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Authorization to Release Information

Patient Name: __________________________________   Date of Birth: ______________

Phone #: ___________________                                          Account #: ________________


I authorize (Name of Doctor):________________________  Specialty: ________________


Phone # :(___) ____________   Fax #: (___) ___________       City/State: ________________


to release medical information from my medical record to:


Name of Doctor: ___________________________________ Specialty: ________________


Phone # :(___) ____________   Fax #: (___) ___________       City/State: ________________

                                                                                                                                                                                                                                                                                    

This authorization will automatically expire one year from the date signed.  I understand that I may revoke                   this consent at any time by notifying the above named provider in writing.  Please not that information used or disclosed based on this authorization may be subject to re-disclosure by the recipient of the information and no longer be protected by the privacy rule.

Signature of Patient or Legal Guardian: _____________________________________________

Date: ________________________          Witnessed By:_________________________________
The following information is to be released: (Please check all that apply)





____ Entire Record           ____ Portions of Record – Dates: _______________________





____ X-Rays       _____ Labs        _____Other Specific Information: _________________





I give special permission to release any information regarding: (Please initial on the lines)





____ Substance Abuse (Drug/Alcohol)       ____ Mental Health          ____ HIV Information
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