AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION

Name: ____________________________________         DOB: __________________________________	
                 First, Middle, Last					Month, DD, YYYY
Release Information From:				Release Information To:
_________________________________________	_______________________________________

_________________________________________	_______________________________________

_________________________________________	_______________________________________

_________________________________________	_______________________________________	
Purpose of Release:   ___ Treatment/Continued Care: ___ Personal; ___ Legal Purposes;

		          ___ Application for Insurance; ___ Disability Determination; ___Payment of Claim;
		          ___ Other ___________________________________________________________
Information to Be Released:
 ___ History and Physical; ___ Immunization Records; ___ Clinic Notes; ___ Billing Information
___ Other ____________________________________________________________________________

I understand the information to be released may include records related to behavior and/or mental health care and other sensitive medical conditions. I understand that this Authorization is effective for a period of 90 days from the date of the signature, unless otherwise specified below. No time frame may exceed one year from the date of signature. I understand that i have the right to revoke this authorization at any time by sending a written request to the entity/person I authorized above to release the information.
ATTENTION: This is a legal document. Please read carefully. By signing, you agree that you understand and accept the terms on this form.
· If the patient is 18 years of age or older, the patient must sign and date the form.
· If the patient is 17 years of age or younger, the patient's parent or legal guardian must sign and date the form, unless an exception exists under state or federal law. ____ Parent; ___ Legal Guardian

Signature: _______________________________________    Date Signed: _____________________
Printed Name of Person Signing: ______________________________________________________
