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Authorization to Release Medical Information
This is to confirm your authorization to use or disclose your protected health information. In accordance with HIPPA, in order for  your physician or staff of the practice to discuss your condition with members of your family or other individuals that you designate, we must obtain your authorization before doing so. 
___ Yes, I authorize the practice to verbally release any or all information concerning my 
medical care to any family member.

___ Yes, I authorize the practice to verbally release any or all information concerning my medical care on my answering machine or voicemail.

___ No, I do not authorize the practice to verbally release any information concerning my medical care on any answering machine or voicemail.

___ No, I do not authorize the practice to release any medical information to anyone other than myself.
___ Yes, I authorize the practice to obtain any medical records concerning my care from any physician, hospital, or healthcare professional that has provided medical care to me in the past. This would include receiving these records via fax.

___ Yes, I understand that as a part of treatment, billing or healthcare operations, it may become necessary to disclose medical information to referring physicians, hospitals and any insurance company, third party administrator, or managed care company. This includes disclosures via fax.

I have had a chance to read and think about the content of this authorization form. I understand that by signing this form I am confirming when my medical information can be disclosed.
Signature: _________________________________ Date: _______________________

If authorization is signed by a representative for the patient:
Signature: __________________________ Relationship: ________________________

