
AGE 18 AGREEMENT 
To Release Patient Information
patient/client Name									                                   Date of birth	

	 Last 	 first		  m	 d	 y

WHO MAY ACCESS YOUR HEALTH CARE RECORDS
I give the following adults permission to receive my health records including but not limited to X-rays, immunizations, lab results, 
prescriptions or to act on my behalf in my absence.

name (person authorized to access records)	pho ne	 relationship to patient

name (person authorized to access records)	pho ne	 relationship to patient

name (person authorized to access records)	pho ne	 relationship to patient

For confidential records of a psychiatric, sexual, drug or alcohol nature, the above named person(s) may also have access to my 
records, test results, and prescriptions as follows:

THE FOLLOWING INFORMATION WILL NOT BE RELEASED UNLESS THIS SECTION IS CHECKED OFF AND SIGNED
	 yes	 no	p atient signature	 date

	P sychiatric Records 

	 Sexual Records

	Drug & Alcohol Records

	 •	 I understand that if the person or the entity that receives this information is not a health care provider or health plan covered 
		  by the federal privacy regulations, the information described above may be redisclosed and no longer protected by those 
		  regulations.

	 •	 I understand that there may be medical records from another doctor or another medical facility in my chart.

	 •	 I understand that I may refuse to sign this authorization and that my refusal will not affect my ability to obtain treatment or
		  payment or my eligibility for treatment.

	 •	 I understand I may revoke this authorization in writing at any time by submitting a written notice of my revocation, except to 
		  the extent that action has been taken in reliance on this authorization.

These authorizations are valid unless and until they are revoked, in writing, and presented to the records office of New England 
Pediatrics LLP.

Patient Signature 		  Date

Please see the reverse side of this form for special disclosure information regarding Mental Health, Drug and-or Alcohol Abuse, and 
HIV-related information.
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TO THE RECIPIENT OF THESE MATERIALS




