
Patient Information:

First Name: _______________________________________________  Last Name: _________________________________________

DOB: __________________________________  Phone Number: ________________________________________________________

Address: _________________________________________________________________________________________________________

City: ________________________________________________ State: _____________  Zip: ___________________________________

I authorize the following individual or organization to receive my protected health information:

Name: ____________________________________________________________________________________________________________

Relationship to Patient (if applicable): _________________________________________________________________________

Phone Number: __________________________________________  Fax Number: ________________________________________

Email: ____________________________________________________________________________________________________________

Address: _________________________________________________________________________________________________________

City: _______________________________________________  State: ____________  Zip: _____________________________________

X___________________________________________________        X________________________
                                       Signature of Patient                                                                     Date

By signing this form, I authorize the release of my protected health information as described above. I understand
that:

I may revoke this authorization verbally or in writing at anytime, except to the extent that action has already
been taken in reliance on it.
Information disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may
no longer be protected under HIPAA.
This authorization does not grant the authorized individual(s) any right to make medical mental health,
financial, or legal decisions on my behalf.

Release Of Information


