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If the client has elected to opt-in to the HIE, the Authorization to Use and Disclose (ATD) is required
— to be completed to share PHI in the HIE. S
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INABILITY TO OBTAIN ACKNOWLEDGEMENT

To be completed only if signature is not obtained. Please check the box that best applies.

Declined to sign

[l

Other reason. Please describe the good faith efforts made to obtain the patient’s/client’s
|:| acknowledgement, and the reasons why the acknowledgement was not obtained below:

Print Name: Date :

Signature :

(County Clinic/Office Staff)
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