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PROFESSIONAL AUTHORIZATION

FOR RELEASE OF INFORMATION

I 





________authorize the Brain Injury Association of NH


(Individual’s Name/Guardian)

to review and obtain copies of all medical, hospital or other pertinent records or information in order to assist in providing services and in developing a service plan for



(Individual’s Name


SS#



DOB)

I authorize the Brain Injury Association of NH to share information received with any institution that through a private or public funded program is a consideration for or is actually paying for all or part of my program.

I also give permission to discuss any medical, hospital or other pertinent records or information with any contact you provide to us to assist in seeking services and payments for such services.

I have had this form read and explained to me and understand its contents.  I agree that a photocopy of this authorization be accepted with the same authority as the original.

I permit the use of facsimile or other electronic devices in transferring my records as needed.  Sender assures all due care to protect confidentiality of records in using electronic devices.

This consent shall expire on 
Signed                                                                                 

Date


Self/Guardian

Signed  __________________________________________                     Date______________________

Self/Guardian

Guardian’s Phone Number

Individual’s Address 


Individual’s Phone Number 

Witness 


Relationship 

Brain Injury Association of New Hampshire


109 North State Street, Concord, NH, 03301-4334 ( (603) 225-8400 ( Fax: (603) 228-6749


Help Line: 1-(800)-773-8400 ( www.bianh.org ( e-mail:  mail@bianh.org 








