
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 

2960 Tongass Avenue  Ketchikan, Alaska 99901 
(907) 228-4900   Fax (907) 228-4925 

 

AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 
 
INFORMATION TO BE RELEASED FROM 
 

I hereby authorize the following organization to release medical information as identified below: 
 

 KIC Tribal Health Clinic 
 

 Other: KETCHIKAN SENIOR SERVICES 
 

Address: 1016 Water Street   City: Ketchikan, Alaska    99901 
 

INFORMATION TO BE RELEASED TO 
 

 KIC Tribal Health Clinic    KIC ELDER SERVICES PROGRAM (KIC ELDER MEALS & WHEELS) 
 

Address: 615 Stedman Street      City: Ketchikan, State   Zip: 99901 
 
Purpose of disclosure: Information regarding services currently being provided by S.E. Senior Services 
 
Date(s) of Health Care information to be released:             From ______________  to _______________                   

          (Limited to 2 years unless otherwise specified) 
TYPE OF INFORMATION TO BE RELEASED 
 

  Medical records/excluding protected records include:   
 

  X-Ray Reports         Lab Results (please specify): ________________________________________________            
 

  Consultations             Itemized Billing          Other (specify): ______________________________________ 
 

 Mutual exchange of verbal or written information between the facilities listed above 
 

INFORMATION PROTECTED BY STATE/FEDERAL LAW 
 

I understand that if my medical or billing record contains information in reference to: drug and/or alcohol abuse, psychiatric care, sexually 
transmitted disease, Hepatitis testing, genetic testing, and/or HIV/AIDS testing and/or treatment, I agree to its release: 
 

Alcohol or Substance Abuse Disorders/Treatment          Yes        No   Initials _____________ 
 

Mental Health Diagnosis/Treatment        Yes        No   Initials _____________ 
 

Sexually Transmitted Disease diagnosis/counseling (includes AIDS/HIV)        Yes         No   Initials ____________ 
 

TIME LIMIT AND THE RIGHT TO REVOKE THIS AUTHORIZATION 
 

Except to the extent that action has already been taken in reliance on this authorization, at any time I can revoke this authorization by 
submitting a notice in writing to facility Privacy Officer at KIC Tribal Health Clinic. Unless revoked, this authorization will expire in 90 days. 
 

RE-DISCLOSURE 
 

I understand that the information disclosed by this authorization may be subject to re-disclosure by the recipient and will no longer be 
protected by the Health Information Portability Accountability Act (HIPAA). The facility, its employees, officers and providers are hereby 
released from any legal responsibility or liability for disclosure of the above information to the extent indicated and authorized herein. 
 

SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE WHO MAY REQUEST DISCLOSURE 
 

I understand that KIC Tribal Health Clinic may not condition my treatment on whether I sign this authorization form unless specified above 
under Purpose of Request. I can inspect or copy the protected health information to be used or disclosed. I authorize KIC Tribal Health Clinic 
to use and disclose the protected health information as specified above. 

 
 
_______________________________________________________________  ____________________________________________  _________________ 
Signature of Patient or Legally Responsible Party                     Relationship to Patient if not Patient                     Date 
 
        ___________________________________________________________ 
        Patient Name 
 
        ___________________________________________________________ 
        Patient Address 
 
        ______________________________  ____________________________ 
        DOB    Phone 
 
 
 

 
 

Affix label here or complete information on right 
 

 
Dear KIC Tribal Elder:                         April 2012 
We are planning our Grand Opening for the KIC Elder Meals and Wheels program for May 
12, 2012.  In order to provide you services through the KIC Elder Meals and Wheels 
program including Transportation for Elders 60 and older, Home Delivered Meals for 60+ 
Homebound Elder, or Congregate Meals (Lunch meals for 60+ Elder from 12-1) we need 
you to complete the attached Release of Information form (highlighted areas below and 
return it to the KIC Clinic.  Turn it in at any reception desk at 2960 Tongass Avenue. 
Thanks very much. We look forward to serving you!     Sue Pickrell, Elder Services Director 

------------------------------------------------------------------- 
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