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ADVANCED PAIN CENTERS, S.C. 

Authorization for Use or
 

 Disclosure of Information for Hot Flashes 
  

 
AIN CENTERS, S.C.,  

he Practice”) to use or disclose the following protected health information: 
  

 

Hot Flashes.  THE STUDY IS BEING DONE WITHOUT ANY FEDERAL OR STATE FUNDING. 
 

The protected health information may be disclosed to: 

  N 
HE SCIENTIFIC COMMUNITY TO 

VALIDATE THE SCIENTIFIC/EDUCATIONAL STUDY. 
 

is protected health information is being used or disclosed for the following purposes: 

NS TO PROVIDE RELIEF FROM 
OT FLASHES FOR NON-CANCER RELATED SYMPTOMS.   

This authorization shall be in force and effect until the end of the clinical study. 
 

I have the right to revoke 
this authorization, in writing, at any time by sending written notification to: 

 
ATTN: 

01 
offman Estates, Illinois  60195 

 the extent that the practice has relied on the use or 
disclosure of the protected health information. 

 
e subject to re-

disclosure by the recipient and may no longer be protected by federal or state law. 
 

nt. I 
I do not sign this authorization, then the Practice will not provide the related 

treatment to me. 
 

I
• I  under 

tent the state law provides greater access rights.) 
Refuse to sign this authorization. 

____________________________________________  ________________ 
Signature of Patient                              Date 

I,  _______________________________, hereby authorize ADVANCED P
(“t

MEDICAL AND CLINICAL INFORMATION REGARDING A CLINICAL RESEARCH STUDY for 

 
THE PUBLIC IN A SUMMARIZED FORMAT AS PART OF THE CLINICAL DOCUMENTATIO
FOR THE RESULTS OF THE STUDY.   IN DETAIL TO T

Th
  
TO VALIDATE THE USE OF STELLATE GANGLION INJECTIO
H
 
 

        
I understand that, as set forth in the practice’s Notice of Privacy Practices, 

 

Compliance Officer 
ADVANCED PAIN CENTERS, S.C. 
2260 West Higgins Road, Suite 1
H
 

I understand that a revocation is not effective to

I understand that information used or disclosed pursuant to this authorization may b

I understand that the treatment being provided for the practice is related to the clinical study and 
that my authorization of disclosures for research related purposes is a condition of this treatme
understand that if 

 understand that I have the right to: 
nspect or copy my protected health information to be used or disclosed as permitted
federal law (or state law to the ex

• 
 

_____


