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AUTHORIZATION TO RELEASE HEALTH CARE INFORMATION 

I have been presented with a copy of the Notice of Privacy Practices, detailing how my health information may be used 

and disclosed as permitted under federal and state law, and outlining my rights regarding my health information. 

Signed: ________________________________________________________________ Date: _____________________ 

Relationship (if not signed by patient): __________________________________________________________________ 

I wish to place the following restrictions on disclosure of my health information: 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Internal Use Only: 
 
If patient / patient’s representative refuses to sign acknowledgement, please document date and time notice was presented to patient and sign below. 
 
Presented on (date and time): ______________________________________________________________________________________________ 

By (same and title): ______________________________________________________________________________________________________ 

 

 

Please name all person(s) we can contact and / or discuss your medical information: 

Name: _________________________________ Relationship: __________________________ Phone: ______________ 

Name: _________________________________ Relationship: __________________________ Phone: ______________ 

Name: _________________________________ Relationship: __________________________ Phone: ______________ 

Name: _________________________________ Relationship: __________________________ Phone: ______________ 

□ Yes  □ No  The office may leave messages on any answering machine or voice mail associated with any  

   telephone numbers (direct or cellular) identified by me in my patient information. List any   

   restrictions to the information that may be left on answering machine or voice mail:   

   _____________________________________________________________________________ 

Following HIPAA patient confidentiality regulations, please check how you would like us to address you: 

___ Mr.   And / Or ___ First Name 

___ Mrs.    ___ Last Name 

___ Miss    ___ Other: _________________ 

___ Ms. 

___ None 

 

Signature: _______________________________________________________________ Date: ____________________ 


