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Authorization to Release Medical Info 
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�$�X�W�K�R�U�L�]�D�W�L�R�Q���W�R���5�H�O�H�D�V�H���0�H�G�L�F�D�O���,�Q�I�R�U�P�D�W�L�R�Q��

Completion of this document authorizes the disclosure and use of health information about you. 
Failure to provide all information requested may invalidate this authorization. 

Patient Name: ______________________________________ Medical Record #:��_________________ 

Mailing Address: ____________________________________ Date of Birth: _____________________ 

City/State/Zip: ______________________________________ Phone: __________________________ 

Please OBTAIN my medical information FROM: Please SEND my medical information TO: 

Name of Provider/Organization Name 

 Telephone Number 

Fax Number Fax Number 

�D�� �‰���7�K�H���I�R�O�O�R�Z�L�Q�J���U�H�F�R�U�G�V���R�U���W�\�S�H�V���R�I���K�H�D�O�W�K���L�Q�I�R�U�P�D�W�L�R�Q�����L�Q�F�O�X�G�L�Q�J���D�Q�\���G�D�W�H�V����

�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B

�E�� I specifically authorize release of the following information (check as appropriate):
�‰Mental Health Treatment Information __________ (initial)
�‰HIV Test Results __________ (initial)
�‰Alcohol/Drug Treatment Information __________ (initial)

�1�R�W�H����A separate authorization is required to authorize the disclosure or use of psychotherapy notes, as defined 
in the federal regulations implementing the Health Insurance Portability and Accountability Act. 

(Continued on page 2) 

�‰�&�'���������������‰���3�D�S�H�U���&�R�S�\�������������‰�����(���P�D�L�O�����H�Q�F�U�\�S�W�H�G�����B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B�B

I authorize the following information to be released:

�3�$�7�,�(�1�7���/�$�%�(�/ 
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