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HIPAA AUTHORIZATION FOR RELEASE OF EMS RUN REPORT

————————————————————
PATIENT INFORMATION
• Full Name: __________________________________________
• Date of Birth: ________________________________________
• Address: ____________________________________________
• Phone Number: _______________________________________
————————————————————

DESCRIPTION OF INFORMATION TO BE RELEASED
I authorize the release of the following EMS records:
• Complete EMS Patient Care Report (PCR)
• Incident details and medical assessment
• Treatment provided and vital signs
• Billing and insurance information (if applicable)
————————————————————

RECIPIENT OF INFORMATION
I authorize my EMS agency to release my PHI to:
• Name/Organization: ___________________________________
• Address: ____________________________________________
• Phone/Fax/Email: _____________________________________
————————————————————

PURPOSE OF DISCLOSURE
This information is being released for the following purpose:
• Legal
• Personal copy
• Insurance
• Employer
• Continuity of care
• Other (specify): ______________________________________
————————————————————
EXPIRATION OF AUTHORIZATION
This authorization will expire on:
• Date: _______________________________________________
OR
• Event: ______________________________________________
————————————————————

PATIENT RIGHTS (Acknowledgment)
By signing below, I acknowledge:
• I may revoke this authorization at any time in writing.
• Revocation does not apply to information already released.
• Information disclosed may be re-disclosed by the recipient and may no longer be protected by HIPAA.
• I may refuse to sign this form, and treatment will not be affected.
————————————————————

PATIENT OR LEGAL REPRESENTATIVE SIGNATURE
• Signature: ___________________________________________
• Printed Name: ________________________________________
• Relationship (if not patient): ____________________________
• Date: _______________________________________________
————————————————————
EMS AGENCY USE ONLY
• Identity verified by: ___________________________________
• Method: _____________________________________________
• Date processed: ______________________________________
• Staff initials: _________________________________________
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