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Salina Regional Health Center

Contact List /Authorization to Verbally Release Protected Health Information 

Family Spokesperson:  Families are strongly encouraged to designate one family spokesperson.  This person may communicate any developments/changes in condition to others.  Family members/ spokesperson will be discouraged from calling from  0700 to 0800 and from 1900 to 2000 which is during shift change. 

Name of Family Spokesperson ____________________________  Phone Number _____________
Contact List:  I authorize Salina Regional Health Center health care providers to provide verbal information concerning my health care to those that I have listed below while I am a patient.  Verbal requests for information from other friends, family, caretakers, concerning my health care will not be disclosed without an additional authorization from me.  (Exception: Health Information may be disclosed without authorization in an emergency situation or if SRHC determines that the disclosure is in my best interest and the information disclosed is limited to those persons involved in my care).   

Name of Family Member/Caretaker


Phone Number

________________________________



_________________

_________________________________


_________________

_________________________________


_________________

This contact list is valid for this hospital visit only. 



I was transferred (referred) to Salina Regional Health Center from ______________________ facility.  Should this facility contact  SRHC, I authorize SRHC to update the referral facility on my condition. (if left blank, will default to not authorized and SRHC will not update referral facility).

I may revoke this authorization at any time by notifying my nurse.  I have read the above and authorize verbal disclosure of my medical condition.  I understand that treatment is not conditioned upon the execution of this authorization.  I understand that if the person or entity that receives the information is not a health care provider or health plan covered by federal privacy regulations, the information described above may be re-disclosed and no longer protected by those regulations. 

_____________

_________________________________________________

Date



Signature of Patient or Authorized Agent/Representative

_________________________________
_______________________________________

Printed name of authorized agent/representative
Authorized Agent/Representative 's Relationship to patient

_________________________________
_______________________________________

Address of Authorized agent/representative

Telephone # of authorized agent/representative

(Note:  Any requests for restriction/communication accommodation should be forwarded to the Privacy Office for approval on the "Request for Disclosure Restriction/Communication Accommodation Form")















