
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION 
(Please complete this form in its entirety) 

 
 I, ________________________________________________,  Date of Birth:  /      /         AUTHORIZE 
  (Print patient name) 
 
Name of Facility/Doctor: _____________________________________________________________________________ 
Address/City/Zip: ___________________________________________________________________________________ 
Phone Number: (        ) _______________________________     Fax Number: (      ) _____________________________ 
 
TO USE AND DISCLOSE A COPY OF THE HEALTH INFORMATION DESCRIBED BELOW REGARDING ME TO: 
  
Name of Facility/Doctor: _____________________________________________________________________________   
Address/City/Zip: ___________________________________________________________________________________ 
Phone Number: (        )________________________________    Fax Number: (        ) ____________________________ 
 
Please indicate the last time you were seen at the requested office in order to better locate your records: 
 Present to 2 years  3-5 years  6-10 years  Over 10 years 
 
PURPOSE OF RELEASE:   Medical Care    Transfer of Care    Legal     Other: ______________________________ 
 
I CONSENT TO THE RELEASE OF:  All Records (limited to last 2 years)   All Records from __________ to __________    
 Lab Reports         Imaging Reports         Diagnostic Reports         Other: ________________________________ 
 
THE HEALTH INFORMATION TO BE USED AND DISCLOSED INCLUDES THE INFORMATION SPECIFICALLY AUTHORIZED 
BELOW AS WELL AS ALL OTHER INFORMATION IN MY HEALTH RECORDS RELEVANT TO THE ABOVE-DESCRIBED PURPOSE. 
 
____  By initialing here, I specifically consent to the disclosure of my HIV/AIDS information. 
____  By initialing here, I specifically consent to the disclosure of my mental health information. 
____ By initialing here, I specifically consent to the disclosure of my genetic testing information. 
____ By initialing here, I specifically consent to the disclosure of my drug and alcohol diagnosis, treatment, or referral 

information, which requires under federal law a description of how much and what kind of information is to be 
disclosed. 

 
I HAVE REVIEWED AND I UNDERSTAND THIS AUTHORIZATION.  I ALSO UNDERSTAND THAT THE INFORMATION USED 
OR DISCLOSED PURSUANT TO THIS AUTHORIZATION MAY BE SUBJECT TO RE-DISCLOSURE BY THE RECIPIENT AND NO 
LONGER BE PROTECTED UNDER FEDERAL LAW.  UNLESS REVOKED EARLIER, THIS AUTHORIZATION SHALL REMAIN 
IN EFFECT UNTIL MY DEATH. 
 
 
            Dated     , 20_______ 
(Signature of patient or legal guardian)    
 
       
(Print guardian name) 
              
If we, the healthcare provider, are requesting this Authorization from you for our own use and disclosure or to allow 
another healthcare provider or health plan to disclose information to us: 
 

1. We cannot condition our provision of services or treatment to you on the receipt of this signed authorization; 
2. You may inspect a copy of the protected health information to be used or disclosed; 
3. You may refuse to sign this Authorization; and 
4. We must provide you with a copy of the signed Authorization. 

 
You have the right to revoke this Authorization at any time, provided that you do so in writing, and except to the extent 
that we have already used or disclosed the information in reliance on this Authorization or to the extent you signed this 
Authorization as a condition to insurance coverage.  To revoke this Authorization, please contact our Privacy Officer. 


