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AUTHORIZATION AND RELEASE FOR THE USE AND/OR DISCLOSURE OF PROTECTED HEALTH INFORMATION FOR MARKETING AND COMMUNICATION PURPOSES

The Executive Director of Development and the Public Relations Team, on behalf of Passages Hospice, LLC, would like your permission to photograph or film you and/or your relatives to use in our internal and external publications, bulletin boards, web site, magazine articles and/or newspaper articles for purposes.  The information will be used for the designated purposes of marketing, publicity and and/or education of special programs and hospice services provided by Passages Hospice.
Patient Information
____________________________________________________________________________________________________________

Last Name



First Name




Middle Initial

____________________________________________________________________________________________________________

Address




City

State
Zip Code

Phone

____________________________________________________________________________________________________________

Contact Name

Protected Health Information to Be Used and/or Disclosed
Please check the type of information you authorize to be used or disclosed according to this Authorization:

( Protected Health Information in Passages Hospice’s print or electronic publications, including website, video, television or film for 
    marketing or public relations purpose.
( Protected Health Information in the form of photographs in Passages Hospice’s print or electronic publications, video, advertising 
    or film for marketing or public relations purpose.

( Protected Health Information to be disclosed to the news media.
Please describe the Protected Health Information to be used or disclosed.

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Authorization
· I hereby authorize Passages Hospice to use and disclose Protected Health Information related to my medical condition for the purpose stated above.  This authorization will expire in _____________ (time frame) or __________________________ (event).
· I understand this authorization may be revoked at any time prior to the expiration date listed above provided the use or disclosure has not already occurred prior to my request for revocation.  To revoke, the patient or legal guardian must notify Passages Hospice’s Executive Director of Development and Public Relations in writing at 134 N. McLean Blvd., Elgin, IL  60123.  You can also refer to Passages Hospice’s Notice of Privacy Practice.  
· Passages Hospice will not condition treatment, payment or other eligibility benefits on the Authorization.

· Protected Health Information used or disclosed as a result of this Authorization may be re-disclosed by the recipients receiving such information, and is no longer protected by federal privacy regulations.  
· I agree the photos or images become the property of Passages Hospice or its representative.  

· I understand that I release to Passages Hospice any right, title and/or interest of any kind it may have in the information or images produced.

By signing below, I authorize Passages Hospice, LLC to use or disclose Protected Health Information specified in this Authorization.

____________________________________________________________________________________________________________

Signature of Patient/Legal Representative





Date
____________________________________________________________________________________________________________

If Legal Guardian, a description of the Legal Representative’s authority to act for the Patient
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