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Authorization for Use/Disclosure of Information:  I voluntarily consent to an authorize my health care provider ________________________________________ (insert name) to use or disclose my health information during the term of this Authorization to the recipient(s) that I have identified below

	Patient Name
	                                                           	Date of Birth
	                                                           
	SSN
	                                                           	Address
	                                                           
	City 
	                                                           	State 
	                                                           
	Zip Code
	                                                           	Phone Number
	                                                           
	Email Address
	                                                                                                                                                                



	Information Requested From

	Name 
	                                                           	Address 
	                                                           
	City 
	                                                           	State 
	                                                           
	Zip Code
	                                                           	Phone Number
	                                                           
	Fax Number
	                                                           	Email Address
	                                                           


	Send Information To

	Name 
	                                                           	Send By
	☐Mail ☐Fax ☐Secure Email

	Address 
	                                                           	City 
	                                                           
	State 
	                                                           	Zip Code
	                                                           
	Phone Number
	                                                           	Fax Number
	                                                           
	Email Address
	                                                                                                                                                            



Purpose 
I authorize the release of my health information for the following specific purpose: _______________________________________________________________________.
☐All of my health information that the provider has in his or her possession, including information relating to any medical history, mental or physical condition and any treatment received by me. 
☐Only the following records or types of health information:
_______________________________________________________________________.
I, _________________________________________ (Name), hereby grant permission for you to release confidential health information about me, by releasing a copy of my medical record, or a summary or narrative of my protected health information, to the physician / person / facility / entity.

	                                                                                       	                                                                                       
	Printed Name
	Date

	                                                                                       

	                                                                                       
	Signature
	Date
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