[SS/HS PROGRAM NAME HERE]              

Medical Record#: 



Consent for Release of Information
Our practice will not release your health information without your permission, except as provided in our Notice of Privacy Practices.

I hereby authorize [SS/HS PROGRAM NAME HERE]  to release/receive my medical information including dates, history of illness, diagnostic and therapeutic treatment.  The medical records to be released may contain medical information pertaining to psychiatric, drug and/or alcohol diagnosis and treatment.

Patient Name: 






DOB: 





Address: 






SS#: 




Telephone #: 







Covering record(s) for the period of 



 to 











Date



Date

Information to be released:

 FORMCHECKBOX 
  Copy of health record



 FORMCHECKBOX 
  Abstract

 FORMCHECKBOX 
  History and Physical



 FORMCHECKBOX 
  Discharge Summary

 FORMCHECKBOX 
  Other: 





 FORMCHECKBOX 
  Operative Report

(Note: A fee may be charge for copies of medical records)

Information to be: 
 released to

 received from:

Program: 












Address: 










 
Telephone: 











The information will be release for the following purpose(s):


 Request of Patient

 Treatment

Insurance

Other

The facility, its employees, officers and medical staff are release from legal responsibility or liability from the release of information in accordance with this consent.

Signature: 














Patient or representative




         Date

Printed Name: 





           Relation: 



[SS/HS PROGRAM NAME HERE]   

       Medical Record#: 




Consent for Release of Information
You may revoke this authorization at any time.  See the [SS/HS PROGRAM NAME HERE] Notice of Privacy Practices for more information about revoking authorization.

You may refuse to sign this authorization.  You do not need to sign this authorization to receive services from [SS/HS PROGRAM NAME HERE] EXCEPT in the following circumstances:

· If the only purpose for providing you with a service is to obtain information to disclose to someone else, then you must authorize that disclosure in order to receive the service.  (Example: physical examinations required to obtain certain types of licenses).

· If the services are related to research, you may be required to separately authorize the use or disclosure for your health information for the research.  This applies only to your health information related to the research services.  The use and disclosure of your information will be limited to what is necessary for the research.  If you do not authorize the use and disclosure of your information for the research, you may not be eligible to receive the services.

A person or organization that receives your information because of this authorization may have the legal right to disclose this information to others.

Two Page Form 

Date updated: 1/1/2015

