
Authorization to Release Medical Information 
COMPLETE ALL SECTIONS, DATE, AND SIGN 
I, or legally authorized representative acting on my behalf, authorize the disclosure of my protected 
health information as described in this authorization 

Patient Name Patient Date of Birth 

The information is to be disclosed by: And is to be provided/sent to: 
Name of Facility Name of Person/Organization/Facility 

Address Address 

City, State, Zip City, State, Zip 

Information to be released:
Types of Medical Records 

Dates of Service 

I permit the following sensitive information to be disclosed 

Purpose of request: _____________________________________________________________________ 

Delivery Method: ________________________________________________________________________ 

I understand that this authorization is voluntary and that my treatment, payment, health plan enrollment, or eligibility for benefits will not 
be conditioned on my signing it. 

I understand that the information disclosed under this authorization may be redisclosed by the recipient and may no longer be protected 
by federal privacy regulations, except for Substance Use Disorder treatment/referral records protected under 42 CFR Part 2. 

I may revoke this authorization by notifying the disclosing facility in writing of my desire to revoke it. However, I understand that any 
actions already taken based on this authorization cannot be reversed and my revocation will not affect those actions. Additionally, if this 
authorization was obtained as a condition of obtaining insurance coverage, other law may provide the insurer with the right to contest a 
claim under the policy. 

This authorization will expire on __________________ or 1 year from the signature date 

Signature of Patient Date 

Signature of Personal Representative Relationship to Patient Date 

Last Updated: September 2, 2026
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