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Release of Medical Information
I hereby authorize the use or disclosure of my individually identifiable health information as described below.  I understand that this authorization is voluntary.  I understand that if the organization authorized to receive the information is not a health plan or healthcare provider, the released information may no longer be protected by federal privacy regulations.

Patient name: 

Date of birth:  

        
Persons/organizations providing the information:  

Persons/organizations receiving the information:  

Records pertaining to the diagnosis of:   








 All relevant records              

 CT/MRI reports and films

 Original history & physical              

 Recent laboratory reports

 Most recent history & physical 

 Past year’s doctors’ notes (including UPDRS) 

 Consultation reports

 Other:  







Purpose of Disclosure:  
New patient referral         Continuity of care       Other:  





Revocation of Request:  This authorization is also subject to written revocation by the undersigned at any time between now and disclosure of information by the disclosing party.  My written revocation will be effective upon receipt, but will not be effective to the extent that the request or others have acted in reliance upon this authorization. 
Date of Expiration:  This authorization shall remain in effect until 


or for one year from the date of signature. 
Minimum Necessary Standard:  The Protected Health Information requested is the minimum necessary to accomplish the specified purpose.
Will the health plan or healthcare provider requesting the authorization receive financial or in-kind compensation in exchange for using or disclosing the health information described above?     Please circle:   Yes
No
I understand that my healthcare and the payment for my healthcare will not be affected if I do not sign this form.  I understand that I may see and copy the information described on this form if I ask for it.  

Patient’s Signature (or Legal Representative)
   

Date

Name of Legal Representative




Relationship to patient
