REVOCATION OF AUTHORIZATION FOR THE USE OR DISCLOSURE OF
PROTECTED HEALTH INFORMATION (PHI)

Patient Name: Today’s Date: / /
Date of Birth: / /

Statement of Revocation I hereby revoke the Authorization for Release of Protected Health
Information that I previously signed.

Details of the Authorization Being Revoked (please complete as much as possible):

o Date of original authorization (if known):

e Person/Organization that was authorized to receive my information:

e Specific information authorized for release (if known):

o [ All active authorizations on file (if you want to revoke everything)
Acknowledgment
I understand that:

o This revocation is effective only upon receipt by the practice and applies only to future
disclosures.

e Any information already disclosed before this revocation cannot be retrieved.

o This revocation does not affect disclosures made for treatment, payment, or healthcare
operations, or any other actions taken in reliance on the original authorization.

o Information previously disclosed may have already been re-disclosed by the recipient and
may no longer be protected by HIPAA or Texas law.

Signature
Signature of Patient (or Legal Representative):
Date:

Printed Name of Signer:
If signer is not the patient, relationship to patient (e.g., parent, guardian, power of attorney):
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