


AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION

	1.  PATIENT INFORMATION

	
Full Legal Name:  					
Address: 					
Phone Number: 					
	
Date of Birth (MM/DD/YYYY):   				
City, State and Zip:  					
Last 4 Digits of SSN (optional):  				



	2 & 3.  DISCLOSE FROM  ←→  RELEASE TO

	
	DISCLOSE FROM (Section 2)

	Practice Name:  					

	Address:  					

	City, State, Zip:  					

	



	
	
	RELEASE TO (Section 3)

	Provider Name:  					

	Address:  					

	City, State, Zip:  					

	Phone / Fax:  					






	4.  DESCRIPTION OF HEALTH INFORMATION TO BE RELEASED



	Date Range — From (MM/DD/YYYY):  ____________________________________
	To (MM/DD/YYYY)   or   □ Most Recent:  ____________________________________



Record Types (check all that apply):
	□  Complete Medical Record
□  Office / Clinic Notes
□  H&P / Consultation Reports
	□  Lab / Pathology Reports
□  Radiology Reports & Images
□  Operative / Procedure Reports
	□  Discharge / Hospital Records
□  Medication / Rx Records
□  Billing Records


Other:  ____________________________________________________________

Sensitive Information — Check ONLY if authorizing release (not released by default):
	□  Mental health / psychiatric
□  Substance use disorder (42 C.F.R. Part 2)
	□  HIV/AIDS test results or treatment
□  Reproductive / abortion-related
	□  Genetic testing information



		5.  PURPOSE

	□  Continuing care / treatment
□  Specialist referral / second opinion
□  Insurance / workers' compensation
□  Legal proceedings
□  Personal records
Other:  ______________________



	
		6.  EXPIRATION

	Expires on the earliest of (check one):
□  Specific date:  __________________________
□  Upon this event:  ______________________
□  One (1) year from date signed (default)






	7.  PATIENT RIGHTS & ACKNOWLEDGMENTS

	By signing, I acknowledge: (1) I may revoke this authorization in writing at any time; provided that such revocation will only take effect on receipt but does not affect prior disclosures. (2) My treatment, payment, and health plan enrollment will not be conditioned on signing. (3) Disclosed information may be re-disclosed by the recipient and may no longer be HIPAA-protected. (4) I may inspect or copy disclosed information per 45 C.F.R. § 164.524. (5) A copy of this authorization is as valid as the original.






	8.  SIGNATURE



														
Signature of Patient					Date (MM/DD/YYYY)		Printed Name

	9.  PERSONAL REPRESENTATIVE  (complete only if signing on behalf of patient)



														
Signature of Personal Representative			Date (MM/DD/YYYY)		Printed Name




	10.  FOR OFFICE USE ONLY



	Date Received:  ________________________
	Records Released By:  ________________________
	Date Released:  ________________________


Method of Release  (mail / fax / secure portal / pick-up):  _____________________________________________
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