
Date ___ /___ /___		  Authorization Expires: Date ___ /___ /___     or Event:
patient/client Name									                                   Date of birth	

	 Last 	 first	 middle	 m	 d	 y

	 Last 	 first	 middle	 m	 d	 y

	 Last 	 first	 middle	 m	 d	 y

	 Last 		  first	 middle	 m	 d	 y

	
i, 

	 Last 			           first				           relationship to patient

	 name			   organization

	 address		  city 		  state 		  zip

SIGNATURE OF LEGAL GUARDIAN	SIGNAT URE OF PATIENT  if over 18 years of age

PRINT NAME	PRINT  NAME

Please see the reverse side of this form for specific disclosure information regarding mental health, drug and/or alcohol abuse and 
HIV-related information.

HIPAA AUTHORIZATION FOR RELEASE 
OF PATIENT RECORDS-Complete
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•
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TO THE RECIPIENT OF THESE MATERIALS


