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AUTHORIZATION FOR RELEASE OF
PROTECTED HEALTH INFORMATION

IMPRINT PARENT IDENTIFICATION HERE

| authorize _ to release information from the record of:
Name of Facity/Person
— {o
Patisrt Name . dimh Date SSN/MA#
( } |
Name of Facilty/Person ~ Phone Fax
&—d’lry_lP;lwn Addrass

for the purpose of (PROVIDE A DETAILED DESCRIPTION):
Parts 1 and 2 must be completed to properly idenmy the records to be released.

u] lnpatiam - I:I Emargency Dept B Dates:
0 Outpatient O Physician Office/Clinic

I authorize the release of: (check all that apply) O Mental Health Information O Drug and Alcohol Infarmation,
contained in the records indicated above.

2. a {el :
D Consults O Medical Histary & Physical Exam O Physician Ordars
DO Discharge Summary/instructions O Medication Records O} Progress Notes
0O Laboratory Reports/iests O Operative Repart O Psychiatric/Psychological Eval
0O Mammography Report O Pathology Report O Radivlogy Report
O Emergency Dept. Aeport D EKG Report(s)
Q Other:

HIV-related informatlon contalned in the parts of the records indicated above will be released through this authorization unless
otherwise indicated. O Do not release
| understand that this Authorization is effective for a period of 80 days from the date of tha signature, unless otherwise specified below.
No time frame may exceed one year after the date of signature. | understand that | have the right to raveke this authorization at any time by
sending a written request to the entity/person | authorized above to release the information, s

(1] . If applicable, specify other expiration date/event here:

Dta/Time of Signaiurs malure of Paiert {14 yaars of age cf oidar ma) Date/Time of Signature rature of Parers, Legal Guardian or
sﬁmm release of ( rlonn y snﬁnomd Rnpn':nnm' (complets below}
can authotize uina ufdmg& alkcohol treatmen
information withaut parental consant)

Data/Time of Signature Witness/Stalf Member Signalure
*Authorized Representative’s relationship and authority to act on behalf of patient:

ORAL AUTHORIZATION (for persons physically unable to sign)
NOT Applicable to HIV Related Information or Drug & Alcchol Treatment Informatlon
| witness that the patient understood the nature of this releasa and fresly gave their oral authorization, (Two witnesses ate required)

Date/Time Winess #1 Drte/Tine Weness # 2




