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AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION

COMPLETE ALl SECTIONS, DATE, AND SIGN

Lo , hereby voluntarily autharize the disclosure of information from my
health record. {Name of Pafient)
II. The information is to be disclosed by: And is to ke provided to:
NAME OF FACILITY . NAME OF PERSON/ORGANIZATIONIFACILITY
ADDRESS ADDRESS
CITY/STATE CITY/STATE

I11. The purpose or need for this disclosure is:
D Fusther Medical Care D Attorney |:| Schoal l:] Research
|:| Fersonal Use D Insurance D Disabiity D Olher {Specify)

IV, The information to be disclosed from my health record: (check appropriate hox{es))
D Oniy informaltion related to (specify)

D Only the pericd of events from to

[:| Other (spacily) (CHS, Billing. stc.)

D Entirs Record

If yau would like any of the following sensitive information disclosed, check the applicable box(es) below:

D Alcohol/Drug Abuse Treatment/Referral [:] HIVIAIDS-related Treatmant
D Sexually Transmittad Diseases D Mental Health {Other than Psychotherapy Notes)
[:l Psychotherapy Notes ONLY {by checking this box, | am waiving any psychotherapist-patient privilage)

T NAME {Lact, First. M) TR "DATE OF BIRTH

ADDRIZSS PHONE NUMBER

CITY/STATE

[, the undersigned, understand that I may revoke this authorization at any time in a verbal or written manner, My
revocation will nat apply to any release of information already made in response to this authorization. [n any event
this consent will expire within ninety (90) days from when it was signed, unless another date is indicated below:

. Release effective until the following date:

SIGNATURE OF PATIENT OR FERSCNAL REPRESENTATIVE {Stale refationship to patient) ) BATE

SIGNATURE OF WITNESS (If sigaature of patient is a thumbprint or mark) DATE




