
 
JOHNS HOPKINS HOSPITALS  

     

 
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION 

Patient Name:  Birth Date:             ________________ 

Address:          Phone #:                 

  Medical Record #: ________________ 

                               
WHO 

 
ACTION REQUESTED   (check one) 

My Health Information My Health Information

My Health Information My Health Information          My Health Information

WHAT    
                                                                                                                                                       

“My Health Information”

  
    

  
  



If I have initialed here (________), “My Health Information” includes Substance Abuse Records/Information.                        

 

 will be

 

WHY 



 

 

 

 

 

FORMAT:

Important:

My Health Information

 

•
•

•

•

Signature of Patient Only Date

 
If you are NOT the patient but are signing on behalf of the patient, please complete below 

I, am the (check which applies) 
     

 Parent with Parental Rights    (not sufficient for substance abuse records)

 Registered Kinship Care Relative    (not sufficient for substance abuse records)

 Court Appointed Guardian 

 Legally Appointed Healthcare Agent    (not sufficient for substance abuse records)

 Medical Power of Attorney   (not sufficient for substance abuse records)

 Power of Attorney with Right to See Medical Records   (not sufficient for substance abuse records)

 Surrogate Decision Maker    (not sufficient for substance abuse records or mental health records) 

 Court Appointed Personal Representative of Deceased 

 
Representative’s Signature Date  
                                                   

 
Address Phone

You MUST attach proof of your authority to act on behalf of the patient as checked above (other than 
parent). 


