


State and/or Federal law specifically requires that with any disclosure or redisclosure of substance abuse (alcohol or drug), 

mental health, or AIDS/HIV related information, the following written statement must accompany information. 

This information has been disclosed to you from records protected by Federal confidentiality rules (42 cir part 2). The 

rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by 

the written consent of the person to whom it pertains, or as otherwise permitted by law. A general authorization for the 

release of medical or other information is not sufficient for this purpose. 

I understand I may refuse to sign this authorization or revoke this authorization at any time. I understand that my 

revocation or refusal to sign this authorization will not affect my ability to obtain health care services or repayment or my 

eligibility for benefits. I also understand that if I revoke, the revocation will take effect on the day it is processed by Mason 

City Clinic. 

I understand as a patient I have the right to access my records. Copies of the records may be obtained with reasonable notice. 

Mason City Clinic reserves the right to charge a reasonable fee for these services. I understand that if the person or entity 

that receives the information requested is not covered by the federal privacy regulations or is not an individual or entity who 

has signed an agreement with such a person or entity, the information described above may be redisclosed and will no longer 

be protected by the regulations. 

A photocopy or exact reproduction of this signed authorization shall have the same force and effect as the original. 
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