
PATIENT AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

Name:

Social Security Number:

Date of Birth:

I hereby authorize the Alabama Crime Victims' Compensation Commission (ACVCC) to obtain and use my health, medical, 
psychiatric and billing information for the purpose of processing my compensation claim.

I authorize any and all service providers, including physicians, hospitals, clinics, laboratories, psychologists, psychiatrists, nurses, 
physician assistants and counselors, to release my health, medical, psychiatric and billing information, which includes discharge 
summary, laboratory reports, history and physical, operative procedure, pathology reports and billing information to the ACVCC 
and its agents and employees who are acting within the scope of their employment. 

In the event that this authorization is being signed by a personal representative of the patient, a description of such individual’s 
authority to do so must be attached to this document along with proper documentation of this authority.

I understand that this authorization is for any and all health, medical, psychiatric and billing information related to my 
victimization, which occurred on:

I understand that such medical records may contain information concerning psychological, drug, and/or alcohol conditions, and/
or diagnosis, treatment and care of sexually transmitted diseases or complications related to the same, including but not limited 
to HIV testing and results.  I understand that the health, medical, psychiatric and billing information to be released may be subject 
to re-disclosure by the recipient of the health, medical and billing information and no longer be protected by the Federal Privacy 
Rules.

I understand that this authorization is voluntary.  I also understand that I may revoke this authorization at any time by notifying 
the ACVCC in writing.  If I do revoke authorization, it will not have any effect on uses and disclosures made before the receipt of 
the revocation.

This authorization shall be valid for the entire duration of the processing of my compensation claim at the ACVCC and shall 
terminate at such time the ACVCC has closed my compensation claim.
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Patient Signature or Personal Representative Date

Either the patient (victim) or their representative must sign and date this authorization 
if consideration of medical expenses is being requested.

* Submission of your social security number is voluntary.  However, not having your social security number may slow processing of your claim.
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