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Name: Date of Birth: SSN:
Address:
Physician’s Name: Date of Request:

I hereby authorize,

(name of practice) to release and/or
disclose the following protected health information:

O Operative notes and reports
O Ultrasound/CT Reports
O Lab/Test results
Q Progress Notes
Q Other (please specify)
Information requested from to
REQUEST Medical Information FROM: SEND Medical Information TO:

Purpose of Release: The protected health information will be used or disclosed for the following purpose(s):

O Ongoing treatment and care
Q Specialist referral
Q Other (please specify)

Expiration: This authorization is valid for 90 days from the date of signature.

Revocation: This authorization may be revoked in writing by the undersigned at any time prior to the release of

information from the disclosing party. Written revocation will not affect any action taken in reliance on this
authorization before the written revocation was received.

Redisclosure: Iunderstand that the requester may not lawfully further use or disclose the health information unless
another authorization is obtained from me or unless disclosure is specifically required or permitted by law

Patient’s Rights: The patient my inspect or copy the protected health information used or disclosed pursuant to
authorization and my refuse to sign this authorization. Except where allowed by law, the Medical Practice will not

condition treatment, payment or other health care benefits on the giving of this authorization. The patient shall
receive a copy of this authorization.

Patient or Patient’s Representative Date
(Patient’s Representative is a person authorized by law to make health care decisions on behalf of the individual)

Relationship to Patient





