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Authorization to Release or
Obtain Healthcare Information

PATIENT NAME: DOB:
RESPONSIBLE PARTY: RELATIONSHIP TO PATIENT:
PHYSICIAN/INSTITUTION: PHYSICIAN/INSTITUTION:
ADDRESS: ADDRESS:
CITY, STATE, ZIP: CITY, STATE, ZIP:
PHONE: PHONE:
FAX: FAX:

This request and authorization applies to (check all that apply):
1 All health information:

|| Specific health information relating to the following treatment, condition or dates:

"1 Other:

DATE:

Doctor Reviewed/Approved

DATE:

Patient/Parent/Legal Representative Signature

This authorization is valid for 9o days from the date of signature.



