




MICHIANA SPINE SPORTS AND OCCUPATIONAL REHAB P.C. 
3740 Edison Lakes Parkway, Mishawaka, IN  46545 

 

CONSENT FORM FOR USE AND RELEASE OF MEDICAL INFORMATION 
 

 
Participant Ill/injured person’s First and Last name) _________________________________________ 
 
I,__________________________________ hereby authorize MISSOR to obtain from, release to, and /or 
discuss with practitioners, providers or facilities, or their authorized agents, medical records, history or 
other information regarding my employment or my physical, medical, mental or emotional  condition and 
capacity for the purpose of assessing my medical or vocational status and developing alternative programs 
or an appropriate rehabilitation plan if deemed appropriate and information related to my medical treatment 
for the purpose of coordinating my medical care or the validation and determination of benefits payable. 
 
This authorization includes the release of the following, if applicable: 
 

1. CONFIDENTIAL HIV-RELATED INFORMATION 
2. CONFIDENTIAL COMMUNICABLE DISEASE-RELATED INFORMATION 
3. CONFIDENTIAL ALCOHOL OR DRUG ABUSE-RELATED INFORMATION 
4. CONFIDENTIAL MENTAL HEALTH DIAGNOSIS/TREATMENT INFORMATION 
5. CONFIDENTIAL GENETIC TESTING INFORMATION 

 
I hereby release anyone disclosing the records or information specified above from any and all liability 
arising from that disclosure.  I understand that I may revoke this authorization by writing MISSOR at the 
address on the form at any time except to the extent that action has been taken in reliance upon it.  This 
consent will expire on the earlier of three hundred sixty five (365) days after the date of this signature or 
the date when I no longer participate with MISSOR. 
 
I HAVE READ AND UNDERSTOOD THE ABOVE INFORMATION:  DATE:___________________ 
 
Signature of Ill/injured Person:____________________________________________________________    
 
This authorization expires on December 31, 2016 unless revoked by you in writing. 
 
The provision of treatment, payment, health care operations, enrollment or eligibility does not depend on 
whether you sign this authorization.  You should keep a copy of this authorization form for your records, 
however a copy of this signed authorization will be provided upon your request. 
 
DISCLOSURES FOR WORKERS  COMPENSATION PURPOSES (45 CFR 164.51) 
The HIPAA Privacy Rule does not apply to articles that are either Workers’ Compensation Insurers, workers’ compensation 
administrative agencies or employees except to the extent they may otherwise be covered entities.  However these entities need access 
to the health information of individuals who are injured on the job or who have a work-related Illness to process or adjudicate claims 
or to coordinate care under workers’ compensation systems.  Generally, this health information is obtained from health care providers 
who treat these individuals and who may be covered by the Privacy Rule.  The Privacy Rule recognizes the legitimate need of insurers 
and other entities involved in the workers’ compensation systems to have access to individuals’ health information as authorized by 
State or other law. 
 
PROHIBITION OF REDISCLOSURE: 
If the information disclosed to you relates to substance abuse treatment, federal law protects the confidentiality of these records.  
Federal regulations(42 CFR Part 2) prohibits you from making any further disclosures without the specific written consent of the 
person to whom it pertains or as otherwise permitted by such regulations.  A general authorization for the release of  medical or other 
information is not sufficient to release substance abuse records.  The Federal Rules restrict any use of the information to criminally 
investigate or prosecute any substance abuse patient.  State laws may also protect the confidentiality of patient records. 
 

A COPY OF THIS RELEASE IS AS VALID AS AN ORIGINAL 
 

Proprietary and Confidential.  Do NOT release or disclose to any third party without the express consent of             
MISSOR 


