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Authorization for the Release and/or Discussion of Protected Health Information

Patient Name:__________________________________   Birth Date: _____/______/_______ 
Release of Information
   I, __________________________________, hereby authorize to release and/or discuss the following information to:
Spouse_______________________________________ Telephone: (         ) _______-________________
Child(ren)_____________________________________ Telephone: (         ) _______-________________
Other________________________________________ Telephone: (         ) _______-________________	
· Complete Record 
· Initial Evaluation & Plan of Care
· Referral Information
· Other _________________________________________________________________ 

Signature: I have carefully read and understand the above information and do herein consent to its disclosure. I am aware that information regarding my medical condition will be released to those persons or agencies named above. I understand that if the person(s) or organization(s) that I authorize to receive my protected health information are not subject to federal and state health information privacy laws, subsequent disclosure by such person(s) or organization(s) may not be protected by those laws. I understand that this consent is subject to revocation, in writing, at any time, unless action based on it has already begun. This authorization
· Is perpetual
· Expires in 1 year from date signed or not later than this date:  ______/______/______
· Expires upon this specified event:  ____________________________________________________

Signed:  __________________________________________ Date:  ______/_______/_______
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