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AUTHORIZATION TO DISCLOSE MEDICAL RECORDS
This authorization must be written, dated, and signed by the patient or by the person authorized by law.


____________________________________					_______________________
	NAME OF PATIENT							        DATE OF BIRTH

I hereby authorize the release of medical information regarding the patient named above by copy of medical records and/or by discussing the information in person or by phone.

FROM: _______________________________________________________________________________
ADDRESS: ____________________________________________________________________________
CITY, STATE, ZIP CODE: ________________________________________________________________

TO: ___________________________________________________________________________________
ADDRESS: _____________________________________________________________________________
CITY, STATE, ZIP CODE: _________________________________________________________________

By initialing the spaces below, I specifically authorize the release of the following records, if such exist.

______ Entire medical record						_____ Lab/pathology reports
______ Most recent five-year history					_____ Diagnostic imaging reports
______ Emergency and urgent care records				_____ Other ______________________

Authorization limited to (specific dates or records): _________________________________________________
__________________________________________________________________________________________

*Must be initialed to be included in the other documents.
______ *HIV/AIDS related records _______ *Mental health information _____ *Genetic testing information

______ *Drug and alcohol related records (specific dates or records) __________________________________

This authorization may be revoked at any time. The only exception is when action had been taken in reliance on the authorization. Unless revoked earlier, this consent will expire in one (1) year from the date of signing and shall remain in effect for the period reasonably needed to complete requirement. 

__________________________		___________________________________________________
	DATE							SIGNATURE OF PATIENT


__________________________		___________________________________________________
	DATE					SIGNATURE OF PERSON AUTHORIZED BY LAW
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