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Authorization for Release of Medical Records
(Disclosure of Protected Health Information – HIPAA)
Patient Name: __________________________________________
Date of Birth: ____________________
Phone: ____________________
Address: ________________________________________________
City/State/ZIP: _____________________________________________
1. I AUTHORIZE RELEASE OF MY MEDICAL RECORDS:
FROM (provider/facility releasing records):
Carolina Family Practice Centre, PA
Address: __________________________________________
Phone: ____________________ Fax: ____________________
TO (recipient of records):
Name/Facility: _______________________________________
Address: ____________________________________________
Phone: ____________________ Fax: ____________________
2. INFORMATION TO BE RELEASED
(Please check all that apply)

☐ Complete medical record
☐ Office visit notes
☐ Medication list
☐ Problem list
☐ Immunization record
☐ Laboratory results
☐ Imaging reports
☐ Billing records
☐ Other: __________________________________

Date range of records:
☐ All dates
☐ From __________ to __________
3. PURPOSE OF DISCLOSURE

☐ Continuity of care
☐ Personal use
☐ Insurance
☐ Legal
☐ Disability
☐ Transfer of care
☐ Other: ______________________

4. SENSITIVE INFORMATION
I understand that my records may include information relating to:
· 
· Mental/behavioral health
· Substance use treatment
· HIV/AIDS status
· Sexually transmitted infections
· Genetic testing

Initial if you consent to release of sensitive information: ______
5. METHOD OF DELIVERY

☐ Fax
☐ Mail
☐ Secure electronic transmission
☐ Patient pickup
☐ Portal upload

6. EXPIRATION
This authorization expires:
☐ 1 year from signature
☐ On date: __________
☐ Upon completion of request
7. PATIENT RIGHTS (HIPAA REQUIRED)
I understand that:
· I may revoke this authorization at any time in writing.
· Revocation does not apply to information already released.
· My treatment or payment is not conditioned on signing this form.
· Information disclosed may be subject to redisclosure by the recipient.
· I have the right to receive a copy of this authorization.
8. SIGNATURE
Patient/Legal Representative Name: __________________________
Signature: ______________________________________________
Date: __________________
Relationship (if not patient): _____________________________
Office Use Only
Date received: __________
Processed by: __________
Date sent: __________
Method: __________
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