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AUTHORIZATION TO RELEASE INFORMATION 
 

7181-701/HIM 
     Revised 03/29/05 

 

        
Name of Patient:        Date of Birth: ______________ 
 
I, the undersigned, hereby authorize: __________________________________________________ 
to release the following information pertaining to my health care to: 
 
________________________________________________________________________________ 
Name and address of facility to receive information 
 
All information or only the following (specify dates of service): 
              
              
 
RELEASE TO FRIEND OR FAMILY MEMBER:  I am authorizing the release of my medical information 
to the following person(s) for ________ day(s) or a period of time, which is: 
_________________________________. Please identify the relationship to you, such as Mother, spouse, 
child, etc. 
 
Authorized Person ____________________________Relationship__________________________________ 
 
I understand that the information being disclosed according to this authorization may be subject to 
re-disclosure by the recipient of this information; your information will no longer be protected by the 
privacy rule (45 C.F.R. 164.508,App. V.) 
 
 I understand that this authorization is good for _____ months, but no longer than 12 months from the 
 date signed.  I understand that this consent may be revoked in writing at any time and that any release 
made prior to my revocation and which was made in reliance upon this consent shall not constitute a 
breach of my rights on confidentiality.  I understand that this facility, all employees/officers, and attending  
physician is released from legal responsibility or liability for release of above information to the extent 
indicated and authorized herein. 
 
              
Date      Name       
              
Address     City        ST   Zip 
              
Relationship to patient   Witness 
 
 
 
SPECIFIC AUTHORIZATION FOR RELEASE OF INFORMATION PROTECTED BY STATE 
AND/OR FEDERAL LAW:  I acknowledge that the information to be released may include material 
protected by state/federal law.  My signature below specifically authorizes release of information related  
to the following:  (must check all to be included). 
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