
 
 
 
 
 
I, _________________________________________________________,   ____________________________ 
    (Name)        (Date of birth) 
authorize, __________________________________________________, to disclose the following information 
    (Name of Institution) 
to _______________________________________________________________________________________ 
      (Person Receiving the Information) 
for the purpose of ___________________________________________________________________________ 
      (Continued Care, Legal Proceedings, Insurance Billing) 
 
Medical records or other information regarding my treatment, hospitalization, and/or outpatient care.   
 
  History & Physical, Consultations   Psychological Evaluation 
  Operative Reports, Discharge Summary  Psychological Examination 
  Lab, X-Ray, EKG, EEG, Testing, etc.   Entire Record 
  Other ___________________________________________________________________________________ 
 
This information is for the hospitalization and/or outpatient visit from:____________________ to __________________ 
 
I understand that the information in my medical record may include information relating to sexually transmitted disease, 
acquired immunodeficiency syndrome (AIDS), human immunodeficiency virus (HIV), psychological or psychiatric 
impairments, substance abuse, child abuse, spousal abuse, elderly abuse, rape, or adoption. 
 
I understand this information may be re-disclosed by the person(s) receiving it and no longer protected by the federal 
privacy regulations. 
 
I understand that I may revoke this authorization at any time by giving written notice to the Health Information 
Management Department.  I understand the revocation will not apply to information that has already been released in 
response to this authorization or to information required by the Privacy regulations. 
 
I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain 
treatment, payment, or my eligibility for benefits. 
 
I understand the medical record is protected under the Federal Confidentiality Regulation and cannot be disclosed without 
the patient's written consent unless otherwise provided for in the regulations. 
 
I understand that I may request to inspect the information to be released. 
 
I understand this authorization shall automatically expire without my expressed revocation 90 days from the date of 
signing or on ________________________________. 
 
 
________________________________________ ________________ 
Signature of patient or Legal Representative  Date 
 
________________________________________ _______________________________________________ 
If signed by Legal Representative, relationship  Signature of witness 
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