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AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

NAME: DATE OF BIRTH:
Please print
FROM: Pursuant to the Health Insurance Portability and Accountability Act (HIPAA), | hereby
authorize the following provider:
Name:
Address:
Telephone: ( )
Fax: )
TO: to disclose to the party listed below:
Name:
Address:
Telephone: ( )
Fax: )
WHAT: the following protected Health Information:

All medical records generated at office, including information regarding the following
conditions (initial those conditions to be included):

Substance Abuse Psychological Conditions
HIV/AIDS Billing Information

All medical records generated at office during dates from —

Only records as specified:

WHY: ____ Movingoutof Area ___ Changing Physicians ___ 2nd Opinion ___ Specialty Care

I understand this protected Health Information is being used by the facility for the purpose of providing healthcare or
to pursue and receive reimbursement of claims from any and all responsible third parties, as allowed in the
subscriber’s health plan or insurance policy. This authorization shall be in force and remain in effect for 1 year from
the date sighed below unless | indicate otherwise.

I understand that, as set forth in the Privacy Notice, | have the right to revoke this authorization in writing at any time
by sending written notification to Capital OB/Gyn. | understand that my revocation of this authorization will not affect
any actions taken by Capital OB/Gyn in reliance on this authorization prior to the time it received my revocation. |
understand that | have the right to receive a copy of this authorization upon request.

Signed: Date:

> If not signed by the patient, please indicate relationship and authority:

Printed Name of Personal Representative:




