
PRE-ADMIT REQUEST PRE-ADMIT REQUEST
NO HPF INFORMATION

Rev. 11/2019 

 

 

          

  
  

 

    

 

 
 
 
 

 
 
 
 
 
 

 
 
 
 

 

  

  

  

  

 
 

 

    

All sections must be completed for a valid authorization. 
Patient Name: Birth Date: Last 4 Digits SSN (optional): 

Patient Alias(s): Patient Contact Number: 

Recipient’s Name: 
Texas Orthopedic Hospital 

Recipient’s Phone: 
713.383.5354 

Recipient’s Fax: 
713.848.8700 

Recipient’s Address (City, State, Zip): 
7401 S. Main, Houston, TX 77030 

Request Delivery (If left blank, a paper copy will be provided): T Paper Copy T Electronic Media, if available (e.g., USB drive, CD/DVD) 
T Encrypted Email T Unencrypted Email 

3
NOTE: In the event the facility is unable to accommodate an electronic delivery as requested, an alternative delivery method will be provided 
(e.g., paper copy). There is some level of risk that a third party could see your PHI without your consent when receiving unencrypted electronic 
media or email. We are not responsible for unauthorized access to the PHI contained in this format or any risks (e.g., virus) potentially introduced 
to your computer/device when receiving PHI in electronic format or email. 

Email Address (If email checked above.  Please print legibly): 

Purpose of disclosure: Continuation of Care 
Is this request for psychotherapy notes? T Yes, then this is the only item you may request on this authorization. You must submit another 
authorization for other items below.   T3 No, then you may check as many items below as you need. 

Description: Date(s): Description: Date(s): Description: Date(s): 
T Entire medical record 
(or Portions) 

T Abstract (most common) 
T Physician Orders 
T Physician Progress Notes 
T Physician Dictated Reports 

T Clinical Test(s) 
T Medication Sheets 
T ED Information 
T Admission Form 
T Operative Documentation 
T3Other:_________________ 

&RQ¿GHQWLDO�,QIRUPDWLRQ 
T HIV Testing 
T HIV & AIDS Documentation 
T Psychiatric Documentation 
T Alcohol & Drug Abuse 
Documentation 

I hereby authorize the entity marked below to release records to the recipient party designated above. 

T3Other ______________________________________________________________________________________________________________________________ 

This consent shall become invalid and expire 180 days from the date of signature, unless otherwise stated: 
Expiration Date: or Expiration Event: 
I understand that: 
1. I may refuse to sign this authorization and that it is strictly voluntary 
��� 0\�WUHDWPHQW��SD\PHQW��HQUROOPHQW�RU�HOLJLELOLW\�IRU�EHQH¿WV�PD\�QRW�EH�FRQGLWLRQHG�RQ�VLJQLQJ�WKLV�DXWKRUL]DWLRQ� 
��� ,�PD\�UHYRNH�WKLV�DXWKRUL]DWLRQ�DW�DQ\�WLPH�LQ�ZULWLQJ��EXW�LI�,�GR��LW�ZLOO�QRW�KDYH�DQ\�DႇHFW�RQ�DQ\�DFWLRQV�WDNHQ�SULRU�WR�UHFHLYLQJ�WKH�UHYRFDWLRQ��)XUWKHU�GHWDLOV� 
may be found in the Notice of Privacy Practices. 

4. If the requester or receiver is not a health plan or health care provider, the released information may no longer by protected by federal privacy regulations 
and may be redisclosed. 

5. I understand that I may see and obtain a copy of the information described in this form, for a reasonable copy fee, if I ask for it. 
6. I get a copy of this form after I sign it. 
8QOHVV�,�VSHFL¿FDOO\�PDUN�EHORZ�WKDW�,�GR�QRW�FRQVHQW��,�DP�H[SUHVVO\�FRQVHQWLQJ�WR�WKH�UHOHDVH�RI�LQIRUPDWLRQ�UHODWLQJ�WR�SV\FKLDWULF�RU�SV\FKRORJLFDO� 
testing or treatment, biofeedback training, alcohol and/or drug abuse diagnosis, prognosis and treatment and/or HIV(AIDS) testing and/or results, 
JHQHWLF�LQIRUPDWLRQ��RU�VXFK�GLVFORVXUH�VKDOO�EH�OLPLWHG�WR�WKH�IROORZLQJ�VSHFL¿F�W\SHV�RI�LQIRUPDWLRQ��������,�'2�127�&216(17�[ ] 

Is the request of PHI for the purpose of marketing and/or does it involve the sale of PHI? T Yes     T No 
If yes, the health plan or health care provider must complete below, otherwise skip to signature. 

3

Will the recipient receive financial remuneration in exchange for using or disclosing this information? T Yes     T No 
If yes, describe: 

3
May the recipient of the PHI further exchange the information for financial remuneration? T Yes     T3No 

I have read the above or had it read to me and I authorize the disclosure of the Protected Health Information as stated. 
Signature of Patient/Patient’s Representative: Date: 

Print Name of Patient’s Representative: 

*Authorized representative must submit copies of legal document supporting his or her authority to act on the patient’s behalf. 

Relationship to Patient: 

,GHQWL¿FDWLRQ�9HUL¿HG�E\� T�6WDWH�,VVXHG�3KRWR�,GHQWL¿FDWLRQ���T Other 

E
D

E
M

F
81

69
 

NO HPF INFORMATION Texas Orthopedic Hospital
Page 1 of 1 

EDEMF8169 / Rev. Date 12/1/2019ROI 
PRE-ADMIT REQUEST 


	PRE-ADMIT REQUEST

	Birth Date: 
	Last 4 Digits of SSN Optional: 
	Patient Name: 
	Patient Contact Number: 
	Patient Alias s: 
	Entire Medical Record or Portions: Off
	Abstract most common: Off
	Physician Orders: Off
	Physician Progress Notes: Off
	Abstract Dates: 
	Physician Orders Dates: 
	Physician Progress Notes Dates: 
	Physician Dictated Reports Dates: 
	Physician Dictated Reports: Off
	Entire Medical Record Dates: 
	Clinical Tests: Off
	Clinical Tests Dates: 
	Medication Sheets: Off
	Medication Sheets Dates: 
	ED Information: Off
	ED Information Dates: 
	Admission Form: Off
	Admission Form Dates: 
	Other Items Dates: 
	Operative Documentation: Off
	Operative Documentation Dates: 
	HIV Testing: Off
	HIV and AIDS Documentation Dates: 
	HIV and AIDS Documentation: Off
	HIV Testing Dates: 
	Psychiatric Documentation: Off
	Psychiatric Documentation Dates: 
	Alcohol and Drug Abuse Documentation Dates: 
	Other Entity Authorized to Release Records: 
	Other Items: 
	Expiration Date: 
	I Do Not Consent: Off
	Expiration Event: 
	Signature of Patient Patients Representative: 
	Print Name of Patients Representative: 
	Date: 
	Identification Verified by: 
	Alcohol and Drug Abuse Documentation: Off
	Relationship to Patient: 
	Other Identification Type: 
	Identification Type: Off


