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HIPAA Authorization to Release and Discuss Health Information
This form allows you to authorize the health care provider(s) you name to share your health information with the person or people you identify.
This authorization does not give another person authority to make health care decisions for you. A health care agent is appointed separately through an Advance Directive or other legally recognized document.
[bookmark: my-information]1. My Information
Full Legal Name: _________________________________________________
Date of Birth: __________________________
Address: _________________________________________________________
City: ______________________________ State: ______ ZIP: __________
Phone: _____________________________

[bookmark: Xeed58037a669254ad18c6b65b0162188c950664]2. Health Care Provider(s) Authorized to Share My Information
I authorize the following health care provider(s), hospitals, medical practices, or health care organizations to use and disclose my health information as described in this authorization.
[bookmark: provider-1]Provider 1
Provider or Organization: __________________________________________
Address: _________________________________________________________
Phone: _____________________________
[bookmark: provider-2]Provider 2
Provider or Organization: __________________________________________
Address: _________________________________________________________
Phone: _____________________________
[bookmark: provider-3]Provider 3
Provider or Organization: __________________________________________
Address: _________________________________________________________
Phone: _____________________________

[bookmark: X8a944c48d9bc19091fd1d1430333caef4a1a6a7]3. Person(s) Authorized to Receive My Health Information
I authorize the provider(s) named above to share my health information with:
[bookmark: person-1]Person 1
Full Name: _______________________________________________________
Relationship to Me: _______________________________________________
Phone: __________________________ Email: _________________________
[bookmark: person-2]Person 2
Full Name: _______________________________________________________
Relationship to Me: _______________________________________________
Phone: __________________________ Email: _________________________

[bookmark: X32583ded546490d9e7016826f8167e2919a0939]4. Health Information I Authorize to Be Shared
Check one or more of the following:
     Complete Medical Record: I authorize disclosure of my complete medical record, except for information that requires a separate authorization under applicable law.
OR
Only the following information:
      Diagnoses and treatment information
      Medication information
      Laboratory and test results
      Imaging and radiology reports
       Hospital records and discharge information
      Physician and specialist notes
      Surgical records
      Billing and insurance information
       Other: ______________________________________________________
Dates of service, if I wish to limit the authorization:
From: __________________________ To: __________________________
[bookmark: records-received-from-other-providers]Records Received From Other Providers
I also authorize disclosure of medical records that the provider named above has received from other health care providers, to the extent that redisclosure of those records is permitted by law.
This authorization includes permission for the provider(s) listed above to discuss the authorized health information with the person(s) I have named, including by telephone or in person, as well as to provide copies of authorized records.
Psychotherapy notes are not included in this authorization. Certain specially protected health information may require an additional or separate authorization.

[bookmark: purpose-of-this-authorization]5. Purpose of This Authorization
The purpose of this authorization is:
At my request, to allow the person(s) I have named to assist me in understanding, coordinating, and managing my health care and health information.
Other purpose, if applicable:



[bookmark: expiration-of-this-authorization]6. Expiration of This Authorization
Unless I specify an earlier date below, this authorization will expire one year from the date I sign it.
I would like this authorization to expire earlier on:
Date: __________________________

[bookmark: my-rights-and-important-information]7. My Rights and Important Information
I understand that:
I may revoke this authorization at any time by providing written notice to the health care provider(s) named in this form.
A revocation will not affect information already disclosed or actions already taken in reliance on this authorization before the provider received my revocation.
Signing this authorization is voluntary.
Treatment, payment, enrollment in a health plan, or eligibility for benefits generally may not be conditioned on my signing this authorization, except as permitted by law.
Information disclosed to a person who is not required to follow federal or state health information privacy laws may be redisclosed and may no longer be protected by those laws.
I may request a copy of this signed authorization.
I may provide a copy of this authorization to each health care provider named above.

[bookmark: authorization-and-signature]8. Authorization and Signature
By signing below, I confirm that I have read and understand this authorization. I authorize the health care provider(s) named in Section 2 to disclose my health information as described in this form to the person(s) named in Section 3.
Signature: ________________________________________________________
Printed Name: ____________________________________________________
Date: __________________________

[bookmark: if-signed-by-a-personal-representative]If Signed by a Personal Representative
Complete this section only if someone legally authorized to act for the individual is signing this authorization.
Name of Personal Representative: ___________________________________
Relationship to Individual: _________________________________________
Legal Authority to Act for Individual: _________________________________

Signature of Personal Representative: _________________________________
Date: __________________________
Documentation of the representative’s legal authority may be requested by the health care provider.

[bookmark: important]Important
Keep a copy of the completed form with your important records and provide a copy to each health care provider you have authorized to share your information.
A health care provider may request that you complete its own authorization form in addition to or instead of this form.
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