
AUTHORIZATION TO RELEASE PATIENT INFORMATION 

Block 1: Patient Identification 
Name:   Date of Birth:     

Identification Number: (SSN)   (Charisma ID)   Alias:   

Street Address:      

Mailing Address:   

Phone(s):  Fax:    

Email:

Block 2: Type of Information & Documentation to be Disclosed 
I give permission for the following information and documentation about me to be disclosed 

Any and all Eligibility Related Information & Documentation* Initials:  for YES Initials:  for NO 

Any and all Eligibility Related Information & Documentation* except for   
 Initials:  for YES Initials:  for NO 
*ERI&D includes Medical treatment, Mental Health treatment, Drug and/or Alcohol treatment, HIV/AIDS treatment, Financial 
records, Bills, Legal Records, Health Insurance Eligibility Determination and Plans, and Social Service records, notes, tests, orders, 
referrals, and communications provided to or requested by AMPA to determine eligibility and/or the provision of program related 
services.

Block 5: Purposes of Disclosure 
To determine initial and on-going medical, financial, residential, specific and general eligibility for any of the AMPA and AHCN 
programs: Specialty Care Coordination, Patient Services, and/or Ballad Associated Care Management; to assess for the 
appropriateness of diagnostic, specialty, or other related medical requests in relation to available resources; to communicate with 
participating and/or non-participating providers to ensure comprehensive, case-managed care; to confirm compliance with AMPA 
Policies, Procedures, and the Patient Responsibility Agreement, medical treatment plans, payment arrangements, health insurance 
billing and use of services, or otherwise applicable; to apply for related services; to refer for related services; to schedule 
appointments or other related services; to provide authorization for services; to categorize and track applicable costs by self- 
pay/billed, reimbursement/insured, or charity/donation; to recruit related services; for reporting to funding sources 
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Block 3: Persons Authorized to Disclose 
Assigned/Authorized Care Coordinator/Manager or AMPA staff member, director, or designated agent 

Block 4: Persons Authorized to Receive 
Assigned/Authorized Care Coordinator/Manager and/or AMPA staff member, director, designated agent; Participating or 
collaborating medical providers such as physicians, nurses, aids, technicians, administration, scheduling, billing or otherwise 
applicable; Participating or collaborating ancillary providers, DME and/or healthcare supply companies, home health, hospice or 
otherwise applicable; Participating or collaborating locations such as clinics, centers, offices, practices/groups, temporary sites, 
hospitals, hospital network related entities or otherwise applicable; Participating or collaborating supportive services such as 
Ballad Associated Care Managers and Community Health Workers, insurance companies, pharmacies, dispensaries, prescription 
assistance programs, medical device, material, or implant donation programs, or otherwise applicable; Participating or 
collaborating government agencies, social service organizations, and/or community resources such as DHS, Social Security, 
Unemployment, HUD, mental health/counseling, substance abuse treatment, food banks, clothing closets, job training, or 
otherwise applicable; Non-participating medical providers, ancillary providers, locations, supportive services, government 
agencies, social service organizations, and/or community resources when attempting to recruit providers or procure program- 
related services 



Block 11: Signature/Date 

I accept the terms of this Authorization. I have read this form (or have had this form read to me) and understand its contents. I am the 
 

I understand that if the person or entity that receives the described records/information is not a health care provider or health plan 
covered by federal privacy regulations, the records/information may be redisclosed and no longer protected by those regulations. 

I also understand that I may revoke this authorization at any time by delivering a written revocation to Appalachian Mountain Project 
Access: P.O. Box 973, Johnson City, TN 37605. This will have no effect on information already shared or actions already taken by 
reliance on this form. 

 
  Date   

  Date    

Block 6: Methods of Disclosure 
Unless otherwise stipulated, AMPA will provide and receive disclosed information through face-to-face discussion, 
telephone contact, paper, fax, mail, or email 

Block 7: Emergency Contact Person(s)  personal representative must be listed here] 

If AMPA cannot reach you, is there another person(s) with whom we can discuss your medical information? Please 
list the name, relationship, contact information. Then put a check ( ) beside which method(s) you would like for us to use. 

 

Face to Face Telephone Voicemail Fax Mail Email 

Face to Face Telephone Voicemail  Fax Mail  Email 
 

Block 8: Letter of Support Contact Person(s)  To verify your household and financial situation 
Please list the name, relationship, contact information. Then put a check ( ) beside which method(s) you would like for us to use. 
___________________________________________________________________________________________ 

 Face to Face Telephone Voicemail Fax Mail Email 

 

 Face to Face Telephone Voicemail  Fax Mail  Email 
 

Block 9: Message ONLY Contact Person(s) 
If AMPA cannot reach you, is there another person(s) with whom we can leave a message? Please list the name, 
relationship, contact information. Then put a check ( ) beside which method(s) you would like for us to use. 

 

 Face to Face Telephone Voicemail Fax Mail Email 

Block 10: Expiration 
This Authorization will expire upon file closure, program disenrollment, or receipt of a written revocation of this 
authorization from the Patient. 

This project is funded under an agreement with the State of  Department of Health and 
the U.S. Department of Health and Human Services. Updated June 2023 






























