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Authorization to Release protected Health Information

_______________________________     _________________________

Name of Patient





       Date of Birth

__________________________________________________        _______________________________________

Street Address





        Phone Number


__________________________________________________

City


     State

          Zip Code


I hereby give the following entity permission to release my Protected Health Information:

______________________________________________________________________________Name of facility to release your records





Phone/Fax Number


I instruct the above named facility to release the following information: (Check One only)

 Release my entire medical record

 I would like specific records released (Please specify which records): __________________

______________________________________________________________________________

I authorize the above records to be released to the following facility:

____________________________________________________Name of facility to receive your records

____________________________________________________

Address and phone number 

HIV, Behavioral Health, or Drug and Alcohol Abuse/Treatment information contained within the dates of service I have specified above are to be released through this authorization unless otherwise specified.

I may revoke this authorization at any time by mailing or personally delivering a signed, written notice of revocation to the healthcare provider at which this authorization was executed.  Such revocation will be effective upon receipt, except to the extent that the recipient has already taken action in reliance on this Authorization.  The recipient of this protected health information is prohibited from re-disclosing the information unless the recipient obtains another authorization from me.

This authorization expires ninety days from signature.

___________________________________________________

__________________

Signature of Patient







Date

_____________________________________________________________________
_____________________

Signature of Parent/Guardian or Personal Representative (attach proper documentation
Date

