
                        Polk County Coroner                               Authorization for Use and Disclosure of 
                            Protected Health Information 

Form continues on back side. 

 

Release TO:  Name: _____________________________________________________________________________________ 

  Address: ___________________________________________________________________________________ 

  City : __________________________________________________________ State: _____ Zip: _____________ 

  Phone #: ___________________________________________________________________________________ 

Legal Next of Kin (If diƯerent): 

  Name: _____________________________________________________________________________________ 

  Address: ___________________________________________________________________________________ 

  City : _____________________________________ State: _____ Zip: __________________________________ 

  Phone #: ___________________________________________________________________________________ 

Decedent Identification: 

Printed Name: _________________________________________ Date of Birth: _____________________________________ 

Other Name(s) Used: _____________________________________________________________________________________ 

Last Address: ____________________________________________________________________________________________ 

City: _______________________________________________________________________ State: ______ Zip: _____________ 

Last 4 Digits of Social Security #: ______________________________________________ 

Purpose of Request (Must check one): 

[ ] Request of Legal Next of Kin  [ ] Attorney/Legal  [ ] Primary Care Physician  [ ] Hospital Education/Training    

[ ] Other, (specify):_________________________________________________________________________________________ 

I Request the Records be Provided: 

 [ ] Paper (hard copy)     [ ] Electronically via email* 

Email Address: ____________________________________________________________________________________________ 

* Emailed records are subject to encryption. 

Information to be Released: 

[ ] All     [ ] Case Report     [ ] Autopsy Report     [ ] Toxicology Report    [ ] Coroner Report 

[ ] Other: _____________________________________________ 

Drug and/or Alcohol Abuse, and/or Psychiatric, and Communicable/Non-Communicable Diseases 

Legal Next of Kin understands if the report(s) contain information in reference to drug and/or alcohol abuse or 
treatment, psychiatric care, communicable and/or non communicable diseases including but not limited to 
hepatitis, gonorrhea, syphilis and/or other sensitive information, they agree to its release.                                          
Check One:  [ ] YES [ ] NO 



HIV/AIDS Records Release 

Legal Next of Kin understands if the report contains information in reference to HIV/AIDS (Human 
Immunodeficiency Virus/Acquired Immunodeficiency Syndrome) testing and/or treatment, they agree to its 
release. Check One:  [ ] YES  [ ] NO 

Right to Revoke Authorization 

Except to the extent that action has already been taken in reliance on this authorization Legal Next of Kin can 
revoke this authorization at any time. 

Re-disclosure 

I understand the information disclosed by this authorization may be subject to re-disclosure by the recipient and 
no longer protected by the Health Insurance Portability and Accountability Act (HIPAA) of 1996 or state statute. 

Right to Refuse 

Legal Next of Kin understands that they have the right to refuse the dissemination of protected health information. 

Signature of Legal Next of Kin or Personal Representative Who May Request Disclosure 

I understand there may be a charge for copying my records. State law governs what the Releasing Entity may 
charge. I have read this form, understand and agree to the uses and disclosures of information as described in this 
Authorization. I understand that refusing to sign this form does not stop disclosure of health information that has 
occurred prior to revocation or that is otherwise permitted by law without my specific authorization or permission, 
including disclosures to covered entities as provided by State statute and/or 45 CFR §164.502(a)(1). I hereby 
knowingly and voluntarily authorize The Polk County Coroner’s OƯice to use and disclose the protected health 
information specified above. 

 

________________________________________________________________________     _________________     _____________ 

Signature of Legal Next of Kin or personal representative        Date              Time 

 

Printed name of Legal Next of Kin’s personal representative, if applicable: ______________________________________ 

Rationale for serving as personal representative to the individual (DPOA, conservator, legal guardian): 

__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________ 

OFFICE USE ONLY 

Verified by: _______________________________________________________________________________________________ 

Identity of Requestor Verified via: 

 [ ] Photo ID [ ] Other, specify: ______________________________________________________ 

NEXT OF KIN MUST BE CONTACTED BEFORE FULFILLMENT IF NOT PRESENT AT TIME OF REQUEST 


