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AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION
Mame of Patient (PLEASE PRINT) Social Security # Date of Birth
Strect Address City, State, £ip
Maiden or other names used for records DATE THIS AUTHORIZATION EXPIRES i expirarton dae indicated
Authorizanon will expire I-year fram the dote of sameaire
RELEASE FROM: RELEASE TO:
Nume (FLEASE PRINT) Mame (FLEASE FRINT) .
Address Address
City. State, Zip Clity. State Zip

The following protected health information is to be disclosed: (please check all that apply)
[_] Complete health record

[ Surgical notes

[ ] Pregnancy records

] Other

Covering the period from to

Unless specifically indicated, only up to the fasté three vears of records will be copied
Purpose of Release: (please check all that apply)
[] Transfer of care

] Moving
|| Continuation of care

[ ] Other

Patient’s Signature: Date:

Signature of Personal Representative of Patient: Date:

Description of Representative’s Authority to Act for Patient:

Representative’s Address and Phone Number:
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