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FROM: 
Provider/ Facility:________________________________________________________________ 
Address:_____________________________________________________________________________ City, State Zip:________________________________________________________________________ Phone Number:______________________________  Fax Number:______________________________ Patient Name:_____________________________________________  DOB:______________________
 
I authorize and request the disclosure of all protected information for the purpose of review and evaluation. I expressly request that the designated record custodian of all covered entities under HIPAA identified above disclose full and complete protected medical information including the following: 
 Complete medical record 
 Office notes, consult notes, operative reports, and hospital records 
 Labs
 X-rays and other imaging reports 
 Pharmacy and prescription records 
 Billing records 
 Mental Health Records 
 Drug/Alcohol abuse treatment 
 Communicable Diseases (including HIV & AIDS)

This protected health information is disclosed for the purpose of: ________________________________ 
 
You are authorized to release the above records to: 
Name:_________________________________________________________ 
Address:_______________________________________________________ 
City, State, Zip:__________________________________________________ 
Phone: ________________________________________________________ 
Fax:___________________________________________________________ 
 
I understand the following: 
That I have a right to revoke this authorization in writing at any time, except to the extent information has been released in reliance upon this authorization; that the information released in response to this authorization may be re-disclosed to other parties; and that my treatment or payment for my treatment cannot be conditioned on the signing of this authorization. 

Any facsimile, copy or photocopy of the authorization shall authorize you to release the records requested herein. This authorization shall be in force and effect until _______________ or two years from date of execution.
Signature______________________________________________   Date________________________
Relationship to patient (if patient not signing)________________________________________________
Reason patient did not sign:  Patient is a Minor (Under 17)    Other (specify)_____________________     
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