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 I further understand that the potential exists for re-disclosure of my private health 

information and it may no longer be protected under HIPAA, if I choose to disclose my 
private health information to someone who is not legally required to keep it confidential.  

 I also understand that I am entitled to receive notice if my protected health information 
has been breached. 

 

 Signature of Patient: ____________________________________ Date: ____________ 

Print Name: ______________________________ CWID#: _______________________ 

Address: ________________________________________________________________ 

DOB: ________________ Phone#: __________________ Witnessed by: ____________ 

The Student Health Center accepts cash, check, or Titan Tender as a form of   payment. 
Checks should be made payable to CSUF Health Center. Please include your CWID number on 
your check. 
 

Please be advised that we may have to get prior approval from a provider if your results have 
not yet been discussed with you, before releasing your records. 
 

 

It is our policy not to accept subpoenas by mail. Any subpoena must be served in person and 
delivered to the Vice President of Student Affairs located at LH 805. 
 

 

Particular diagnoses are protected by specific laws, which may require a different authorization 
form. 
Copies of records may not be released without charge. 
Charges are: 
Paper:  $.25 each page, after 1st five pages 
X-ray Film or CD: $7.00 
 
I have read the above statement and am aware of the possibility of a charge for a copy of my 
medical records. ____ 

For Medical Records Department Use Only 
 
___ Fax ___ Mail ___ Pick Up _______________ 
 
Total Pages:    ______ 
Total Charge:  ______ 
 
Chart reviewed by: __________ Date: ___________ 
Copied by: ___________ 
 
___ Fax ___ Certified mail ___ Hand carried from cashier 
Date: ___________ 
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