RIGHTS OF ACCESS FORM

Authorization to Discuss Your Health
Information with Friends, Family, or Others

One Community
DD Health

Disclosure of Medical Information: Your medical information and communication about it is an important part of
your care. While we prefer to speak directly with you, we understand that family members or others may be involved
in supporting your care. By completing this form, you authorize our staff and providers to discuss your care with the
individuals or organizations you list below.

Patient Name: Date of Birth:

RIGHTS OF ACCESS DETAILS

I authorize One Community Health to discuss/share protected health information about me with the
following individual(s) who are involved in my care:

Name of Person/Organization Relationship to Patient Phone Number

Type of information to be shared or disclosed:
O Appointment information (inc/ludes details about upcoming or past appointments)
O Medication pickup (includes information related to prescriptions or medication refills)
O Medical history (includes general health history, diagnoses, treatments, and procedures)
O Mental health (includes information related to mental health care or diagnoses)
O Case management (includes details related to care coordination, support services, or referrals)

Sensitive health information

O HIV test results O Substance use / drug abuse records
O Mental health records O Genetic testing results
O Other:

PATIENT RIGHTS AND AUTHORIZATION

| understand that this authorization will take effect on the date | sign below and will remain valid for one (1) year. |
have the right to request and receive a copy of this completed form. | may cancel (revoke) this authorization at any
time by submitting a written request to One Community Health, Attn: Health Information Management, 1500 21st
Street, Sacramento, CA 95811. You may also revoke your authorization by completing a Revocation Form available at
One Community Health. The revocation will take effect once it is received, except where information has already been
shared in reliance on this authorization. | understand that once my information is shared with the authorized
individual or organization, it may be disclosed again by them without my knowledge or further permission. One
Community Health is not responsible for any such re-disclosure. In some cases, this information may no longer be
protected by California law or federal law (HIPAA).

I understand the content of this authorization and have had any questions answered to my satisfaction.

Signature of Patient/Authorized Individual Today's Date
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