


SOUTHWEST CHILDREN’S CLINIC, LLC – HIPAA & APPOINTMENT OF PERSONAL REPRESENTATIVE

This form allows you (Parent and/or Guardian) to give Southwest Children’s Clinic permission to use and disclose your child’s protected health information (PHI) to carry out treatment, payment, and healthcare operations (TPO).  The protected health information covered by this authorization includes identification of treating providers; diagnoses; procedures; and personal information such as child’s date of birth and mailing address. This does not include information relating to STD, HIV/AIDS, Pregnancy testing and records relating to drug, alcohol or mental health treatment which all require an additional release. Southwest Children’s Clinic providers may use an artificial intelligence software for documenting in your child’s electronic medical record at each visit. If you wish to decline this service, please inform your provider.
Southwest Children's Clinic's Notice of Privacy Practices provides a more complete description of such uses and disclosures. I have the right to review the Notice of Privacy Practices prior to signing this consent. Southwest Children's Clinic reserves the right to revise its Notice of Privacy Practices at any time. A copy of the Notice of Privacy Practices may be obtained at any time by forwarding a written request to Southwest Children's Privacy Officer at 8822 South Redwood Rd Suite C-211 West Jordan, Utah 84088.

I understand by adding names to the bottom of this form, they will be allowed to receive PHI in the same manner as described above as well as act as my personal representative. This allows the personal representative to accompany my child to their appointment on my behalf. I understand I am not required to name a Personal Representative, but if I do not, Southwest Children’s Clinic will not release my child’s protected health information to someone who may call or write on my behalf. 

This authorization is required for Personal Representatives to receive lab or x-ray results, request prescriptions, school forms, sports forms, vaccine records, pay balances, schedule appointments, etc.

I authorize the people listed to schedule appointments in my absence and Southwest Children’s Clinic may call and leave a message regarding my child’s clinical care in my absence. I understand this authorization for release of information will remain in effect until I change my disclosure with Southwest Children’s Clinic in writing. At that time, this authorization will expire. I may revoke my consent in writing except to the extent that the Practice has already made disclosures in reliance upon    my prior consent. I understand that if I do not sign this consent, or later revoke it, Southwest Children's Clinic may decline to provide treatment to me/my child.

I understand that Southwest Children’s Clinic’s privacy practice is not to disclose my child’s personal health information except for the purpose of treatment, payment and health care operations, or as required by law, without my written authorization. For this reason, I authorize you to disclose my child’s protected health information to the person(s) listed below for the purpose of assisting with or facilitating my child’s health care and payment of any health benefits. I understand that if my Personal Representative is not a health plan, a health care provider, or another entity subject to federal or applicable state privacy laws, those laws may no longer protect my personal health information, and my Personal Representative may further disclose my protected health information without my authorization. I acknowledge that my authorization is voluntary.

I understand that I have the right to limit the information you release under this authorization. For example, I may limit a Personal Representative’s access to information only about a particular provider or diagnosis/disease; I may allow a Personal Representative access to everything except information from a particular provider or about a particular diagnosis/disease. Any such limitations must be described in “Restrictions” in this section.

I understand both biological parents have full access and can each authorize representatives unless parental rights have been terminated by court order, in which case those documents need to be provided to restrict access.

Personal Representative 1: *Someone other than Parent/Guardian*
Full Name: 						_______ Phone Number: _____________________________		
Relationship: ______________________________________   (such as: stepparent, grandparent, etc.)
Restrictions: __________________________________________________________________________________________

Personal Representative 2: *Someone other than Parent/Guardian*
Full Name: 						_______ Phone Number: 				_______		
Relationship: ______________________________________    (such as: stepparent, grandparent, etc.)
Restrictions: ___________________________________________________________________________________________
· I DO NOT wish to appoint anyone as a representative currently. 
Patients Name(s): 									______________________
Parent/Guardian Signature: 							    Date: 				
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