
Office of Accessibility ~ Winthrop University 

Office of Accessibility 
Authorization for Disclosure of Protected Health Information 

Name:  _______________________________________________________________________  
Last First Middle 

Date of Birth:  _________________________________CWID:  W _______________________  

Student Status (check one):  __ prospective __ current   __ transfer 

Local phone:  (______) ____________________Cell phone:  (______) ___________________ 

Address (street, city, state and zip code): ____________________________________________  

_____________________________________________________________________________  

Winthrop E-Mail address:  _____________________________ @mailbox.winthrop.edu 

Alternate E-mail address:  ________________________________________________________  

Records Released From (ie Health Facility, Provider…): 

Name: ______________________________________________________________________ 

Address:  ____________________________________________________________________ 

City:________________________________State:   _______________Zip: _______________ 

Phone: _________________________________Fax:  ________________________________ 

Information to be released for assistance and/or reasonable accommodations: 

_x_ Documentation related to diagnosis and accommodations 

Please send information to Office of Accessibility, Winthrop University, Bancroft Hall, Room 307, 

Rock Hill, SC 29733 – accessibility@winthrop.edu  -  Phone:  803/323-3290  -  Fax 803/323-4585 

Patient Rights: 
I have had the opportunity to read this facility’s Notice of Privacy Practices (as indicated) and have had all of my 

questions regarding this Notice answered to my satisfaction.  I understand that only health care providers, plans, and 

clearinghouses must follow the federal privacy standards.  If an individual or organization receiving my protected 

health information (PHI) does not fall into one of these categories, this authorization ceases to be protected by the 

federal privacy standards therefore, allowing for the possibility of my PHI being redisclosed without further 

authorization.  I understand that I may cancel this authorization but that my withdrawal is only effective to the extent 

that action has not already been taken, as a result of my signing this form.  In order to withdraw this authorization 

written notification is required.    

This authorization will remain in effect until this request is processed unless you specify this authorization will be 

effective for an additional time period.  Written consent is necessary to revoke this request.  

I have had an opportunity to review and understand the content of this authorization form.  By signing this 

authorization, I am confirming that it accurately reflects my wishes.  

______________________________________________________________________________ 

Patient/Client/Student Signature Date 

mailto:accessibility@winthrop.edu

