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Specific authorization is required to share the following information. For each item below, initial where 
indicated:       

_____Substance Abuse Records HIV Related Records 

_____Psychiatric, Mental Health or Behavioral Health Records 

Authorization for Care Coordination Communication 

Patient Name: Date of Birth:   

Address:  Phone Number: 

I authorize Mosaic Health staff to engage in all modes of communication and/or to leave a detailed message with the 
practice or organization(s) identified above for the following purposes:  

□ All aspects of my care treatment and payment, including insurance, benefits and claims
□ All clinical care, including test results and visit documentation
□ All billing and insurance information
□ Schedule, cancel, reschedule or obtain information about my appointments
□ Other (Describe): ____________________________________________________________________

Conditions of Authorization: 

1. I understand that this consent is limited to information necessary for care coordination.
2. I understand communication may consist of verbal, email, fax, or mail between Mosaic Health and listed
Providers/Organizations.
3. I understand that I am fully responsible for reporting changes to data or named practices/organizations.

4. I understand that this authorization may be revoked in writing at any time by contacting Mosaic Health, but
this will not affect any information already shared.
5. This consent is valid:

 As long as I am a current patient at Mosaic Health or until __________________ (date or event).

_________________________________________________________ _______________________________ 

Signature of Patient or Legal representative  Date Signed 

_________________________________________________________ _______________________________ 

Printed Name of Patient or Legal Representative Legal Representative Relationship to Patient 

    Communication for care coordination between: 

 Mosaic Health  and: 

 Provider/Practice/Organization Name: _________________________________________________ 

 Address:_________________________________________________________________________ 

 Phone number: _______________________________      

For Internal Use Only:    ___________________________________________ 
Signature of Mosaic Health Staff receiving completed form 

Patient Account Number: ___________                   _______________________ 

Date 

September 2019 HIM_016_01 
RELEASE OF INFORMATION: CCSOI




