HIPAA Authorization for the Release of Health Information:
Patient Information
Full Name: ____________________________________________________
Date of Birth: ____________ Phone Number: ______________________ 
Email Address: _______________________________
Authorization to Disclose Health Information
I hereby authorize the use or disclosure of my protected health information as described below:
Personal Contact Preference 
☐ Phone  ☐  Okay to Leave Voicemail  ☐ Text (when applicable)  ☐ Email ☐ Mail 
Who may receive the information:
Name: ____________________________________________
Phone ____________________________________________
Who may receive the information:
Name: ____________________________________________
Phone: ____________________________________________
Information to Be Disclosed
☐ All health information related to treatment, billing, and medical records
☐ Specific records only (please specify):____________________________________________
Patient Rights and Acknowledgment
· I understand that I have the right to revoke this authorization at any time by providing written notice.
· I understand that revocation will not affect any actions taken before the revocation is received.
· I understand that information disclosed under this authorization may be subject to redisclosure by the recipient and may no longer be protected by HIPAA.[image: A white card with a symbol and text

AI-generated content may be incorrect.]
Signature
Patient or Legal
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