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AUTHORIZATION FOR USE AND 
DISCLOSURE OF HEALTH INFORMATION Page 1 of 2 

There may be fees incurred for this service. 
Patient Information Tell us about the patient
Patient Name: DOB: MRN: 
Address: City: State: Zip:
Phone: Email (optional):
Type of Access Requested Please check ONLY one) 

 Paper Copy � CD � Inspection Only
Email (not encrypted) (Note: If you would like us to send information over email not encrypted, this 
increases the risk that information could be read by an unauthorized third party.)   

Delivery Method Please check ONLY one) 
 Mail  Email  Fax  Pick-Up  

Purpose of Requested Use or Disclosure Tell us how you will use the records
 Continuity of Care – Appointment Date with Physician: 
 Patient  Insurance  Other: 

Authorization – I hereby authorize:

  

  
To release my health information to:    Check this box if same as patient listed above. OR

  

  
Information Disclosure Tell us what information you need

Information to be disclosed for the following date range to : 
 Hospital Records (Inpatient and Outpatient)  
Clinic (Specify Provider Name):  

 Radiology Images (Specify):  X-ray  Ultrasound  CT scan     MRI  Mammography 
Laboratory Test(s) Only 

 Other: 
HIM ROI 
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Special Authorization Tell us if we have permission to release the following sensitive information) 

 HIV test results (initial) 
 Mental Health (initial) 

Expiration 

Restrictions 

Your Rights 

Signature (As required by law)

Office Use Only Identification verified by (name): 
Verified by (method):    Photo ID  Matching Signature  Other: 
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