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  COPE AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION —  Revised 1.13.2026 

COPE Community Services, Inc. 
AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION 

Please complete, sign, and return this form to: 

COPE Community Services, Inc.
Attn. Health Information Department 
1477 W. Commerce Court   | Tucson, AZ 85746
or fax to: 520.798.3791 or e-mail: hid@copecommunityservices.org 

Note: Where information accompanies this disclosure form, this information has been disclosed to you from records 
protected by the health insurance portability and accountability privacy act standards (HIPAA) (45 CFR part 160 and 164), as 
well as federal regulations on alcohol and drug abuse treatment (42 CFR part 2), and/or the Arizona Revised Statutes (ARS 
36-509 and ARS 36-664). Please note, segregating Part 2 records is not required. Federal law prohibits the use of substance
use disorder treatment records to investigate or prosecute a patient without written patient consent or a court order.

USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 

I hereby authorize the use and disclosure of my protected health information as follows:

Persons/Organizations Authorized to Use/Disclose the Information: 

Address: 

Phone #: Email: 

Persons/Organizations Authorized to Receive the Information:  

Address: 

Phone #: Email: 

Purpose of the use or disclosure: 

This Authorization Applies to the Following Information: 

Health information
For release of Medical Records, please indicate method of delivery to recipient: 

 Secure e-mail 

 USPS Mail 

Secure Fax _________________ 

Pick up at COPE Administration office, 1477 W. Commerce Court Tucson, AZ 85746 

Physician Notes, date(s): 
Psychiatric Eval., date(s): to 

Assessments, date(s):  to 

 Case Mgmt Notes, date(s):  to 

to       Nurses Notes, date(s):          to 

 D/T Summary, date(s):  to 

 Surgical, date(s):  to 

 Medications, date(s):  to 

 Other (incl. dates):  to 

Patient Name: D.O.B:

All health information pertaining to my medical history, mental or physical condition and treatment 
received, with the exception of HIV information.        

HIV health information pertaining to my medical history, mental or physical condition and treatment 
received.

COPE Community Services, Inc.

1477 W. Commerce Court, Tucson, AZ 85746

520-205-8982 hid@copecommunityservices.org
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Expiration 

This authorization to disclose and/or release protected health information expires one year from signature date. 
Restrictions: HIPAA covered entities and business associates that receive records under this consent can re-disclose the 
records in accordance with HIPAA regulations. 

Your Rights 

I understand that I may refuse to sign this authorization. My refusal to sign will not reflect my ability to obtain treatment or 
payment or my eligibility for benefits. I may inspect or obtain a copy of any used or disclosed health information under this 
authorization, unless the information is contraindicated as determined by my attending physician. I may revoke this 
authorization at any time. My revocation must be in writing, signed by me or on my behalf. My revocation is effective upon 
receipt but will not be effective to the extent that the requestor or others have acted in reliance upon this authorization. I have 
a right to receive a copy of this authorization.    

Signature 

 Representative  Guardian Patient Signature: Patient         
If signed by someone other than the patient, state your relationship to the patient: 

Date: Time: 
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