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AUTHORIZATION TO RELEASE/DISCLOSE  
PROTECTED MEDICAL INFORMATION 

  
PLEASE READ THE FORM CAREFULLY AND FILL OUT COMPLETELY. 

1. I authorize: 2. To release information to: 
Name  Of Sending Person/Organization Name Of Receiving Person/Organization 
 
 

 

Full Address Full Address 

 
 
 
 
 
 

 

 

3. INFORMATION TO BE RELEASED: (Check all applicable) 
 Patient Problem List          Immunization Records (no charge)          Growth Charts (no charge) 
 Lab Reports (additional charge)            All Progress Notes (additional charge) 
 Others________________________________________________ 

 
4. RECORDS FROM THE TIME PERIOD_______________TO_________________ 
 
5.  PURPOSE OR NEED FOR DISCLOSURE: 

 Continued Medical Care          Payment of Insurance Claims         Legal          Personal 
 Workers Compensation Claims          Other:______________________________  (If you are transferring out of our practice please let us know why) 

 
 
Please Initial: 
 

_____6. I understand that this authorization shall be valid from __________ to __________. I understand that I may revoke this consent 
in writing at any time except to the extent that the action has already been taken. 

_____7. The requester may be provided with a copy of this authorization. 

_____8. I understand that if my protected health information is disclosed to someone who is not required to comply with federal health 
insurance probability act and accountability act of 1996(HIPAA) regulations, then such information may be re-disclosed and 
would no longer be protected.  

_____9. If this release pertains to alcohol, drug information, mental health problems, or psychotherapy, please note that this information 
has been disclosed to you from records protected by the federal confidentiality rules (42 CFR, part 2). The federal rules prohibit 
you from making further disclosure of this information unless further disclosure is expressly permitted by written consent of  the 
person to whom it pertains or as otherwise permitted by 42 CFR, part 2. A general authorization for the release of medical or 
other information is not sufficient for this purpose. The Federal rules restrict and use of the information to criminally investigate 
or prosecute and alcohol or drug abuse patient.  

_____10. I understand that I have the right to inspect my child’s protected health information and make authorization changes and 
copies, if needed. 

_____11. I understand that a reasonable fee may be charged for duplication of records. The fee will include $0.76 per page for 
photocopying plus the actual cost of the postage and handling PLUS $22.88 for retrieval of records, if applicable. 

 
 
________________________________________________   ________________________________________________ 
Patient name       Date of Birth 
 
________________________________________________   ________________________________________________ 
Street Address       Daytime Phone Number 
 
________________________________________________   ________________________________________________ 
City                                State                 Zip Code    Date of Request 
 
________________________________________________   ________________________________________________ 
Printed Name of Authorized Parent/Guardian    Signature /Relationship to Patient 
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