


 

Authorization to Release information 
for treatment, payment or healthcare operations 

I hereby authorize the release or use of my individually identifiable health information (Protected 
Health Information or PHI) and medical information by Powell Student Health Clinic in order to carry out 
treatment, payment or healthcare operations.  

 You retain the right to request that we further restrict how your PHI is released or utilized to 
carry out treatment, payment or healthcare operations. Our practice is not required to agree to such 
requested restrictions, however if we do agree to our requested restrictions, such restrictions are then 
binding on the Notice of Privacy Practices.  

 
Notice of Privacy Practices 


