Authorization for Release of Information

Patient Name: Date of Birth:

Address: -

el

Home Phone: Wark Phone:

1 nereby authorize: [Provider Full Title] .t release information from my madical record s indicated below to:

Name:

Address:
Ciny: Stzze: Zie:

Phone: o

INFORMATION TO BE RELEASED: DATES: | I

"

pecifically authorize the release of information relating to:
: History and physical exam

i Substance 2buse (inciuding gicohol/drug abuse)

L

Progress naies  Menw! heaith (includi hot
rogress : ; Mentz! heglth (including psychotherapy notes)*

N

HIV related Information (AIDS reizred testing)

N

Lab reports R ——

: ! X-Ray reports | Marketing {except Tor face-to-face sncounters

P

7 Biier ‘ er promotional gifts of nominal value)

—

)

Y
H S
Q1

¢

ICNATUREQOF PATIENT QR LEGAL GUARDIAY DATE
*Fizase ncie that if this authoriz

g derae s o is used for the purpose of
TRE- . PEycroireragy noies Ingl il may not be combined with any ot
} OF DISCLOSURE: W e 4 ith any other
PURPOSE | awhorization(sj unless for the purpose of psychotherapy notes.

T} Changing physicians

i | Legal

! Other (please specify):
1. 1 understand that this suthorization will expire dzys efer I have signed this form,

9. 1 understand the: if this authorization is used for the purpose :-,E" ressarch, that it will expire at the end of research s

dare if the authorization is used for the creation or maintenance of a research datzbase or repository.
3.

Consulzation/second opinion i Continuing care ! Insurence
e ] T -_ 1 —_ )
Resezrch i - School i | Worker's Comp.

LI

tudy or indefinite
1 understand ther I mey revoke this authorization at zny time by notifying the pr
ffective on the date notified except to the exient action has already been tzken In reliznce upon it
1. I understand thet the informeation used or disclosed pursuani o this suthorizetion may be s
and no longer be protected by Federa! and State 1;-.—2\;:-.‘:5; egulet
5. [ understand that i [ am being reguesiec o relsase i
for the purpose of:

iCing organization in writing, and it will be

UBjet 10 rediscliosure by the recipien:

:ztion DY [Provider Full Title]

2. By authorizing this rsiease of informaicin, my heah care 2

payment for my heaith care will not be affecied iT1 60 n0 sien
this form. _ _ g
5. 1understand I may seeanc CODY
the extent the state law provides greaier
c. 1have been informed that [Provider Full Tidej
compensation in exchange for using or disclosing the health i
6. 1 understand that in compliance with [Practice § | osteme
medical records if copies are sent to facilites for ongoing care or ol
7 1 understand thet [ may refuse to sigs his autnorzation.

coass Tl

¥ Federal iaw or State law 10
ign i

i not receive finzncial or in-kin

KIT:

- There is no charge for

'SIGNATURB OF PATIENT DATE  LECGAL GUARDIANAUTHORIZED PERSON DATE

1o

RECORDS RECEIVED BY DATE RELATIONSHIP TO PATIENT

FOR OFrCE USEONLY

BY:

TION: FEE COLLECTED:S




