[image: image1.emf]


AUTHORIZATION TO RELEASE INFORMATION

DATE:  _______________________________
NAME:____________________________________  DOB:____________________________

SSN:______________________________________  PHONE #:________________________
I HEREBY AUTHORIZE: ______________________________________________________




(Name of Facility or Office)
TO RELEASE MY MEDICAL INFORMATION / RECORDS PERTAINING TO :

______________________________________________________________________________
(List appropriate information and dates of service; from and through)











TO BE SENT TO THE FOLLOWING:

______________________________________________________________________________
______________________________________________________________________________
(Name and address of physician or facility receiving records)

THIS AUTHORIZATION WILL EXPIRE ON:____________________________________






    (HIPAA regulations require a specific date or event)

Unless otherwise noted, this authorization will expire 6 months from date signed.

SIGNATURE OF PATIENT* ___________________________________________________
RELATIONSHIP TO PATIENT: ________________________________________________
*IF THE PATIENT IS A MINOR OR UNABLE TO SIGN, PLEASE PROVIDE EVIDENCE OF GUARDIANSHIP OR AUTHORITY TO SIGN IN PLACE OF PATIENT.
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