
STANDAm> AUTHORIZATION OF USE AND DIS¢LQSURE OF PROTEcrED
iiEALTH INFQRMA'TION 

Inforlnation to be Usedoi':'Disciosed 

The iilformation covered bY'this authorization includes:, 

AU medical' and/or rela.ted issues pertaining to my diagnosis and/or ~are. 


I ' 

Persons Authorized to use or disclose information 
Information listed above will be' used or disclosed by: 
Anthony V. Benenati. DPM. PC and/or their staff. 

, 

PerSons to Whom infomiation May Be Disclosed 

Information described above may be disclosed to: 


, Name ofperson or or~anizati6n . , 

( Name o~,p'embti or,.Ol;gailizatiori 

Expiration Date of Allthorization 
This authorization i~ effective until 'such times it is revoked or ten:nInated.by the patient 
or the patient's personal representative. 

~ght to Tern;dnate or revoke Authorization 
You may revoke or tetli1inate this,authorization by submitting' a ~tten revocation to 
Anthony V~ Benenati, DPM PC. You sh~u1d contact the Office Manager who will direct 
the ~mpliarice Officer to·tepnina~this authorization. 

Potential for tte-dis'closurc:; 
Infon;nation that is disclo'sed under tbis,~llthor1zation,may be disclosed again by'the 

,person or orga.ni?J1tion to whi~h·it is Set;lt:' The\prlvasy o.f1hlsinfarm.ati9n may n,ot be 
protected under .the federal privacy regulations. " 

Signature 

Name of-patient (print o~ Type 

Signature ofPatient Date 

Signature ofPatient 'Represehtati~e ­
,Relationship of Patien~ Representative to Patient 


