AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION
Patient: [full name] · Date of birth: [date] · Address: [address] · Phone: [phone]
1. Who may release the information
[Name of doctor, hospital, clinic, pharmacy or health plan], [address].
2. Who may receive the information
[Name of person or organization], [relationship], [address], [phone or email].
3. Information to be released
[ ] All records   [ ] Records from [date] to [date]   [ ] Only: [lab results, imaging, discharge summaries, billing records, other].
Specially protected information is released only if I initial here: ___ mental health ___ substance use treatment ___ HIV/AIDS ___ genetic testing.
4. Purpose
[At my request / continuing care / legal matter / insurance claim / other].
5. Expiration
This authorization expires on [date] or on [event, for example the end of my legal case].
6. My rights
I may revoke this authorization at any time by writing to the provider named above. Revocation does not affect information already released.
My treatment, payment, enrollment or eligibility for benefits will not depend on whether I sign, except where the law allows.
Information released under this authorization may be disclosed again by the recipient and may no longer be protected by federal privacy rules.
I am entitled to a copy of this signed authorization.
I have read this form and I authorize the release described above.



	PATIENT
Signature: ______________________
Name: [full name]
Date: [date]
	PERSONAL REPRESENTATIVE (IF SIGNING FOR THE PATIENT)
Signature: ______________________
Name: [full name]
Authority: [parent of a minor / health care agent / legal guardian / executor]
Date: [date]


