
�ा� िववरण पठाउने अनुमित
मेिडकल रेकड� िन� न�रमा �ा� गन�: (802) 860-4313    डे�ल रेकड�ह� यसमा इमेल गन�: dentalxrays@chcb.org 

यस फारमले CHC लाई तल सूचीब� अिधकृत ��� वा संस्थासँग मौ�खक �पमा संवाद गन� अनुमित िदन्छ । 

िबरामीको नाम: ___________________________________________ ज� िमित: ______________________ 

ठेगाना: _________________________________________________ फोन: _________________________  

खुलासा गनु�को कारण: कृपया आफ्नो िववरण खुलासा गनु�का कारण(ह�) छनोट गनु�होस्: 
�ा� सेवाको सम�य  िबरामीको प्रित
�ा� सेवाको ट� ान्�र  वैक��क राय
कानुनी प्रयोजनह� अ� (कृपया वण�न गनु�होस्):

कृपया तपाईलें खुलासा गन� चाहनुभएको सबै छनोट गनु�होस्: 

िचिक�ा: 
 पूण� �ा� रेकड� - यसमा CHC सँग फाइलमा रहेका बा� एजे�ीह�का िवगतका मेिडकल रेकड�ह� पद�छन् ।
अविध: ___/___/____ दे�ख ___/___/_____ स� यिद कुनै िमित तोिकएको छैन भने, चयन ग�रएका यस प्रकारका सबै
रेकड�ह� प्रदान ग�रने छ ।
अ� (परी�ण नितजाह�, अपोइ�मे�ह�, िबिलङ िववरण, आिद । कृपया वण�न गनु�होस्):

मानिसक �ा�/मनोिचिक�ा:
 पूण� मानिसक �ा� थेरापी/मनोिचिक�ा रेकड�
अविध: ___/___/____ दे�ख ___/___/_____ स� यिद कुनै िमित तोिकएको छैन भने, चयन ग�रएका यस प्रकारका सबै
रेकड�ह� प्रदान ग�रने छ ।
अ� (कृपया उ�ेख गनु�होस्):

द� िचिक�ा:
दाँतको ए�-रे - सबै
अ� (कृपया उ�ेख गनु�होस्):

िववरण अनुरोध गन� प�: ___________________________________________________________________

ठेगाना: _________________________________________________________________________________________  

फोन: ______________________________ �ा�: _________________________ 

िववरण प्रा� गन� प�: ________________________________________________________________________

ठेगाना: _________________________________________________________________________________________  

फोन: ______________________________ �ा�: _________________________ 

यो सहमित समा� �ने िमित वा घटना: ___________________________________________________________________ 
यिद मैले मािथ समा�� िमित उ�ेख ग�रनँ भने, �स अवस्थामा यो सहमित CHC मा सेवा िलएको अ��म िमितदे�ख एक वष�मा समा� �नेछ भ�े 
कुरा मैले बुझेको छु । मैले बुझेको छु िक खुलासा �ने सूचनामा मेिडकल, मनोरोग, मानिसक �ा�, र/वा लागू पदाथ� र मादक पदाथ� 
स��ी रेकड�ह� समावेश �न सक्छ । मेरा मेिडकल रेकड�ह� �ा� िबमा पोट�िबिलटी र जवाफदेिहता ऐन 1996 ("HIPAA"), 45 ख� 160 र 
164 अ�ग�त सुरि�त छन् र रा� र संघीय िनयमह�ले अ�था �वस्था ग�रएको अवस्थामा बाहेक मेरो िल�खत सहमित िवना खुलासा गन� सिकने 
छैन भ�े म बुझ्छु । यस सहमितको फोटोकपी वा �ािसमाइल मूल प्रित जि�कै मा� �ने छ । मैले बुझेको छु िक मैले उपचार, भु�ानी, या 
�ा�सेवा स�ालनको प्रयोजनको लािग खुलासा गन� सहमित प्रदान गन� इ�ार गरँे भने मलाई सेवा प्रदान गन� अ�ीकार ग�रन सक्छ । यिद मैले 
अ� प्रयोजनका लािग खुलासा गन� अ�ीकार गरेमा मलाई सेवाह� अ�ीकार ग�रने छैन । तपाईं बिल�ङ्टन सामुदाियक �ा� के�ह�लाई 
आफ्ना रेकड�ह� िन� ढाँचाह�मा खुलासा गन� अिधकार िदनु�न्छ: यहाँ अ�था िनिद�� ग�रएमा बाहेक मौ�खक, िल�खत, इले�� ोिनक । 
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about:blank


 
िबरामीको ह�ा�र: _______________________________________________________________ िमित: _______________________ 
 
आमाबाबु, अिभभावक वा कानुनी प्रितिनिधको ह�ा�र: _____________________________________ िमित: _______________________ 
 
िबरामीको तफ� बाट ह�ा�र गन� अिधकारको वण�न गनु�होस्: ________________________________ स�क�  न�र: ___________________ 
 
 
 

संशोिधत नोभे�र 2023 

म यो सहमितलाई जुनसुकै बेला र� गन� सक्छु भनी बुझ्छु । यो सहमित र� गन� मेरो िनण�यले यस सहमित अ�ग�त पिहले जारी ग�रएका 
रेकड�ह�लाई असर गन� छैन । म यसै�ारा यो सहमित र� गछु� : ______________ (िमित) । अब उप्रा� यस सहमित अ�ग�त कुनै पिन सूचना 
खुलासा नगनु�होस् । 
ह�ा�र: ____________________________________________________________________ 
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AUTHORIZATION TO SEND HEALTH INFORMATION 

Fax Medical Records to: (802) 860-4313    Email Dental Records to: dentalxrays@chcb.org 
This form allows CHC to verbally communicate with the authorized person or organization listed below. 

 

Patient Name: __________________________________________________ Date of birth: ______________________ 

Address: _________________________________________________ Phone: _________________________  

Reason for Release: Please choose the reason(s) for the release of your information: 
 Coordination of care      Patient copy    
 Transfer care        Second opinion 
 Legal purposes      Other (please describe): 
 
Please choose all information you would like to have shared: 
 

Medical: 
 COMPLETE HEALTH RECORD - This includes past medical records from outside agencies that CHC has on file. 
Date range: ___/___/____ to ___/___/_____  If no dates are specified, all records of this type selected will be shared. 
 Other (test results, appointments, billing information, etc. Please describe):  
 
Mental Health/Psychiatry: 
 Complete Mental Health Therapy/Psychiatric Record 
Date range: ___/___/____ to ___/___/_____ If no dates are specified, all records of this type selected will be shared. 
 Other (please describe):  
 
Dental: 
 Dental x-rays – All 
 Other (please describe):  
 

Information REQUESTED FROM: ___________________________________________________________________                                                                        

Address: _________________________________________________________________________________________  
Phone: ______________________________ Fax: _________________________ 

Information RELEASED TO: ________________________________________________________________________ 

Address: _________________________________________________________________________________________  
Phone: ____________________________ Fax: _________________________ 
Date or event upon which this consent will expire: ___________________________________________________________________ 
I understand that if I do not state a date of expiration above, then this consent will expire one year from the last date of service to 
me at CHC. I understand that information released may include medical, psychiatric, mental health and/or drug and alcohol 
records. I understand that my Medical Records are protected under the Health Insurance Portability and Accountability Act of 1996 
(“HIPAA”), 45 Parts 160 and 164, and cannot be disclosed without my written consent unless otherwise provided for by state and 
federal regulations. A photocopy or facsimile of this consent is valid as is the original. I understand that I might be denied services if I 
refuse to consent to a disclosure for purposes of treatment, payment, or health care operations. I will not be denied services if I 
refuse to consent to a disclosure for other purposes. You are authorizing the Community Health Centers of Burlington to disclose 
your records in the following formats: verbal, written, electronic, unless otherwise specified here. 
 

Patient Signature: _______________________________________________________________ Date: _______________________ 
 
Parent, Guardian, or Legal Representative Signature: ___________________________________ Date: _______________________ 
 
Describe authority to sign on behalf of patient: ________________________________ Contact number: _____________________ 
 
 
 

Revised November 2023 

I understand that I may revoke this consent at any time. My decision to revoke this consent will not affect the records that were 
previously released under this consent. I hereby revoke this consent on: ______________ (date). Do not release any further 
information under this consent. 
Signature: ____________________________________________________________________ 
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