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AUTHORIZATION FOR RELEASE OF MEDICAL RECORD INFORMATION
Patient Name: _________________________________________ Date of Birth: ____________________________
Phone (Primary): ______________________________ Phone (Secondary): ________________________________
Address: ______________________________________________________________________________________
PLEASE NOTE: COPY FEE MAY BE CHARGED FOR MEDICAL RECORDS
This information may be disclosed and used by the following individual or organization:
Patient Request		Attorney Request 	Insurance Audit 	Continued Care 		Court
Other: _______________________________________________________________________________
I AUTHORIZE AND REQUEST MEDICAL RECORDS FROM:
Name: ________________________________________________________________________________________
Address: ______________________________________________________________________________________
Phone: ________________________________________ Fax: ___________________________________________
RESTRICTIONS: Only medical records originated through this healthcare facility will be copied, unless otherwise requested. This authorization is valid only for the release of medical information dated prior to and including the date on this authorization and any future dates unless otherwise revoked. I understand the information in my health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information about behavioral or mental health services, and treatment for alcohol or drug abuse.
RECEIVING AGENCY/OFFICE/ORGANIZATION:
Name: ________________________________________________________________________________________
Address: ______________________________________________________________________________________
Phone: __________________________________________ Fax: _________________________________________
I understand that authorizing this disclosure of health information is voluntary; I can refuse to sign this authorization. I need not sign this form to assure treatment. I understand that I may inspect or obtain a copy of the information to be used to disclose, as provided in CFR164.524. I understand that any disclosure of information carries with it the potential for unauthorized re-disclosure and the information may not be protected by federal confidentiality rules. If I have any questions about disclosure of my health information, I can contact the authorized individual or organization making the disclosure.
I have read the above foregoing authorization for release of information and do hereby acknowledge that I am familiar with and fully understand the terms and conditions of this authorization.
Signature: _______________________________________________ Date: ________________________________
