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[bookmark: HIPAA_RELEASE_AND_AUTHORIZATION]HIPAA NOTICE OF REVOCATION OF RECORD RELEASE AUTHORIZATION
Covered Entity: Pro-Health Fitness & Wellness LLC
Administrative Action Track: Immediate Processing & Record Access Termination

SECTION 1: Patient / Requestor Identification (To be completed by patient or legal representative)
· Full Legal Name of Patient: _____________________________________________________
· Patient Date of Birth (MM/DD/YYYY): ______________________________________
· Phone Number: _____________________________________________________
· Email Address Registered on File: ___________________________________________________

SECTION 2: Scope of Legal Revocation
I hereby officially revoke the active record release authorization previously granted to Pro-Health Fitness & Wellness LLC regarding the disclosure of my Protected Health Information (PHI). [1]
· Select the exact scope of this cancellation (Check only ONE box):
· Complete Revocation: Cancel all active authorizations and stop all record processing across all third parties immediately.
· Targeted Revocation: Stop the release of my records strictly to the following individual, lawyer, insurance company, or third-party entity:
· Target Entity/Name: ____________________________________________________________
· Approximate Date of Original Authorization (if known): ___________________________ [1]

SECTION 3: Mandatory Federal Disclosures & Legal Acknowledgments
1. Administrative Processing Window: I understand that this cancellation becomes legally active the exact moment it is systematically processed by the Privacy Officer of Pro-Health Fitness & Wellness LLC.
2. Impact Limitations: I acknowledge that this revocation has zero retroactive power. It will have no legal impact on any medical data disclosures or secure transmissions that have already been executed by the practice in good-faith reliance on my original form prior to the processing of this notice. [1, 2]
3. Future Disclosures: I understand that after this form is processed, no future records will be shared with the revoked third party unless I deliberately execute a brand-new authorization document.
4. Electronic Submission Attestation: I certify that I am the patient or the legally authorized Personal Representative who executed the original request, and I voluntarily direct this stoppage.

SECTION 4: Execution & Legally Binding Signatures
By signing below, I certify that I have read, understood, and agree to the terms listed in this document. I confirm that I am either the patient named above or the patient's legally authorized Personal Representative.
· Printed Legal Name of Patient: _________________________________________________________
· Signature of Patient: __________________________________________ Date: _________________
For Legal Guardians, Parents, or Personal Representatives Only:
· Printed Legal Name of Representative: ________________________________________________
· Attested Relationship to the Patient: ___________________________________________________
· Signature of Representative: _____________________________________
·  Date: _____________
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