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Authorization for Release of Protected Health Information

Patient’sfullnameatthetimeoftreatment:___________________________________________________________________________________

DateofBirth:________/________/_____________SocialSecurityNumber:____________–________–________________

Date(s)oftreatment:____________________________________________________________________________________________________

Purposeofrelease:_____________________________________________________________________________________________________

£ Bill

£CytologyReports
£DiagnosisList/PatientIdentiication
£EmergencyDepartmentRecords
£EKG/Cardiovascular
£LaboratoryReport(type)__________________________________
£MammographyFilms
£OccupationalTherapyReports
£OficeNotes(type) ______________________________________

£PathologyReports
£PhysicalTherapyReports
£PhysicianDictation(type)_________________________________
£PulmonaryFunctionTest
£RadiologyFilm(type)_____________________________________
£RadiologyReports
£SpeechTherapyReports
£Other:________________________________________________
________________________________________________________  

1.Iunderstandthatifmyrecordscontaindocumentationofalcoholabuse,psychiatriccondition,drugabuse,orcommunicablediseases,thisinformationwillbereleased
aspartofmyrecord.

2.Iunderstandthatifthepersonorentityreceivingthisinformationisnotcoveredbyfederalprivacyregulations,thisinformationwillnolongerbeprotectedandmay
bere-disclosed.

3.IunderstandthatImayrevokethisauthorizationatanytime,butrevocationwillnotapplytoinformationthathasalreadybeenreleased.Revocationsshouldbesent
to the address noted at the top of the form.

4.IunderstandthatImayrefusetosignthisauthorizationandthatmyrefusaltosignwillnotaffectmyabilitytoobtaintreatment.
5.Iunderstandthattheremaybeachargeforobtainingtherequestedinformation.Informationonthechargecanbeobtainedbycontactingthemedicalrecords 

department noted at the top of this form.

6.IunderstandthatacopyorFAXofthisdocumentisjustasvalidastheoriginaldocument.
7.Iunderstandthatthisauthorizationwillexpire90daysaftersignedunlessanearlierdateisspeciiedhere_____________________________________________.

Information To Be Released: (Pleasecheckallthatapply)

£MailRecord£Iwillpick-up £FAX(tohealthproviderorhealthplanonly) £Irequestacopyofthisauthorization

Iauthorizethefollowingprovider/entity__________________________________________________________________toreleasemyhealthinformationto:

Recipient/ProviderName:_________________________________________________________________________________________________________

Recipient’sAddress:_____________________________________________________________________________________________________________

City:_____________________________________________________________State:_______________________________ZIP:__________________  

______________________________________________________________________________________________________________________________________

SignatureofPatientorAuthorizedPersonDateContactTelephoneNumber

___________________________________________________________________________________________________________________________________________

              RelationshipReasonPatientisUnabletoSign

PROVIDER 

USE ONLY

OriginaltoMedicalRecords:___________/___________/_____________Copyto:___________/___________/_____________
                Date                      Date

VeriicationCompletedBy:_____________________________________________________________________________________________


