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AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Print Name of Patient: __________________________________________________________

Address of Patient:_____________________________________________________________

Date of Birth:  ____________________ SSN: ____________________

I. My Authorization

I authorize the following using or disclosing party:

____________________________________________________________________________

to use or disclose the following health information.
☐ - All of my health information 
☐ - My health information relating to the following treatment or condition: 

____________________________________________________________________________
☐ - My health information covering the period from ___________ (date) to __________ (date)

The above party may disclose this health information to the following recipient:
Name (or title) and organization _________________________________________________
Address ___________________________________________________________________
City ____________________ State ____________________ Zip ____________________
Phone ___________________ Fax ____________________ Email ____________________

This information is to be released specifically for the purpose of:
________________________________________________________________________________________________________________________________________________________
(disability insurance, life insurance, work release, care coordination, etc)



Signature of Patient: _________________________________ 

Patient’s printed name: _________________________________ 

Date: __________________

This authorization expires two weeks from the above date.  I have the right to revoke this authorization at any time prior to the date, by providing my intent to revoke in written form.
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