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CONSENT TO USE AND DISCLOSE  
PROTECTED HEALTH INFORMATION 

 
I hereby give my consent to HAWAII RADIOLOGIC ASSOCIATES, LTD. (“HRA”), to release and disclose my medical information, reports, and records compiled, produced, or created by HRA with respect to 

radiology and other services performed by HRA (collectively, the “Medical Records”): (a) to any health plan or health insurer, including, but not limited to, third party payors, workers’ compensation and no-fault insurance 
carriers, that provide any health care coverage or similar insurance coverage to me, for any purpose related to payment of HRA’s charges; (b) to any insurance company that provides professional liability insurance to HRA to 
evaluate clinical performance; (c) pursuant to any subpoena or other legal process or as otherwise required by law; (d) to any provider that is federally mandated under the Mammography Quality Standards Act of 1992, as 
amended; and (e) to the provider or entity who referred me to HRA for radiology services for my continued treatment. 
 

�� I understand that by this consent protected health information may be used and disclosed to carry out treatment, payment or health care operations.  
 
�� I acknowledge that I have been provided with a Notice of Privacy Practices (the “Notice”) by HRA which provides a more complete description of how protected health information may be used or 

disclosed by HRA.  I understand that I have the right to review the Notice prior to signing this consent.  I also understand that HRA may change its privacy practices described in the Notice and will 
mail a copy of any revised notice to me prior to implementation at the address I have provided. 

 
�� I understand that I have the right to request restrictions as to how my health information may be used or disclosed to carry out treatment, payment, or health care operations.  I also understand that HRA 

is not required to agree to the requested restrictions, but if HRA does agree to the requested restrictions, it will be bound by them. 
�

�� I understand that I may revoke this authorization at any time by providing written notification to HRA, and that such revocation will not affect any actions taken by HRA before it received my written 
notification.  

 
� I request the following restrictions to the use or disclosure of my health information. 
 

_________________________________________________________________________________________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________________________________________________________________________________ 
 
 
 
           
Name of Patient  Patient’s Social Security Number 
 
    
Signature of Patient or Patient’s Representative Date 
 
 
Name of Patient’s Representative:   
 
 
Relationship to Patient:   
 
 

Mailing Address of Patient or Patient’s Representative: _______________________________________________________________________________________________________________________�

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
        SNF STAMP: 
 

 


