person legally authorized to act on behalf of the individual should never be asked to sign a blank or incomplete authorization form.• When submitting the form, it is not necessary to send the "Instructions for Use and Disclosure of Individual Information Form MSC 2099" section.
仅供机构使用 / FOR AGENCY USE ONLY
For Agency Use Only: Section Definitions
For Agency Use Only: Section Definitions
Agency staff use
Agency staff use
Agency staff use
• Agency staff signature confirms that this is a true copy of the original authorization document.
• DHS|OHA shall maintain a copy of the completed authorization form either electronically or in paper file in accordance with agency retention schedules. 
• If completed authorization forms are stored electronically, a process shall be in place for revocation. If a signed authorization is later revoked (cancelled) that revocation shall be noted electronically. 
• Do not use labels on the authorization form.
• When completed properly, the form is able to stand alone to process a requested disclosure.
• Agency staff signature confirms that this is a true copy of the original authorization document.• DHS|OHA shall maintain a copy of the completed authorization form either electronically or in paper file in accordance with agency retention schedules. • If completed authorization forms are stored electronically, a process shall be in place for revocation. If a signed authorization is later revoked (cancelled) that revocation shall be noted electronically. • Do not use labels on the authorization form.• When completed properly, the form is able to stand alone to process a requested disclosure.
• Agency staff signature confirms that this is a true copy of the original authorization document.• DHS|OHA shall maintain a copy of the completed authorization form either electronically or in paper file in accordance with agency retention schedules. • If completed authorization forms are stored electronically, a process shall be in place for revocation. If a signed authorization is later revoked (cancelled) that revocation shall be noted electronically. • Do not use labels on the authorization form.• When completed properly, the form is able to stand alone to process a requested disclosure.
To request records from DHS:
To request records from DHS:
从 DHS 索取记录
To request records from OHA, send form to:
To request records from OHA, send form to:
从 OHA 索取记录，把表格寄到：
联系您的计划所在的区域或本地分支办公室
Department of Human ServicesContact your program area or local branch office
Department of Human ServicesContact your program area or local branch office
俄勒冈州卫生局
Oregon Health Authority
 500 Summer St. NE, E20, Salem, OR 97301
电话: 503-947-6292 (听障或语障专线: 711)
Oregon Health Authority500 Summer St. NE, E20, Salem, OR 97301Phone: 503-947-5593 (TTY: 711)
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