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Authorization for Release Of Protected Health Information:

Patient Name:

Date of Birth:

SS#:

Address:

Phone:

I have been a patient at or am the patient's authorized representative. |
understand that the facility has legally protected health information about me or the person |
represent. | understand that by signing or not signing this form will not affect treatment in any
way. | hereby authorize the following to release information:

Nar ~ of facility, agency, or Entity tc -elease health information ( fa« ity name, address, city,
state zipcode, and phone number)

Name of facility, agency, or entity to receive information ( facility name, address, city, state,
zipcode,and phone number)

Only the listed records are permitted to be released:

___Medical History and Physical Exam ____ Progress Notes
____Psychiatric / Psychological ____Discharge Summaries

___Laboratory Reports / Tests __ Operative

__ Pathology _____Medication records

____ Other ( Specify)

__ Consults ____Radiology
_____Physican Orders ___Mammography Reports

All Medical records ( Entire Medical File )

This authorization will expire in 90 days or ( specify )

HIV, Behavioral Health and Drug and Alcohol Information contained in the parts of the
record(s) indicated above will be released through this authorization unless otherwise
indicated.

Do Not Release: ___ HIV ___ BEHAVIORAL HEALTH ( Psychiatric ) ___DRUG &
ALCOHOL
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1 do understand the following:
* That the health records will not be released o obtained by Irwin Family Care, PC unless
permission is provided for herein as evidence by the signature on this authorization for release of

protected health information.

* That the release of my health records will be for the purpose stated on this form, and only
those items indicated to be released.

* That the health records released by the fecility / person authorized above may possible be
re~disclosed by the fecillty / person that receives the records and therefore (1) ts staff /
employees have no responsibilty or liabilty as 2 result of the re-disclosure and (2 ) such
information would no longer be protected by the Privacy Rule.

* That the authorization is in effect for a period of 90 days from the date of signature, unless a
specific time frame is documented; however, no time frame shll go beyond one year from the
date of signature.

* That have the right to revoke this authorization form at any time by sending a written request
o the entity were the authorization was provided,

* That my decision to revoke the authorization does not apply to any release of my health
records that have been taken prior to the date of my request to revoke the authorization.

* That | am entitied to a copy of this authorization form.

General Authorization

Patient Signature Date

Legal Representative Signature Refationship

Oral Authorization - Not Applicable To HIV related Information

witness that the person understood the nature of this release 2nd freely gave his / her oral
authorization ( Two witnesses are required )

Witness # 1 Date

Witness # 2 Dte.




