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HIPPA Authorization to Release Medical Information
Patient Name: ________________________________________ SSN #: ___________________________
DOB: ____________ Phone #: ___________________Email: ____________________________________
I, _______________________________, authorize the release of my medical information to:
1. Name: ___________________________________ DOB: ________________________________
Relationship to Patient: __________________________ Phone #: ________________________
2. Name: ___________________________________ DOB: ________________________________
Relationship to Patient: __________________________ Phone #: ________________________
3. Name: ___________________________________ DOB: ________________________________
Relationship to Patient: __________________________ Phone #: ________________________
4. Name: ___________________________________ DOB: ________________________________
Relationship to Patient: __________________________ Phone #: ________________________
5. Name: ___________________________________ DOB: ________________________________
Relationship to Patient: __________________________ Phone #: ________________________
______ Ok to leave detailed message on above individuals’ voicemails? (Initial if acceptable)
Extent of Authorization (Initial on line next to option_:
______ All medical information can be released to the above individuals
______ Medical Information can be released to the above individuals EXCEPT: 
	□ Drug/Alcohol Abuse/Treatment			□ Mental Health Information Records
	□ Communicable Diseases (Including HIV and AIDS)	□ Other: ________________________
This authorization is in effect 1 year from date of signature OR until you, the patient, revokes this authorization to the above individuals OR until a new authorization is signed in which this would no longer be valid. 
Patient Signature: ____________________________________________ Date: ____________________
Relationship to patient if not patient: ____________________________
(If not patient, must show legal authorization such as POA form, Letter from attorney, Notarized letter, etc….)
**** MUST SHOW VALID ID UPON SIGNING THIS FORM****
Office use only (Staff must witness below in order to be valid. Scan in patient, parent, guardian, POA, ETC….  ID)
[bookmark: _GoBack]Office Location: ___________________   Staff: _________________________	  ENC 01/11/2018
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