
Patient Name _______________________________________________  Date of Birth ________________

Address ________________________________  City ___________________  State  ___  Zip  __________

I hereby authorize _________________________________

Address ________________________________  City ___________________  State  ___  Zip  __________

to disclose my protected health information as described below to _____________________________

Address ________________________________  City ___________________  State  ___  Zip  __________

Please release the following information

 ❏ Entire Medical Chart ❏ Surgical Reports

 ❏ X-Ray Reports ❏ Hospital Records/Reports

 ❏ Lab Reports ❏ Developmental Disabilities

 ❏ Consultations ❏ Prescription Records

 ❏ Allergy Records/Tests ❏ Other (specify) _____________________________

I understand that the health information disclosed as a result of this authorization may no longer 
be protected by Federal privacy standards and my health information may be re-disclosed without 
obtaining my authorization.

I understand I have the right to:
 • Receive a Copy of this Authorization
 • Refuse to Sign this Authorization and that treatment, payment, enrollment in a health plan
  or eligibility for health care benefits may not be contingent on my signing this authorization.
 • Revoke this Authorization, except to the extent that the person(s) and/or organization(s)
  listed above have already made in reference to this authorization.

_______________________________________________      ____________________
Signature of Patient (or Legal Representative)                 Date

______________________________________
Relationship to Patient if signed by Legal Representative
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